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When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 


SPECIFY. 


Bactrim  DS 


(160  mg  trimethoprim  and  800  mg  sultamethoxazole/Roche) 


® ,'U 

Please  see  summary  of  product  information  on  following  page. 
Copyright  © 1987  by  Hoffmann-La  Roche  Inc.  All  rights  reserved.  ■ ' 


Bactrim  Pediatric 

(40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  per  5 ml) 


BACTRIM"  (trimethoprim  and  sultamethoxazole/Roche) 


Betore  prescribing,  please  consult  complete  product  information,  a summary  ol  which  follows: 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented  megaloblastic 
anemia  due  to  folate  deficiency:  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  ot  age. 

WARNINGS:  FATALITIES  ASSOCIATEO  WITH  THE  AOMINISTRATION  OF  SULFONAMIOES,  ALTHOUGH 
RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUOING  STEVENS-JOHNSON  SYNOROME, 
TOXIC  EPIOERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC 
ANEMIA  ANO  OTHER  BLOOO  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions.  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions, such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  treguently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A B-hemolytic  streptococcal  tonslllopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactrim  than  with  penicillin. 

PRECAUTIONS:  General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g.,  elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  freguently  dose-related 
Use  in  the  Elderly:  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g.,  impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs.  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly.  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) , 

Use  in  the  Treatment  ol  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acquired  Immunodeliciency 
Syndrome  {AIDS):  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients.  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  tor  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  lor  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  tnteractions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  ol  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  Increased  the  phenytoin  halt-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  lor  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

DrugiLaboratory  Test  tnteractions:  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis,  Impairment  ot  Fertitity:  Carcinogenesis:  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis:  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination.  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay.  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  ol  Fertility:  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit  lustifies  potential  risk  to  fetus 
Nonteratogenic  Effects:  See  CONTRAINDICATIONS  section 
Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNOROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia,  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions: Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
lunctival  and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal:  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary:  Renal  failure, 
interstitial  nephntis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria. Neurotogic:  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness  Endocrine:  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents;  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletat:  Arthralgia,  myalgia  Miscellaneous:  Weakness,  fatigue,  insomnia. 
DOSAGE  AND  ADMINISTRATION:  Nol  recommended  lor  use  in  inlanis  less  than  two  months  ol  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN:  Usual  adult  dosage  for  urinary  tract  infections  is  one  OS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b.I.d.  for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended 
dosage  lor  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours.  In  two  divided  doses  every  12  hours  for  10  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis.  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp.  (20  mi)  b i d.  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  Is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  lor  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

HOW  SUPPLIED;  OS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  ol  20.  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp.)— bottles  of  16  oz  (1  pint) . 

STORE  TABLETS  AT  15°-30“C  (59'>-86”F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT.  STORE  SUSPEN- 
SIONS AT  15°-30°C  (SS'-BBT)  PROTECTED  FROM  LIGHT 
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/nnnnr\.  Laboratories 

X ROCHE  X D'Yision  of  Hoftmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  V4  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


In 


1957, 


• Sputnik 


became  the  first  man- 


made earth  sateUite,  the 


New  York  Giants  moved  to  San 


Francisco 

Missouri 


and  United 
opened  its 


Investment  Counsel  Department. 


United  Missouri  Bank  announced  Investment  Counsel  Ser- 
vices in  ’57.  It  didn’t  make  national  headlines.  It  did  make  a 
difference. 

Since  then,  United  Missouri  has  helped  thousands  of  people 
build  solid  investment  portfolios. 

United  Missouri  has  done  it  by  building  a large  department 
of  investment  experts.  These  experts  have  offered  individual 
attention  to  each  customer. 

They’ve  carefully  analyzed  each  customer’s  needs.  They’ve 
constructed  portfolios  unique  to  each  customer.  And,  they’ve 
offered  aU  customers  the  choice  to  make  their  own  decisions,  or  to 
have  the  bank  manage  their  portfolios  on  a discretionary  basis. 

As  a result,  each  United  Missouri  customer  has  witnessed 
consistent  growth  through  years  of  economic  change. 

Today,  United  Missouri’s  Investment  Counsel  Department 
still  makes  a difference.  It  can  make  a difference  for  you.  For  your 
investment  portfolio,  call  United  Missouri’s  Stuart  Murdock  at 
556-7340.  And,  pick  the  proven  performer. 


lb  UNITED  MISSOURI  BANKS 

Members  FDIC 

P.O.  Box  419226,  Kansas  City,  Missouri  64141-6226 


In  Other  Words 


The  world  of  words  is  a strange  and  complex  one 
in  which  efforts  to  express  thoughts  clearly  meet 
numerous  obstacles,  both  semantic  and  cultural. 
There  is  a deciduous  quality  in  which  new  word 
usages  develop  and  old  are  cast  off  or  gradually  put 
to  different  uses  than  originally  intended.  Each  dis- 
cipline develops  its  own  lexicon,  intelligible  to  its 
own  initiates  (usually)  but  rarely  to  others.  Of  all 
the  disciplines,  however,  none  is  more  dependent 
on  precision  of  communication  than  medicine.  (True, 
the  law  uses  more  words,  but  precision  is  evanescent 
— it  is  dependent  on  changing  the  meaning  of  words, 
not  retaining  the  old.) 

Medical  communication  is,  however,  threatened 
by  the  media’s  insistence  on  claiming  the  medical 
world  for  their  own,  a libertarianism  voicing  its 
raucous  denials  of  social  proprieties,  and  intrinsic 
effects  as  the  outer  world  invades  the  medical  bas- 
tion. These  editorial  spasms  were  brought  on  by 
coming  across  a form  of  word  usage  demonstrating 
that  the  wedding  of  sociologic  elements  to  medical 
features  can  complicate  thought  communication.  In 
preface,  we  note  that  the  introduction  of  health  clin- 
ics into  schools  has  brought  seemingly  endless  con- 
troversy. Though  beneficial  disclosure  of  medical 
conditions  has  been  accomplished,  many  loud  ob- 
jections are  raised  as  such  efforts  inevitably  become 
involved  with  sexual  matters  — pregnancy,  contra- 
ception and  so  on  — and  there  is  nothing  that  can 
stir  up  a public  storm  more  quickly. 

It  was,  in  fact,  a recent  article  about  such  an  effort 
which  reflected  a major  contention:  promotion  of 
original  virtue  (i.e.,  sexual  abstinence  de  novo,  so 
to  speak)  versus  “controlled”  exposure.  On  the  one 
hand,  the  promotion  of  sexual  abstinence  is  enjoy- 
ing a renaissance.  On  the  other,  those  seeing  such 
an  approach  as  socially  and  educationally  futile  ac- 
cept the  less-virtuous  condition  but  urge  protection 
based  on  awareness.  One  group,  apparently  seeking 
the  best  of  both  worlds,  has  come  up  with  the  con- 
cept of  “second  virginity.” 


We  confess  we  were  startled  by  the  idea  but  re- 
alize on  further  thought  that  our  reaction  reflected 
our  coming  of  age  when  virginity  was  a simple 
matter:  one  was  or  wasn’t  (and  the  “one”  was  ex- 
clusively female).  In  such  individuals,  the  condition 
was  a matter  of  simple  verification  (give  or  take  a 
few  possible  factors  of  questionable  certainty).  We 
further  confess  it  was  (unknowingly)  a blatantly  male 
chauvinistic  age  and  inappropriate  for  a time  when 
expressions  even  remotely  sexist  have  been  elevated 
to  sins  themselves. 

True,  sexual  abstinence  is  enjoying  something  of 
a renaissance  today  (more,  it  seems,  from  fear  of 
disease  than  some  rediscovery  of  self-sustaining  vir- 
tue). The  idea  of  reestablishing  “virginity,”  with 
its  implied  personal  and  social  (as  well  as  sexual) 
characteristics,  seems  difficult  of  accomplishment 

— and  the  retention  of  that  state  no  easier  to  come 
by  than  the  original  variety. 

For  one  thing,  it  will  be  seen  by  many  as  another 
demonstration  of  the  unfair  sexual  attitudes,  restric- 
tions and  responsibilities  directed  toward  women. 
Assuming  that  virginity  appropriately  describes  the 
chaste  males  (we  leave  further  definition  to  others), 
as  well  as  females,  are  they  to  be  accorded  the  same 
attention  in  achieving  the  parity  of  purity  — or 
conversion? 

It  will  be  up  to  those  with  more  zeal  for  the  battle 
(as  well  as  active  participation)  than  we  can  muster 
at  this  age,  but  we  suggest  as  a starting  point  some 
attention  to  the  determination  of  the  media  and  en- 
tertainment world  to  eliminate  chastity  as  quickly 
as  possible.  And  it  will  be  no  small  task  to  make 
the  practice  of  virtue  appealing  to  the  target  popu- 
lation, considering  the  conditions  in  which  so  many 
live. 

Still,  our  admitted  preoccupation  with  words  leads 
us  to  a question:  do  our  concepts  and  philosophies 
produce  the  words  we  use  to  identify  them,  or  do 
our  words  develop  the  concepts  and  philosophies 

— while  we  struggle  to  justify  them?  — D.E.G. 
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Some  doctors  would  rather  spend 
a weekend  feeling  like  Chuck  Yeager  than 
acting  like  Fuzzy,  Arnie  and  lack. 


They’re  physicians  in  the  Air  National  Guard. 

Civilian  doctors  who  trade  their  golf  carts  for  jet  aircraft  one  weekend  a month. 
Qualify,  and  you’ll  serve  two  days  a month  and  15  days  a year.  You’ll  ride 
shotgun  on  simulated  combat  missions.  Treat  pilots  for  acute  hypoxia.  And 
discover  how  it  feels  to  make  a house  call  at  45,000  ft. 

Find  out  more.  Call  collect  ■ 0= 

1913)  862-0465.  AlF  N3tl0n3l  bll3f B 

Americans  at  their  best. 


Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 


George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


GARDEN  CITY,  KS 

Emergency  Department 
Directorship 
and 

FT/PT  Staff 

positions  available  for  new  nights  and 
weekends  coverage  opportunity.  Modern 
facility,  excellent  compensation  and  beau- 
tiful community  make  this  an  exceptional 
practice  opening.  Primary  care  specialists 
with  ED  experience  should  apply. 

For  details  contact: 

Mary  Jo  Sexton-Tosh 
Coastal  Emergency  Services,  Inc. 

425  New  Balias  Rd.,  Dept.  SJA,  Ste.  295 
St.  Louis,  MO  63141 
(314)  432-0210 
(800)  227-2533  (outside  MO) 
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ARAFATE' 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous  j 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will  ' 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAEATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,.  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  compiaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1 . Korman  MG,  Shaw  RG,  Hansky  J,  et  al:  Gastroenterology  80:1451-1453, 
1981. 

2.  Korman  MG,  Flansky  J,  Merrett  AC,  etal:  D/s  Sc/ 27:71 2-71 5, 1982. 

3.  Brandstaetter  G,  Kratochvil  P:  Am  J Med  79(suppl  2C):36-38, 1985. 

4.  Marks  IN,  Wright  JR  Gilinsky  NH,  et  al:  J Clin  Gastroenterol  8:419-423 
1986. 

5.  Lam  SK,  Ffui  WM,  Lau  WY,  etal:  Gasfroentero/ogy 92:1193-1201, 1987. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY  MO  64137 


1594H7 


Ulcer  therapy 
Ihat  won’t  ^eld, 
even  to  smokiiig 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine^  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^''  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


All  patients 
Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<05). 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 


To  the  Editor: 

On  behalf  of  the  membership  of  the  Kansas  Acad- 
emy of  Family  Physicians,  I am  pleased  to  share 
with  you  the  Academy’s  100%  support  of  the  Kan- 
sas Medical  Society’s  efforts  for  resolution  to  the 
current  medical  liability  crisis. 

To  exhibit  our  support,  the  Academy  is  proud  to 
forward  a check  in  the  amount  of  $1000.00  to  be 
utilized  in  the  Professional  Liability  Fund.  In  ad- 
dition to  our  financial  support,  I would  like  to  extend 
an  open  invitation  to  the  KMS  to  enlist  the  services 
of  the  610  active  members  of  the  KAFP. 


The  Kansas  Academy  would  like  to  urge  the  other 
medical  specialty  societies  within  Kansas  to  also 
enter  their  financial  support  to  pursue  an  end  to  this 
unacceptable  medical  liability  situation. 

The  Kansas  Academy  of  Family  Physicians  is 
strongly  in  favor  of  the  efforts  being  conducted  by 
the  KMS.  Please  feel  free  to  call  on  us  at  any  time. 

By  all  means,  keep  up  the  good  work. 

D.  Ray  Cook,  M.D. 

President  and  Chairman  of  the  Board 
Kansas  Academy  of  Family  Physicians 


DOCTOR, 

is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to 
consider  the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  prac- 
tice situations  available  to  qualified  physicians.  Clinical  and  hospital-based  practices 
in  small  towns,  cities,  major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe, 
Asia,  Panama.  Full-time  academic  positions.  Full-time  research  and  development 
positions.  Fellowships  that  pay  like  practice  positions.  For  a confidential  evaluation, 
compensation  estimate,  and  vacancy  projection,  call 


Major  Mike  Edwards 
(816)  891-7720 


ARMY. 

BEALLYOUCANBE.  (Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 
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Oista  Products  Company 

Division  of.  Ell  Lilly  and  Company 
(ndianapolts,  Indiana  46285 
Mfd  by  ElrL^yi-lndustries,  Inc 
Carolina,  Puerto  Rico  00630 


Computer-generated  moiecul 
structure  of  cephalexin 
hydrochloride  monohydrate 


,i9e7.  DIST4  pRooycTs  ommm-  KX^oo$-Bm9Z36 


Convenient  500-mg  bJ.d. 
dosage  and  demonstrate# 
effectiveness  for 
treatment  of: 

□ skin  and  skin  structure  infections* 

□ uncomplicated 

□ pharyngitis^ 


HiW-- 


s 


• New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 


• Well-tolerated  therapy 


• May  be  taken  without  regard  to  meals 

~ j.t ; i: u. / j.- or-/^ 


-or  other  indicated  infectio. 
orq.i.d.  dosage 


diets  available 


^riced  less  than  Keflex' 


(cephalexin) 


<eftab  is  contraindicated  in  patients  with  known  allergy  to  the 
'ephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 

Penicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
Df  streptococcal  infections,  including  the  prophylaxis 
Df  rheumatic  fever. 


fDue  to  susceptible  strains  of  Staphylococcus  aureus  and/or  i3-hemolylic  streptococci. 
Due  to  susceptible  strains  of  Escherichia  coli,  Proteus  mirabihs,  and  Kiebsiella  sp. 

Due  to  susceptible  strains  of  group  A /3-hemolytic  streptococci , , 


KEFTAB™ 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
iS-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  \n  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosmophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT. 
SGPT)  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehlmg's  solu- 
tion and  Clinitest'"’  tablets  but  not  with  Tes-Tape ' 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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^PRESIDENT’S  MESSAGE 


Dealing  with  Medical  Malpractice 


It  seems  that  the  medical  malpractice  problem  is 
never  solved.  In  the  mid-1970s,  new  legislation  was 
proposed  to  cure  the  ailment  of  increased  cost  and 
lack  of  availability  of  liability  insurance.  Now  a 
new  crisis  is  upon  us  and  is  more  of  a problem  in 
cost  than  in  availability.  However,  if  authorized  rate 
increases  by  the  Insurance  Commissioner  are  not 
high  enough  to  satisfy  the  insurance  companies,  we 
may  also  have  an  availability  problem. 

The  crisis  of  the  ’80s  is  not  a problem  isolated 
in  Kansas.  Many  states,  especially  Florida,  are  also 
experiencing  severe  problems.  It  would  seem  that 
since  physicians  have  carried  medical  malpractice 
liability  insurance  for  over  30  years,  the  mechanism 
of  insurance,  the  handling  of  grievances  and  the 
resolutions  of  claims  would  be  satisfactory  to  all. 
However,  this  is  not  the  case.  Patients,  insurers  and 
physicians  all  seem  to  be  dissatisfied.  Some  of  the 
complaints  about  the  present  system  are  the  com- 
plexity of  dealing  with  medical  malpractice,  the 
length  of  time  it  takes  to  gain  compensation,  the 
expense  of  the  system  and  the  fact  that  medical 
malpractice  takes  place  in  the  tort  or  adversarial 
system.  Many  feel  that  the  tort  system  needs  to  be 
replaced  for  dealing  with  medical  malpractice. 

A worker’s  compensation— like  program  has  been 
extensively  investigated  by  the  Kansas  Medical  So- 
ciety. The  AM  A recently  presented  a fault-based 
alternative  compensation  plan  at  the  State  Health 
Legislation  Conference  in  California.  Variations  of 
the  present  system  are  also  being  investigated,  as 
are  no-fault  systems.  Florida  has  just  presented  its 
Medical  Insurance  Compensation  Act  (MICA), 
which  is  a multi-faceted  act  allowing  compensation 
if  the  provider  wishes  to  offer  compensation.  If  a 
patient  feels  the  physician  was  negligent,  negligence 
will  be  decided  by  a judge  rather  than  by  a jury 
trial.  Compensation  will  be  based  on  economic  loss, 
and  there  will  be  limitations  on  the  non-economic 
loss,  and  no  recovery  for  pain  and  suffering.  Other 
ideas,  such  as  insurance  based  on  a per-procedure 
activity  (though  no  such  law  is  presently  function- 
ing), may  prove  helpful  in  controlling  premiums, 
but  do  absolutely  nothing  to  hold  down  the  cost. 


In  the  meantime,  while  alternative  systems  are 
researched  and  developed,  tort  reform  can  offer 
Kansas  physicians  tangible  relief.  Our  efforts  this 
legislative  session  will  be  successful  if  we  all  make 
a concerted  effort  to  contact  our  legislators  and  in- 
form our  patients. 

The  solution  to  the  liability  situation  is  in  the  near 
future.  I believe  it  will  necessarily  be  based  on  a 
fixed  level  of  compensation,  whether  under  a fault- 
based  or  a no-fault  system,  with  payments  mainly 
for  documented  economic  loss.  Unlimited  recovery 
in  the  jury  system  for  poor  medical  outcomes  will 
need  to  end  — not  only  because  the  cost  of  such 
recoveries  will  push  the  cost  of  health  care  beyond 
reach,  but  because  the  quality  and  the  availability 
of  care  will  suffer  severely. 


President 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  White  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animats,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or '\n  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  'Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCi  (brand  of  cimetidine  hy- 
drochloride) Injection  by  intravenous  bolus. 
Symptomatic  response  to  'Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
'Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lldo- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly 
Interaction  with  phenytoln,  lldocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur'^,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
^py) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursirsg  rnothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety  hallucinations,  disori- 
entation), predominantly  in  severely  Hi  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported,  increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  'Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  1 00;  300  mg.  tablets  in  bottles  of  1 00  and  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  1 00  (intended  for  institutional  use 
only),  and  800  mg.  Tiltab'^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./S  ml.,  in  8 fi.  oz.  (237  mi.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./S  mi.), 
■%  in  packages  of  10  (intended  for  institutional  use 
only).  ‘ 

Injection:  . 

Vials:  300  mg./J2  mi-  in  single-dose  vials,  in  packages 
of  10  and  30,  and  in  8 mi.  multiple-dose  vials,  in 
packages  of  J 0 and  25: 

Pre filled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  SO  mi.  of  0.9%  So- 
dium Chloride  ip  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added.  , \ 

ADD-Vantage®'  Viais:  300  mgJ2  ml.  in  single-dose, 
ADD-Vantage'^  Vials,  in  packages  of  2S. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided,  it  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not . adversely  affect  the  pre- 
mixed product. 

'Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  in- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  6001 5. 

* ADD-Vantage®is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L738  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


Tagamet 

cimetidine 

First  to  Heal 


You'll  both  feel  good  about  it 


This  space  contributed  as  a public  service. 


Adefense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12-  year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 


cancer  alone. 


AAAERICAN 
V CANCER 
SOaETY* 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 
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Birth  Defect  Suits:  Their  Avoidance 


WAYNE  T.  STRATTON,  J.D.,  Topeka* 

This  article  rounds  out  the  trilogy  on  the  cost,  the 
cause  and  the  avoidance  of  birth-defect  litigation. 
Given  the  litigious  arena  in  which  obstetricians 
practice,  a sophisticated  knowledge  of  risk  man- 
agement is  essential.  What  follows  are  suggestions 
which  may  avoid  litigation  or,  at  least,  assist  in 
obtaining  a favorable  verdict  if  a suit  cannot  be 
avoided. 

1.  Establish  the  due  date,  and  be  aware  that  a 
premature  or  postmature  delivery  will  serve  to  place 
a burden  upon  the  physician  to  explain  that  there  is 
no  relationship  between  the  child’s  condition  and 
the  time  of  delivery.  Any  change  in  the  due  date 
should  be  documented,  with  the  reasons  given. 

2.  Charting  of  the  fetal  heart  rate  in  a timely 
manner,  along  with  the  other  events  of  labor,  must 
be  done.  While  it  is  unlikely  that  some  injury  oc- 
curred during  a period  when  fetal  heart  tones  are 
not  taken,  the  plaintiff’s  expert  will  invariably  point 
to  this  as  a causative  factor.  Electronic  monitoring 
is  better,  as  it  gives  a continuous  record,  and  internal 
monitoring  is  best.  If  used,  it  is  important  that  the 
nurses  as  well  as  the  physician  are  sufficiently  trained 
in  the  use  of  electronic  fetal  monitoring. 

3.  Record  a treatment  plan.  Nothing  is  better  able 
to  show  that  the  physician  was  aware  of  the  events 
of  the  labor  and  was  considering  available  options. 

4.  If  an  infant  is  bom  depressed,  do  not  imme- 
diately assume  the  cause  to  be  hypoxia  or  anoxia. 
As  noted  last  month,  this  is  usually  a false  as- 
sumption. Some  teaching  hospitals  forbid  diagnosis 
of  “perinatal  asphyxia’’  or  similar  glib  conclusions 
unless  clinically  proven.  So  often  this  becomes  an 
element  of  the  plaintiff’s  attorney’s  case  and  serves 
to  establish  causation.  One  neonatologist  has  sug- 
gested the  use  of  terms  which  more  accurately  de- 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS 
66603,  1-800-332-0248. 


scribe  the  baby’s  condition  without  reaching  for 
conclusions.  These  include:  “perinatal  depres- 
sion,’’ “transient  neonatal  acidosis,’’  “early  onset 
neonatal  seizures’’  and  “transient  neonatal  sei- 
zures.’’ 

5.  Every  hospital  should  institute  a policy  imple- 
menting a pathological  examination  of  the  placenta 
in  every  case.  If  there  is  any  abnormality  in  the 
pregnancy  or  its  outcome,  the  placenta  should  also 
have  a microscopic  examination.  If  the  pregnancy 
and  its  outcome  are  normal  and  the  placenta  has  a 
normal  gross  appearance,  it  has  been  suggested  that 
at  least  three  blocks  of  tissue  be  saved  in  formalin 
or  paraffin  until  the  statute  of  limitations  expires. 
If  there  is  any  uncertainty  in  the  examiner’s  mind 
about  the  meaning  or  significance  of  the  gross  find- 
ings, the  placenta  should  be  photographed  and  the 
photograph  retained. 

6.  Some  hospitals  and  obstetricians  are  routinely 
obtaining  samples  of  cord  blood  for  testing  of  oxy- 
gen concentration  if  a child  is  slow  to  revive.  Studies 
have  shown  that  these  frequently  reveal  the  child’s 
oxygenation  to  be  within  normal  limits. 

7.  It  is  essential  that  physicians  timely  refer  and 
seek  consultation.  Few  obstetric  complications  pre- 
sent suddenly  as  an  emergency.  Precursors  of  com- 
plications should  be  warnings  of  the  need  to  seek 
consultation. 
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It's  headed  that  way.  With  malpractice  suits  on  the  rise, 
doctors  need  to  know  law  as  well  as  they  know  medicine. 


Our  counsel?  Why  not  concentrate  on  your  practice, 
and  let  Medical  Defense  Insurance  Company  concentrate 
on  your  legal  protection  against  malpractice  suits.  At  MDI, 
we  offer  the  kind  of  legal  protection  you  can  depend  on 
because  we're  operated  by  health  care  providers.  We 
recognize  and  appreciate  the  needs  of  today's  physicians. 

Call  us  and  let  MDI  tell  you  more.  After  all,  since  you 
were  trained  as  a physician . . . you  shouldn't  be 
practicing  low. 


IVledical  Defense 
^ Insurance  Company 

? 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick,  & Innis,  Inc, 
Five  Crown  Center 
2480  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Call  TOLL  FREE  1-800-641-4037 


ARTICLE 


CAPD:  A Primer  for  the  Family  Physician 


HUGO  P.  WEBER,  JR.,  M.D.,*  Wichita 
Abstract 

Continuous  ambulatory  peritoneal  dialysis  (CAPD) 
is  an  alternate  means  of  managing  patients  with  end- 
stage  renal  disease.  The  technique  is  gaining  pop- 
ularity in  Kansas  because  it  can  be  performed  at 
home,  and  it  is  relatively  simple  in  theory  and  prac- 
tice. The  family  physician  may  need  to  manage 
concomitant  illness  in  the  patient  on  CAPD  and  will 
benefit  from  a knowledge  of  the  technique. 

CAPD  was  introduced  in  1977  and  has  evolved 
over  the  past  decade  into  a popular  modality  for 
treatment  of  patients  with  end-stage  kidney  disease. 
There  are  currently  close  to  200  patients  in  Kansas 
receiving  CAPD  treatment.  Peritoneal  dialysis  has 
many  advantages  for  the  patient  with  kidney  dis- 
ease, not  the  least  of  which  is  the  ability  to  perform 
the  technique  at  home.  Home  dialysis  treatment  ob- 
viates the  necessity  for  patients  living  in  rural  com- 
munities in  Kansas  to  travel  to  the  scattered  he- 
modialysis centers  located  throughout  the  state.  The 
number  of  patients  receiving  CAPD  will  increase 
significantly  in  the  future,  and  the  family  physician 
may  be  called  upon  to  treat  concomitant  disease  in 
a patient  on  CAPD.  He  may  also  participate  with  a 
nephrologist  or  dialysis  nurse  in  the  management 
of  the  complications  of  CAPD.  The  purpose  of  this 
article  is  to  review  the  technique  of  CAPD  and  dis- 
cuss some  of  the  complications  which  may  bring 
the  patient  to  a local  hospital  for  care. 

Dialysis  is  a technique  used  to  correct  abnor- 
malities of  volume  and  composition  of  the  body 
water  in  patients  with  end-stage  kidney  disease. 
Three  items  are  necessary  to  perform  dialysis:  a 
dialyzer,  dialysate,  and  a delivery  system  to  permit 
exchange  of  solute  and  water  between  the  dialyzer 
and  dialysate.  In  peritoneal  dialysis,  the  dialyzer  is 
the  abdominal  mesentery,  a semipermeable  mem- 
brane with  a surface  area  estimated  to  be  22,000  sq 


*Address  correspondence  to  the  author  at  St.  Francis  Medical 
Park  Building,  1035  N.  Emporia,  Suite  105,  Wichita,  KS  67214. 


cm.  Dialysate  is  a commercially  prepared  sterile 
solution  of  electrolytes  whose  final  osmolality  is 
determined  by  the  amount  of  glucose  added.  Di- 
alysis is  usually  prepared  in  two-liter  bags  for  the 
treatment  of  adults. 

Potassium  is  not  added  to  commercial  dialysate, 
so  that  maximum  blood-dialysate  gradients  can  be 
established  by  the  patient.  The  patient  may  add  med- 
ication to  the  dialysate,  and  these  additives  include 
antibiotics,  heparin  and  insulin.  Heparin  is  added 
to  the  dialysate  bag  when  the  patient  detects  fibrin 
strands,  particularly  when  an  infection  is  present. 
The  usual  dose  of  heparin  added  to  a two-liter  ex- 
change is  1 ,000  units.  Intraperitoneal  heparin  in  this 
dose  is  not  absorbed  systemically  and  does  not  alter 
the  PTT  significantly.  Insulin  may  be  added  to  di- 
alysate by  the  diabetic  patient  employing  doses  of 
20-35  units  of  regular  insulin  per  two-liter  exchange 
as  an  average.  Intraperitoneal  insulin  is  effective  in 
providing  smooth  control  of  even  the  most  brittle 
diabetes  without  the  necessity  of  frequent  subcu- 
taneous injections.  As  a rule,  patients  with  diabetic 
nephropathy  find  it  easier  to  adjust  intraperitoneal 
insulin  than  to  make  the  adjustment  necessary  in 
their  traditional  subcutaneous  insulin  injections.  Di- 
abetics adjust  their  intraperitoneal  insulin  based  on 
home  blood  glucose  monitoring.  If  the  patient  is 
adding  insulin  to  the  dialysate,  it  is  important  to 
remember  that  the  half-life  of  the  molecule  will  be 
prolonged  in  renal  disease. 

The  Achilles  heel  of  peritoneal  dialysis  is  the 
delivery  system,  which  permits  infusion  of  dialysate 
into  the  abdomen,  where  it  equilibrates  and  allows 
solute  and  water  transfer  across  the  peritoneal  mem- 
brane dialyzer.  Any  artificial  device,  no  matter  how 
well  it  is  engineered,  sets  the  stage  for  infection  in 
a patient.  Statistics  indicate  that  the  patient  can  ex- 
pect an  average  of  1.8  episodes  of  peritonitis  per 
year.  There  is  a 70  percent  chance  that  a CAPD 
patient  will  have  an  infection  during  the  first  year 
of  treatment. 

The  most  commonly  used  peritoneal  dialysis  de- 
Kansas  Medicine  • .lanuary  1988  • 13 


DOUBLE  CUFF 
CATHETER 


Figure  1 . The  Tenckhoff  catheter 
after  placement. 


livery  system  is  the  Tenckhoff  catheter,  a silastic 
tube  with  spaced  perforations  of  0.5  mm  diameter 
at  the  distal  15  cm  of  the  tube.  Dacron  felt  cuffs 
are  bonded  to  the  silastic  catheter  in  two  places, 
thus  dividing  the  catheter  into  three  parts.  The  intra- 
abdominal portion  is  20  cm  long  and  is  surgically 
placed  in  the  abdomen.  The  catheter  is  placed  so 
that  the  distal  Dacron  cuff  is  located  just  outside 
the  peritoneum.  An  arcuate  subcutaneous  tunnel  is 
constructed,  and  the  middle  portion  of  the  catheter 
is  gently  curved  to  bring  the  proximal  cuff  to  a point 
immediately  beneath  the  skin  of  the  abdominal  wall. 
The  peritoneal  catheter  is  attached  by  a titanium 
connector  to  extension  tubing,  which  in  turn  is  con- 
nected to  the  plastic  dialysate  bag.  The  extension 
tube  is  periodically  changed  by  a trained  dialysis 
nurse.  The  incidence  of  peritoneal  infection  has  lev- 
eled off  since  the  introduction  of  this  “closed  sys- 
tem,” which  is  similar  in  concept  to  the  closed 
system  utilized  with  Foley  catheter  placement  (Fig- 
ure 1). 

Patients  entering  the  CAPD  program  are  trained 
by  a dialysis  nurse  in  the  technique  of  peritoneal 
dialysis  for  an  average  of  seven  days.  The  bulk  of 
training  is  devoted  to  the  critical  “spike”  transfer 
from  the  used  dialysis  bag  to  the  new  bag.  Patients 
are  instructed  in  aseptic  technique  and  provided  with 
detailed  steps  to  guide  them  through  the  dialysate 
solution  exchange.  Many  patients  employ  a ger- 
micidal chamber,  which  provides  mechanical  as- 
sistance during  the  dialysate  exchange.  The  most 
commonly  employed  device  in  Kansas  is  the  ultra- 
violet germicidal  chamber,  in  which  the  dialysate 
exchange  is  performed  under  ultraviolet  light,  which 


sterilizes  the  connection  between  the  plastic  peri- 
toneal dialysis  bag  and  the  extension  tubing  con- 
nected to  the  Tenckhoff  catheter.  In  vitro,  ultravi- 
olet light  will  kill  all  bacteria  and  fungi. 

CAPD  usually  requires  three  to  four  exchanges 
of  two  liters  each  on  a daily  basis.  The  volume  of 
the  exchange  is  adjusted  for  the  patient’s  size.  Some 
patients  prefer  to  warm  their  dialysate  bag  before 
the  intraperitoneal  infusion.  Following  the  infusion 
of  dialysate,  the  plastic  bag  is  rolled  up  and  carried 
under  the  patient’s  clothing  until  the  next  exchange. 
The  patient  then  drains  the  abdomen  by  opening  a 
roller  clamp  and  attaches  a new  bag  of  dialysate 
following  the  drain  procedure,  thus  repeating  the 
cycle. 

Complications  of  Technique 

Peritonitis  is  the  most  common  complication  of 
CAPD  and  frequently  requires  discontinuation  of 
the  technique.  Frequent,  repeated  bouts  of  peritoni- 
tis lead  to  potential  problems  of  sepsis,  intraperi- 
toneal abscess  formation,  loss  of  dialysis  efficiency 
because  of  scarring  and  adhesions  of  the  mesentery, 
and  death.  Host  factors  that  predispose  to  peritonitis 
include  poor  technique  in  performing  the  procedure, 
immunosuppression,  poor  nutrition,  chronic  con- 
stipation, and  diverticulosis.  Diverticulosis  is  not 
an  absolute  contraindication  to  CAPD,  but  does 
present  an  increased  risk  of  gram-negative  peritoni- 
tis. Acute  diverticulitis  is  a contraindication  to  per- 
itoneal dialysis. 

Common  organisms  causing  acute  peritonitis  in 
a patient  performing  CAPD  are  the  staphylococcal 
species,  including  Staphylococcus  epidermidis  (the 
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1988  LEGISLATIVE  Monday,  January  11  was  the  first  official  day  of  the  1988 

SESSION  COMMENCES  Legislative  Session.  The  Governor's  State  of  the  State 

Address  and  legislative  message  followed  on  Tuesday.  This 
session  will  be  the  kind  that  occurs  only  once  every  four 
years  when  both  the  Senate  and  the  House  are  confronted  with 
elections  a few  months  later.  There  will,  of  course,  be  more 
rhetoric  and  maneuvering  than  usual  as  legislators  try  to  gain 
a political  edge  for  the  November  elections.  Forced  roll- 
call  votes  on  politically  sensitive  bills  and  amendments  can 
be  expected. 
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As  usual,  the  state  budget  wi 1 1 be  a major  focus,  but  this 
year  disposition  of  the  so-called  windfall  revenue  will 
create  a unique  situation.  Because  most  of  us  will  pay 
slightly  lower  federal  income  taxes  for  1987,  the  deduction 
we  take  on  our  state  tax  return  will  be  somewhat  less, 
resulting  in  a few  more  dollars  of  taxable  state  income. 
Roughly  estimated,  if  the  windfall  revenue  projection  is 
accurate,  that's  an  average  of  about  $56  additional  state 
income  tax  liability  for  each  of  us. 

As  might  be  expected,  just  about  every  state  agency  and 
interest  group  is  asking  for  a share  of  this  extra  money. 
They  want  their  piece  of  the  pie  in  the  form  of  either 
increased  appropriations  or  a special  tax  break.  Agency 
directors  always  have  a wish  list  of  programs  or  facilities 
waiting  for  funding,  and  many  interest  groups  return  year 
after  year  asking  for  tax  relief  to  help  get  their  industry 
back  in  business.  Agencies  argue  that  a dollar  spent  now 
will  avoid  future  cuts,  while  the  private  sector  contends 
that  each  dollar  of  tax  relief  now  will  generate  several 
dollars  of  future  revenue. 


Two  specific  outcomes  are  almost  certain.  Increased  state 
aid  for  primary  and  secondary  education  is  one.  Legislators 
feel  compelled  in  election  years  to  beef  up  equalization  aid 
money  in  order  to  tell  the  voters  that  they  averted  a major 
property  tax  increase  at  the  school  district  level.  The 
other  likely  product  of  the  1988  session  will  be  passage  of 
division-of-assets  legislation.  This  measure,  which  would 
allow  couples  to  segregate  their  financial  resources  upon 
applying  for  state  programs,  will  have  a significant  fiscal 
impact.  It's  politically  popular,  and  the  only  reason  it  was 
not  enacted  before  is  that  the  State  was  in  desperate  finan- 
cial condition.  Now  that  there's  some  money  available,  divi- 
sion of  assets  will  likely  be  an  election-year  nugget. 

Income  tax  simplification  will  be  heard  frequently  during  the 
1988  session.  Both  chairmen  of  the  Senate  and  House  tax  com- 
mittees, as  well  as  the  Governor,  have  endorsed  the  notion 


that  filing  a state  return  ought  to  be  a lot  easier  than  it 
is  now. 

The  only  problem  that  makes  passing  a tax-simplification  bill 
difficult  is  equity.  Many  legislators  and  interest  groups 
will  attempt  to  use  simplification  legislation  as  the  vehicle 
for  "tax  equity"  amendments.  Of  course,  we  all  know  what  tax 
equity  is:  that's  when  somebody  else  pays. 

Modernizing  Kansas'  dilapidated  tort  system  will  be  a major 
agenda  item  this  year.  The  Governor  has  included  tort  reform 
among  his  top  priorities  and,  thanks  to  the  Kansas  Supreme 
Court,  there  will  be  a repeat  performance  of  debates  that  took 
place  during  the  previous  three  sessions  of  the  Legislature. 

The  two  associations  of  lawyers  can  be  expected  to  do  every- 
thing they  can  to  jeopardize  passage  of  tort  reforms.  After 
all,  the  existing  system  is  time-tested  and  steeped  in  tradi- 
tions that  originated  decades  or  even  centuries  ago  (not  to 
mention  that  the  system  generates  millions  of  dollars  in  income 
for  the  legal  profession,  particularly  plaintiffs'  counsel). 

The  Kansas  Medical  Society  is  in  the  leadership  role  of  pro- 
posing specific  tort-reform  measures.  A coalition  of  busi- 
ness groups,  individual  corporations,  and  other  professional 
associations  have  generally  endorsed  the  bill  drafts  devel- 
oped by  KMS. 


A major  component  of  the  package  is  a statutory  reversal  of 
the  common-law  collateral  source  rule.  If  enacted,  this 
measure  would  allow  juries  to  be  informed  of  compensation 
paid  to  an  injured  party,  for  example,  health  insurance 
coverage  that  paid  medical  expenses.  The  bill  would  not 
require  that  awards  be  adjusted  commensurate  with  collateral 
sources;  only  that  juries  be  informed  of  all  the  facts  in  a 
case. 

Another  major  change  would  be  periodic  payments  of  large 
awards.  Upon  becoming  law,  this  bill  would  allow  defendants 
to  pay  for  future  damages  in  installments  by  purchasing  an 
annuity.  Some  legislators  like  this  measure  because  of  its 
social  quality;  it  would  protect  plaintiffs  from  mishandling 
funds  that  were  awarded  for  the  purpose  of  paying  the  per- 
son's future  medical  bills  and  living  expenses. 

Another  significant  tort  reform  would  be  limits  on  other  than 
actual  damages.  This  involves  two  separate  bills,  one  to 
limit  non-economic  losses  and  the  other  to  limit  punitive 
damages.  These  two  categories  of  award  are  the  unquantifi- 
able  aspects  of  a settlement  proceeding  or  jury  trial.  Be- 
cause complaints  like  mental  distress  or  pain  and  suffering 
are  subjective  and  emotional,  juries  can  be  manipulated  by 
artful  lawyers.  Substantial  awards  for  non-economic  losses 
help  offset  all  the  money  that  plaintiffs'  counsel  keep  when 
a claim  is  paid.  The  situation  with  punitive  damages  is 
somewhat  different.  Such  claims  are  seldom  awarded  but  serve 
as  excellent  bargaining  leverage.  A claimant  can  threaten  to 
sue  for  punitive  damages  and  then  agree  not  to  in  exchange 
for  concessions  from  the  defendant. 


These  four  bills  comprise  the  KMS  tort-reform  package  but  are 
promoted  as  near-term  solutions  to  a long-term  problem.  In 
order  to  create  more  options  for  consideration,  the  Legisla- 
ture has  been  asked  to  consider  a constitutional  amendment 
which  would  bolster  the  powers  of  the  legislative  branch  of 
state  government.  The  purpose  is  to  make  it  possible  to  pur- 
sue alternative  methods  of  resolving  personal  injury  claims. 
Some  argue  that  such  an  amendment  to  the  Kansas  Constitution 
is  needed  to  legitimize  our  existing  Workers  Compensation  Act. 

In  any  event,  constitutional  amendments  are  always  difficult. 

A two-thirds  majority  vote  is  required  in  both  Senate  and 
House  before  a question  can  be  printed  on  the  ballot  for  voter 
consideration.  In  this  case,  the  lawyers  can  be  expected  to 
be  adamantly  opposed.  After  all,  adoption  of  such  an  amend- 
ment would  mean  that  the  legal  establishment  could  be  eroded 
by  84  elected  officials  (simple  majorities  are  63  House  mem- 
bers and  21  Senators). 

Regardless  of  one's  perspective,  the  1988  Legislative  Session 
should  be  interesting.  For  those  who  enjoy  politics,  it  will 
be  fascinating. 


ERRATUM:  NAMES  OF  The  December  newsletter  contained  an  error  regarding  report- 

KANSAS  AIDS  PATIENTS  ing  AIDS  patients  and  those  who  test  positive  for  the  HIV 

ARE  REPORTABLE  antibody.  According  to  the  Kansas  Department  of  Health  and 

Environment,  clinical  AIDS  is  reportable  to  KDHE,  including 
the  names  of  patients.  Names  of  persons  who  test  positive 
for  the  presence  of  the  HIV  antibody  are  not  reportable. 


MEDICARE  UPDATE  Here  is  the  latest  information  regarding  Medicare  provisions 

approved  by  Congress  in  December,  following  the  annual  budget 
reconciliation  process.  For  now,  these  are  the  major  points: 

1.  There  will  be  a new  sign-up  period  during  March  1988. 
Agreements  entered  into  then  will  be  effective  for  services 
provided  from  April  1,  1988  through  December  31,  1988. 

2.  Participation  contracts  in  effect  on  December  31,  1987 
will  be  extended  through  March  31,  1988,  unless  the  physician 
terminated  a prior  agreement,  in  writing,  before  midnight  on 
December  31,  1987.  At  this  time,  it  is  not  clear  what  the 
status  will  be  for  a physician  who  was  not  a participating 
physician  in  1987  but  who  executed  an  agreement  for  1988 
prior  to  the  end  of  the  year. 

3.  Several  points  should  be  noted  for  services  provided 
beginning  on  January  1,  1988: 

a.  MAAC  limits  will  apply  as  the  charge  limit  for  each 
service.  Sanctions  may  be  issued  for  repeated  violations. 
(Under  previous  law,  a physician  could  charge  a patient  an 
amount  higher  than  the  MAAC  as  long  as  the  mean  or  median 
of  all  the  physician's  Medicare  charges  for  that  service 
equaled  the  MAAC.) 

b.  Formerly,  a non-assigned  clinical  lab  service  pro- 
vided through  a physician's  office  was  a non-covered  bene- 
fit. When  such  a service  was  provided  on  a non-assigned 
basis.  Medicare  simply  refused  to  pay.  Now,  physicians 
are  prohibited  from  billing  a patient  for  a non-assigned 
laboratory  service.  Failure  to  comply  will  place  the  phy- 
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sician  at  risk  of  sanctions  including  rebates  to  the 
patient,  civil  monetary  penalties  and  possible  exclusion 
from  the  program. 

c.  Because  of  Gramm-Rudman-Hol 1 ings.  Medicare  payments 
to  both  participating  and  non-participating  physicians 
have  been  reduced  by  2.324%  until  March  31,  1988.  This  i 
reduction  took  effect  on  November  21,  1987.  * 

If  you  are  interested  in  trying  Medicare  and  wonder  if  it  I 
would  be  worthwhile  for  you,  call  Blue  Cross  (the  fiscal 
intermediary)  and  ask  for:  (1)  the  customary  rate  for  a proce-' 
dure  you  do;  (2)  the  prevailing  participating  rate  for  that 
procedure;  (3)  the  prevailing  non-participating  rate  for  that  j 
procedure;  and  (4)  the  MAAC  for  that  procedure.  Armed  with 
this  information,  you  should  be  able  to  decide  whether  or  not 
to  sign  up. 


The  Health  Care  Quality  Improvement  Act,  PL  99-660,  has  been 
amended  to  eliminate  broad  access  by  malpractice  attorneys 
to  physician  data  bank  information. 

The  data  bank  contains  information  on  adverse  licensure  deci- 
sions, malpractice  settlements  and  judgments,  and  adverse 
staff  privilege  decisions.  Under  the  original  version  of  the 
Act,  information  in  the  data  bank  would  have  been  disclosed 
to  parties  bringing  medical  malpractice  actions.  The  amended 
provision  allows  disclosure  to  plaintiffs'  attorneys  only 
where  a hospital  has  failed  to  consult  with  the  data  bank  and 
is,  therefore,  held  responsible  for  its  failure  if  adverse 
information  would  have  been  disclosed  to  the  hospital. 


CPT  1988  is  now  available  from  the  AMA.  This  year's  compen- 
dium of  procedural  terminology  comes  with  a bonus  "mini book," 
containing  the  most  commonly  used  codes  in  one  of  nine  spe- 
cialties (your  choice).  CPT  1988  plus  one  minibook  costs  $30 
(20%  less  for  AMA  members)  and  may  be  ordered  by  calling 
(800)  621-8335.  The  book  is  also  available  in  a floppy  disk 
format  from  the  same  toll-free  number.  Information  regarding 
quantity  discounts  may  be  obtained  at  (312)  280-7168. 


The  AMA's  National  Leadership  Conference  will  be  held  Feb- 
ruary 12-14  at  the  Chicago  Marriott  Hotel.  The  opening 
session  will  be  at  4:30  p.m.  on  Friday,  and  the  program  will 
conclude  around  noon  on  Sunday.  For  details,  contact  Carla 
Funk,  AMA  Division  of  Professional  Relations,  (312)  645-4392. 

The  1988  Medical  Education  Conference,  organized  by  the  Medi- 
cal Schools  Section,  will  be  April  7-9  in  Houston.  The 
theme  is  "Physician  Competence:  Whose  Responsibility?"  David 
Axelrod,  Health  Commissioner  of  New  York  State,  will  give  the 
keynote  address  on  "The  Role  of  Government  in  Assuring  Com- 
petence." Co-sponsors  of  the  program  are  the  American  Hospital 
Association,  the  Association  of  Medical  Colleges  and  the  AMA 
Council  on  Medical  Education.  More  information  may  be  obtainec 
from  the  AMA  Section  on  Medical  Schools,  (312)  645-5000.  I 


most  common)  and  Staphylococcus  aureus.  Gram- 
negative peritonitis  is  usually  due  to  E.  coli.  When 
a gram-negative  rod  is  cultured  from  the  peritoneal 
fluid,  it  is  important  to  think  of  the  possibility  of 
diverticulosis.  Fungi  and  mycobacteria  are  rare 
causes  of  peritonitis.  In  10  to  20  percent  of  patients 
receiving  CAPD  complicated  by  peritonitis,  no  or- 
ganism will  be  identified,  and  the  patient  may  re- 
quire empiric  treatment  with  antibiotics. 

The  CAPD  patient  with  peritonitis  will  usually 
present  with  the  abrupt  onset  of  abdominal  pain  and 
tenderness,  fever,  nausea  and  vomiting.  The  dialy- 
sate  fluid  will  appear  cloudy,  and  the  white  cell 
count  will  be  elevated  with  a preponderance  of  neu- 
trophils. Normally,  the  dialysate  fluid  contains  less 
than  50  WBCs  per  cu  mm  of  fluid,  and  these  are 
largely  mononuclear  cells. 

Peritonitis  results  in  a homogeneously  cloudy  fluid 
due  to  the  presence  of  neutrophils.  Fibrin  strands 
may  also  impart  a cloudiness  to  the  dialysate  bag 
in  the  absence  of  infection.  Cloudiness  seen  with 
fibrin  precipitates  is  heterogeneous  and  should  not 
be  confused  with  peritonitis,  in  which  the  fluid  is 
homogeneously  cloudy. 

A gram  stain  of  the  dialysate  sediment  will  be 
positive  in  less  than  50  percent  of  patients  with 
peritonitis;  however,  when  it  is  positive,  a gram 
stain  is  a very  helpful  test  to  establish  a bacterial 
etiology  of  the  infection.  Antibiotics  can  be  chosen 
and  immediately  started  in  this  setting. 

Culture  and  sensitivity  of  the  dialysate  fluid  should 
be  performed  in  all  patients,  not  only  to  detect  an 
immediate  bacterial  cause  of  the  infection,  but  also 
to  monitor  for  patterns  of  recurrent  infection  such 
as,  for  example,  might  be  seen  in  a patient  who  is 
a chronic  skin  carrier  of  Staphylococcus.  Culturing 
dialysate  requires  special  techniques  in  the  bacte- 
riology laboratory,  and  the  family  physician  should 
communicate  with  the  nephrologist  to  establish  a 
successful  method  at  the  local  hospital  if  cultures 
and  sensitivities  of  peritoneal  fluid  are  to  be  per- 
formed on  a regular  basis. 

Peritonitis  is  not  the  only  infectious  complication 
of  CAPD.  Exit  site  infections  occur  proximal  to  the 
Dacron  cuff  located  under  the  skin.  Exit  site  infec- 
tions are  usually  caused  by  Staphylococcus  species 
and  are  characterized  by  inflammation  (redness, 
tenderness  and  pain)  at  the  exit  site.  Tunnel  infec- 
tions involve  the  portion  of  the  Tenckhoff  catheter 
proximal  to  the  Dacron  cuff  outside  the  peritoneum. 
Tunnel  infections  lead  to  recurrent  bouts  of  acute 
peritonitis  and  usually  require  removal  or  reposi- 
tioning of  the  peritoneal  dialysis  catheter  in  addition 
to  antibiotic  therapy.  Exit  site  infections  have  been 


successfully  treated  with  antibiotics,  local  applica- 
tion of  iodine  preparations,  antibacterial  ointments 
and  peroxide  cleaning. 

Surgical  excision  of  infected  tissue  and  shave  ex- 
cision of  the  proximal  Dacron  cuff  if  it  has  extruded 
may  permit  continued  peritoneal  dialysis  without 
removal  of  the  catheter. 

Peritonitis  is  commonly  treated  with  intraperito- 
neal  antibiotics.  During  home  training,  the  patient 
on  CAPD  is  taught  how  to  add  medications,  in- 
cluding antibiotics,  to  the  dialysate.  The  physician 
may  employ  a loading  dose  of  an  antibiotic  intra- 
venously or  intraperitoneally,  and  the  patient  then 
is  instructed  to  add  a maintenance  dose  of  the  an- 
tibiotic to  each  exchange  for  a course  of  treatment 
usually  lasting  ten  days.  Frequently  used  antibiotics 
are  listed  in  Table  1.  During  the  first  few  days  of 
treatment  for  peritonitis,  heparin  may  be  added  to 
each  exchange  to  prevent  blockage  of  the  dialysis 
catheter.  Heparin  is  compatible  with  antibiotics  in 
the  dialysate.  Most  cases  of  peritonitis  can  be  man- 
aged on  an  outpatient  basis  unless  there  are  signs 
suggesting  systemic  disease  such  as  bacterial  sepsis. 
Once  antibiotic  therapy  is  started,  the  dialysate  tur- 
bidity rapidly  clears,  and  definite  improvement 
should  be  seen  within  24  hours.  If  the  infection  does 
not  clear  rapidly  with  antibiotic  therapy,  a compli- 
cation such  as  tunnel  infection  should  be  suspected 
and  consideration  given  to  removal  of  the  catheter. 
Another  cause  for  the  infection’s  failure  to  resolve 
is  resistance  of  bacteria  to  the  chosen  antibiotic. 
Antibiotic  sensitivity  testing  should  be  performed 
with  the  initial  culture  of  the  dialysate  and  will  guide 
subsequent  therapy.  For  example,  initial  therapy  with 
a cephalosporin  may  dictate  a change  to  vancomycin 
when  sensitivity  results  return  in  a case  of  staphy- 
lococcal peritonitis. 

It  is  unwise  to  extend  antibiotic  therapy  for  more 
than  two  weeks  because  of  the  danger  of  superin- 
fection from  antibiotic-resistant  bacteria  and  fungi. 
In  cases  of  recalcitrant  peritonitis,  it  is  safer  to  re- 
move the  catheter,  clear  the  infection,  and  then  re- 


TABLE  1 

ANTIBIOTICS  COMMONLY  USED  IN  CAPD 

Loading  Dose 

Maintenance 

Antibiotic 

Peritoneal 
(per  2L  bag) 

(IV) 

Dose 

(per  2L  bag) 

Cefazolin 

I gm 

1 gm 

250  mg 

Vancomycin 

— 

1 gm 

50  mg 

Tobramycin 

2 mg/kg 
body  weight 

2 mg/kg 
body  weight 

10  mg 

Ticarcillin 

2 gm 

2 gm 

200  mg 
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place  the  catheter  in  two  to  four  weeks.  Infection 
with  Pseudomonas  species  and  Candida  is  very  dif- 
ficult to  treat  and  usually  requires  removal  of  the 
dialysis  catheter.  Treatment  with  antifungal  drugs 
is  unsuccessful,  but  successful  treatment  of  Pseu- 
domonas peritonitis  has  been  described  with  a com- 
bination of  aminoglycosides  and  a fourth-generation 
penicillin.  These  antibiotics  are  compatible  in  the 
dialysate  fluid,  but  should  not  be  mixed  in  the  same 
syringe  for  injection  into  the  bag.  If  peritoneal  in- 
fection necessitates  removal  of  the  dialysis  catheter, 
the  patient  will  require  treatment  with  hemodialysis. 
It  is  important  for  the  family  physician  to  be  aware 
of  the  potential  need  for  vascular  access  to  hemo- 
dialysis, and  if  an  arterial  venous  fistula  is  present, 
it  should  be  protected  by  avoiding  venopunctures 
in  the  fistula  arm  and  blood  pressure  monitoring, 
which  has  the  potential  to  thrombose  the  fistula. 

Complications  of  Solute  Concentration 

Commercial  preparations  of  peritoneal  dialysate 
contain  electrolytes  in  concentration  similar  to  those 
of  the  serum.  Acetate  is  present  as  the  buffer  anion 
to  treat  metabolic  acidosis  associated  with  chronic 
renal  disease.  Potassium  is  omitted  from  commer- 
cial solutions,  and  rarely  will  it  be  required  as  a 
supplement  for  the  patient  with  renal  disease.  Some 
patients,  however,  particularly  if  they  are  on  digi- 
talis preparations,  may  require  supplemental  oral 
potassium  because  their  protein  intake  is  low.  The 
calcium  concentration  in  commercial  solutions  is 
3.5  meq/1,  which  is  higher  than  the  ionized  serum 
calcium  concentration,  and  as  a result,  calcium  is 
dialyzed  into  the  patient.  Since  most  patients  with 
chronic  renal  failure  are  hypocalcemic,  this  is  a 
desirable  effect  to  help  correct  renal  osteodystrophy. 
If  the  serum  phosphorus  is  high,  however,  a high 
calcium  phosphorus  ion  product  may  occur  and  re- 
sult in  metastatic  calcification.  Phosphorus  is  poorly 
dialyzed,  and  aluminum  hydroxide  gels  may  be  re- 
quired to  bind  phosphorus  in  the  gut  and  lower  the 
serum  phosphorus.  To  minimize  the  danger  of  alu- 
minum toxicity,  it  is  best  initially  to  try  to  restrict 
dietary  phosphorus  to  a level  of  800  mg  per  day  or 
less,  and  then  add  aluminum  hydroxide  supplements 
as  needed  to  normalize  the  serum  phosphorus. 

Patients  can  lose  20  gm  of  protein  daily  on  CAPD. 
Dietary  protein  intake  should  be  at  least  1 . 2 gm/kg/ 
day  to  counteract  this  loss.  High  biologic  value  pro- 
tein ingestion  reduces  the  generation  of  urea  in  the 
patient  with  renal  disease. 

Complications  of  Volume 

Glucose  is  used  in  the  dialysate  to  establish  an  os- 


motic gradient  that  will  remove  fluid  from  the  pa- 
tient. Glucose  concentrations  of  1.5%,  2.5%  and 
4.25%  gm/dl  are  commonly  used  by  the  patient  on 
CAPD.  The  1.5%  glucose  concentration  removes 
100-200  ml  of  fluid  per  exchange,  and  the  4.25% 
concentration  removes  700-1,000  ml  of  fluid  per 
exchange.  To  effect  the  maximum  removal  of  fluid, 
solutions  of  increasing  tonicity  can  be  employed; 
however,  there  is  a danger  of  hyperglycemia,  par- 
ticularly in  diabetics,  and  precipitation  of  hyperos- 
molar coma.  Glucose  present  in  peritoneal  dialysate 
solutions  may  also  aggravate  the  tendency  to  hy- 
perlipidemia in  the  patient  with  chronic  renal  fail- 
ure. 

The  CAPD  patient  will  usually  know  his  best 
body  weight  based  on  his  past  experience  in  dialysis 
and  will  adjust  the  tonicity  of  the  dialysate  to  main- 
tain this  weight.  If  hypertension  is  present,  it  is 
prudent  to  treat  with  antihypertensive  medications, 
rather  than  dehydrate  the  patient  with  hypertonic 
dialysate  exchanges.  Dehydration  predisposes  to 
postural  hypotension  and  syncope. 

Pleural  effusion  is  an  uncommon  complication  of 
CAPD  and  arises  from  the  transdiaphragmatic  pas- 
sage of  dialysate.  The  chronic  instillation  of  peri- 
toneal dialysate  may  also  uncover  previous  abdom- 
inal or  inguinal  hernias,  which  occasionally  require 
surgical  correction  to  permit  continuation  of  di- 
alysis. 

Summary 

CAPD  has  emerged  as  an  acceptable  and  popular 
therapy  for  the  treatment  of  patients  with  end-stage 
renal  disease.  Its  use  is  increasing  in  Kansas.  Fa- 
miliarity with  the  technique  will  benefit  the  family 
physician  who  routinely  manages  concomitant  ill- 
ness in  this  patient  population.  Although  the  tech- 
nique of  CAPD  is  relatively  simple  in  theory  and 
practice,  success  with  this  form  of  therapy  depends 
on  strict  adherence  to  details  of  performance  and 
the  knowledge  of  potential  complications.  The  fam- 
ily physician  can  help  his  patient  on  CAPD  in  the 
management  of  the  technique,  and  he  will  be  able 
to  treat  concomitant  illness  in  the  context  of  the 
need  for  ongoing  chronic  peritoneal  dialysis. 
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New  Developments  and  Therapeutic 
Applications  in  Gastrointestinal  Endoscopy 

M.  ASGHAR  CHAUDHARY,  M.D.,*  Overland  Park 


In  the  past  few  years,  several  new  techniques  and 
applications  have  been  introduced  which  have  made 
a significant  impact  on  the  enlarging  field  of  ther- 
apeutic endoscopy.  I will  briefly  review  these  out- 
standing accomplishments. 

Sclerotherapy  for  Esophageal  Varices 

Endoscopic  sclerotherapy  for  esophageal  varices  was 
first  performed  20  to  25  years  ago  using  a rigid 
endoscope.  However,  portal-caval  shunting  became 
the  preferred  method  of  preventing  hemorrhages 
from  bleeding  varices.  Unfortunately,  the  follow- 
up and  survival  following  shunting  were  not  en- 
couraging. In  1979,  Crafoord  and  Freckner  per- 
formed the  first  sclerotherapy  for  esophageal  varices 
with  a flexible  endoscope,  but  this  was  not  widely 
accepted.  In  recent  years,  reliance  on  the  surgical 
approach  has  waned  because  of  the  mortality  with 
high-risk  patients. 

In  sclerotherapy,  most  endoscopists  use  intrave- 
nous sedation,  fiberoptic  endoscopes  and  retractable 
needle  injectors.  The  sclerosing  solutions  used  are 
usually  1.5%  sodium  tetradecyl  sulphate  (Sotrade- 
col)  or  5%  sodium  morrhuate,  with  or  without  added 
glucose  or  thrombin.  Injections  are  made  into  the 
varices,  beginning  at  the  cardioesophageal  junction 
and  working  upward,  as  most  bleeding  occurs  in 
this  area.  The  total  volume  of  the  sclerosant  used 
at  one  treatment  varies  between  lOcc  and  20cc.  Usu- 
ally, injections  are  given  2cc  into  the  lumen  of  the 
varix,  and  bleeding  is  controlled  with  tamponade 
by  the  endoscope.  The  procedure  is  repeated  in  3 
to  5 days  and  then  at  intervals  of  two  weeks  until 
obliteration  of  all  varices  has  occurred.  Following 
the  first  two  injection  sessions,  if  the  patients  are 
stable,  outpatient  sclerotherapy  for  esophageal  var- 
ices can  be  carried  out  safely  to  minimize  cost.  The 
complications  of  sclerotherapy  include:  esophageal 
ulcerations,  which  are  mostly  superficial  (although 
some  are  deep  and  long  and  require  several  weeks 
to  heal);  perforation,  which  may  occur  in  2 to  4% 
of  the  patients;  chest  pain,  which  occurs  in  most 
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patients;  and  often  fever  and  pleural  effusions. 
Esophageal  stricture  occurs  frequently  and  can  be 
dilated  fairly  easily.  Mortality,  which  is  about  1%, 
is  mostly  secondary  to  esophageal  perforation  and 
uncontrolled  bleeding. 

Endoscopic  sclerotherapy  has  been  effective  in 
controlling  acute  variceal  hemorrhages  in  about  91% 
of  patients.  Clark  has  shown  that  sclerotherapy  has 
reduced  rebleeding  in  about  50%.  Blood  transfusion 
requirements  have  also  been  reduced  from  25.5  units 
to  7.3  units.  The  procedure  can  be  repeated  several 
times  without  increasing  morbidity.  It  is  a safe,  cost- 
effective  method  of  treating  a costly,  recurrent  and 
debilitating  complication  of  liver  disease.  Deter- 
mining whether  endoscopic  sclerotherapy  will  prove 
to  be  an  alternative  to  shunt  surgery  will  require 
prospective  control  studies.  There  are  hazards  with 
prolonged  balloon  compression  and  high  mortality 
associated  with  emergency  shunt  surgery. 

Esophageal  Prosthesis 

Carcinoma  of  the  esophagus  is  a grave  disease  with 
a low  survival  rate.  Death  is  caused  either  by  com- 
plications of  the  disease  or  by  therapy.  The  patient 
usually  dies  because  of  nutritional  deficiency  or  be- 
cause of  starvation  due  to  obstruction  of  the  esoph- 
agus. In  the  past,  a nasogastric  tube  or  gastrostomy 
was  employed  to  provide  nutrients,  but  this  treat- 
ment denied  the  patient  masticatory  satisfaction.  Re- 
cently, more  aggressive  palliative  measures  have 
been  employed  to  allow  oral  feeding  and  mainte- 
nance of  adequate  nutrition  and  body  weight.  Boyce 
and  others  have  successfully  inserted  polyvinyl 
prostheses  with  excellent  results.  Key  Med  has  pro- 
duced a commercial  kit,  providing  a prosthesis,  in- 
troducer, pusher,  and  bougie  which  progresses  to 
#58  French,  providing  adequate  dilatation.  Celestin 
tube  has  been  modified  for  dilatation  and  for  oral 
placement.  Dilatation  of  the  malignant  stricture  and 
placement  of  a prosthesis  are  associated  with  com- 
plications (mostly  minor);  however,  the  quality  of 
life  and  survival  are  vastly  improved.  The  prosthesis 
is  atraumatic,  generally  requiring  little  attention  after 
placement.  Placement  of  a prosthesis  in  patients 
with  tracheoesophageal  fistula  has  been  shown  to 
be  the  only  effective  method  of  occluding  the  fistula 
and  improving  survival. 
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Endoscopic  Balloons 

Endoscopic  balloons  are  available  through  Medi- 
Tech,  Inc.  These  can  be  used  to  begin  dilatation  of 
the  esophageal  stricture  when  the  stricture  is  too 
small  to  allow  the  introduction  of  guidewires  or 
metal  bougies.  These  balloons  are  introduced  through 
strictures,  either  alone  or  over  the  guidewires.  Bal- 
loons are  of  various  lengths,  are  distensible  from 
6mm  to  20mm,  and  permit  initial  dilatation  of  stric- 
tures. After  the  dilatation  has  progressed  to  permit 
bougies,  standard  dilators  may  be  used. 

Endoscopic  Feeding  Gastrostomy 

A recent  advance  in  restoring  compromised  nutri- 
tion of  the  patient  with  dysphagia  or  swallowing 
disorders  is  the  endoscopic  placement  of  a feeding 
gastrostomy  tube.  The  endoscope  is  placed  into  the 
stomach,  which  has  been  distended  by  air.  Then  the 
anterior  wall  is  transilluminated,  permitting  guid- 
ance for  injection  of  local  anesthesia  into  the  ab- 
dominal wall  and  a small  skin  incision.  Through 
this  incision,  suture  material  is  introduced  through 
a needle  and  is  grasped  by  biopsy  forceps  from  the 
endoscope  lying  in  the  stomach.  When  the  suture 
material  is  grasped,  the  endoscope,  forceps  and  su- 
ture material  are  withdrawn  through  the  patient’s 
mouth,  creating  a continuous  strand  of  suture  ex- 
tending from  the  abdominal  wall  to  the  mouth.  A 
mushroom  catheter  fitted  with  a crossbar  of  latex 
tubing  is  attached  to  the  suture  material.  This  tubing 
is  then  passed  into  the  oropharynx  and  pulled  through 
the  esophagus  into  the  stomach,  and  the  leading  end 
of  the  tubing  is  pulled  through  the  abdominal  wall 
incision,  anchoring  the  mushroom  catheter  and  the 
crossbar  against  the  stomach  wall.  A permanent  fis- 
tulous tract  is  eventually  formed  by  the  tube,  which 
can  be  used  immediately  for  feeding.  This  technique 
has  proved  to  be  safe  and  is  a fine  example  of 
therapeutic  endoscopic  applications. 

Large  Particle  Biopsies 

Obtaining  adequate  biopsy  material  from  the  stom- 
ach in  certain  infiltrative  diseases,  such  as  Mene- 
trier’s  disease,  lymphoma  and  superficial  spreading 
carcinoma,  has  presented  a problem  of  insufficient 
depth  and  penetration  when  using  standard  biopsy 
forceps.  When  submucosal  biopsies  are  essential,  a 
polypectomy  snare  can  be  employed  with  this  tech- 
nique. The  snare  is  opened  and  laid  against  the 
mucosal  folds,  which  creates  a polypoid  fold  and 
pseudostalk  that  can  be  entrapped  in  the  snare  as  it 
is  closed.  Cautery  is  applied  and  a large  particle 
obtained,  providing  adequate  tissue.  The  stomach 
is  thicker  than  the  other  GI  tract  organs,  and  per- 
foration is  most  unlikely. 


Coagulation  Techniques 

The  controversy  surrounding  methods  of  coagula- 
tion for  gastrointestinal  bleeding  is  far  from  being 
resolved.  Those  who  support  electrocoagulation  dif- 
fer in  their  approach  to  the  bleeding,  as  do  those 
involved  in  laser  photocoagulation  therapy. 

Electrocoagulation.  The  most  direct  way  to  con- 
trol a bleeding  vessel  is  to  pass  a metal-tipped  cath- 
eter wired  to  a power  unit  through  the  biopsy  chan- 
nel of  the  endoscope,  and  apply  a coagulation  current 
with  a one-  to  three-second  application.  There  are 
four  different  types  of  probes  for  electrocoagulation. 
They  are;  monopolar,  bipolar,  multipolar,  and  elec- 
trohydrothermal. 

The  monopolar  probe  is  readily  available.  Current 
flows  from  the  small  probe  touching  tissue  and  passes 
through  body  tissue  to  a large  plate.  In  bipolar  elec- 
trocoagulation, current  flows  between  two  small 
electrodes,  both  in  contact  with  tissue,  spaced  about 
2 mm  apart.  Most  investigators  have  found  mono- 
polar  electrocoagulation  more  effective  in  stopping 
bleeding;  however,  it  produces  deeper  tissue  injury 
than  bipolar  electrocoagulation.  The  bipolar  probe 
system  requires  only  low  voltage.  The  current  flows 
between  the  positive  and  negative  electrodes  at  the 
tip,  so  no  ground  is  needed  for  the  patient. 

Two  recent  developments  are  the  electrohydro- 
thermal  probe  and  the  multipolar  probe,  which  may 
well  increase  the  effectiveness  of  electrocautery  in 
dealing  with  GI  bleeding  by  reducing  the  risk  of 
full-thickness  tissue  injury.  Of  all  these  techniques, 
however,  only  the  monopolar  method  has  received 
thorough  clinical  study.  In  those  trials,  hemostasis 
occurred  in  70%  to  100%  of  active  bleeding  lesions. 

Laser  Photocoagulation.  Two  laser  techniques, 
argon  and  YAG,  are  also  being  explored  in  attempts 
to  control  GI  bleeding.  Both  of  these  are  adaptable 
to  endoscopy,  and  both  are  capable  of  stopping  ac- 
tive upper  GI  bleeding. 

There  are  some  100  endoscopic  units  in  Europe 
and  more  than  100  units  in  the  United  States  using 
laser  radiation  for  control  of  upper  GI  bleeding.  The 
present  cost  of  a laser  system  is  in  the  range  of 
$750,000,  but  no  cost  benefits  will  be  realized  or 
appreciated  unless  laser  therapy  can  be  proved  to 
reduce  transfusion  requirements.  Laser  photocoag- 
ulation has  a role  in  the  management  of  vascular 
mucosal  lesions  in  any  part  of  the  digestive  system 
reached  by  an  endoscope,  but  this  therapy  is  still  in 
its  infancy. 

Biliary  Tract  and  Pancreas 

Endoscopic  Sphincterotomy.  Endoscopic  retrograde 
cholangiopancreatography  (ERCP)  has  created  a 
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dramatic  change  in  the  diagnostic  approach  to  bil- 
iary tract  and  pancreatic  disease.  In  1973,  ERCP 
had  become  the  established  procedure.  The  first 
sphincterotomy  was  performed  in  1973.  During  the 
past  eight  or  nine  years,  more  than  20,000  papil- 
lotomies were  performed  in  Europe  and  several 
thousand  in  the  United  States.  Endoscopic  papil- 
lotomy has  proved  to  be  a good  alternative  to  sur- 
gery for  most  patients  with  bile  duct  stones.  It  should 
be  done  as  a primary  procedure  whenever  possible. 
In  elderly  patients  with  retained  bile  duct  stones, 
there  is  a mortality  of  about  1%,  and  serious  com- 
plications such  as  pancreatitis,  hemorrhages,  cho- 
langitis, and  mild  diarrhea  are  about  7%  to  8%,  an 
improvement  over  complications  anticipated  from 
common  bile  explorations.  Other  patients  who  have 
benefited  from  endoscopic  sphincterotomy  are  those 
with  stenosis  or  neoplastic  obstruction  of  the  pa- 
pilla. The  success  rate  of  stone  removal  now  stands 
near  92%.  The  major  contraindication  to  the  pro- 
cedure is  clotting  disorder. 

The  development  of  a new  device  for  electro- 
hydraulic  lithotripsy,  for  dealing  with  large  stones, 
was  much  appreciated.  Perhaps  this  will  prove  the 
most  effective  method  for  treating  large  stones  which 
are  not  extractable. 

A patient  with  a stone  larger  than  2.5  cm  still 
may  undergo  endoscopic  papillotomy  by  having  a 
nasobiliary  tube  or  transpapillary  catheter  intro- 
duced above  a large  stone  in  the  common  bile  duct 
and  then  perfused  with  solvents  (glycerol  mono-1- 
octanate  alternating  with  bile  acid-EDTA),  which 
may  dissolve  cholesterol  and  bilirubinate  stones. 
Alternating  treatment  with  glycerol  mono-l-octan- 
ate  preparation  for  cholesterol  and  bile  acid-EDTA 
solution  can  dissolve  bilirubinate  stone.  Thanks 
to  the  refinement  of  endoscopic  papillotomy, 
in  most  cases  even  the  feared  Dormia  basket 
infection  is  no  longer  an  indication  for  an  emergency 
operation. 

Nasobiliary  Drains.  These  are  used  for  the  de- 
compression of  the  bile  duct  for  malignant  or  benign 
obstruction  and  also  for  dissolving  a stone.  Naso- 
biliary drains  are  passed  over  the  wire  into  the  duct 
above  the  obstruction.  The  guide  wire  is  then  with- 
drawn and  the  endoscope  removed  over  the  catheter 
by  maintaining  its  position  in  the  duct.  These  na- 
sobiliary catheters  can  function  by  gravity  drainage 
to  decompress  the  obstructed  bile  duct  and  can  be 
used  to  inject  contrast  material  under  fluoroscopic 
control  to  monitor  actual  decompression. 

Duodenal  Biliary  Drainage.  This  technique  is  the 
same  as  above,  except  for  placing  the  drain  into  the 
duodenum.  With  a guide  wire  in  place  in  the  com- 


mon bile  duct,  a pigtail  catheter  measuring  12  to 
15  cm  is  advanced  over  the  wire  with  the  pusher 
catheter  and  positioned  in  the  duct  with  the  distal 
portion  placed  in  the  duodenum.  The  guidewire  and 
the  pusher  catheter  are  removed.  This  drainage  cath- 
eter provides  internal  drainage  of  bile,  restoring 
physiological  function.  It  can  be  left  in  place  or 
removed  or  replaced,  depending  upon  the  clinical 
situation. 

Complications  related  to  percutaneous  biliary 
drains  are  sepsis,  bleeding,  displacement,  pneu- 
mothorax and  pain.  These  are  not  associated  with 
endoscopic  drains,  which  provide  long-term  pallia- 
tive treatment  in  most  cases. 

Balloon  Dilatation  in  the  Biliary  Tree  and  Pan- 
creas. Medi-Tech,  Inc.  produces  a special  catheter 
for  dilatation  of  biliary  and  pancreatic  strictures  and 
dilatations  of  the  ampulla  of  Vater.  The  technique 
is  performed  similarly  to  the  placement  of  the  drain, 
using  a guidewire  in  the  respective  duct  system  with 
placement  of  the  balloon  across  the  area  for  dila- 
tation. The  product  is  new,  but  the  initial  results 
are  most  encouraging  and  may  promise  an  expanded 
approach  to  the  treatment  of  biliary  tract  disease. 

Percutaneous  Endoscopic  Extraction  of  Retained 
Stone  (PEERS).  This  technique  implies  either  a flexible 
bronchoscope  or  a choledochoscope,  which  is  intro- 
duced through  a T-tube  for  visualization  of  the  bile 
duct  and  extraction  of  the  retained  stone.  Since  little 
fluoroscopy  is  needed,  and  false  positive  and  false  neg- 
ative results  are  virtually  eliminated  by  direct  exami- 
nation of  the  duct,  this  technique  is  recommended  in- 
stead of  the  catheter.  Ffercutaneous  examination  of  the 
bile  duct  is  an  exciting  and  challenging,  yet  safe,  new 
direction  in  the  management  of  a retained  stone  with 
access  through  a T-tube  tract. 

Flexible  Small  Bowel  Endoscope  (Visualization 
of  Inaccessible  Area) 

The  term  small  bowel  endoscope  comprises  three 
types  of  instruments.  The  push  type  is  similar  to 
the  upper  GI  endoscope,  but  longer.  This  type  goes 
as  far  into  the  GI  tract  as  the  ligament  of  Treitz. 
The  tube  type  allows  the  endoscope  easier  access. 
This  instrument  can  be  advanced  to  the  middle  of 
the  ileum.  The  pull-string  type  can  pass  through  the 
entire  GI  tract.  The  pull-string  endoscope  requires 
the  patient  to  swallow  a cord  which  passes  through 
the  GI  tract  in  approximately  8 hours.  The  endo- 
scope is  attached  to  the  cord  and  pulled  retrograde 
as  far  as  the  stomach  by  the  string  extending  from 
the  patient’s  mouth.  The  pull-string  endoscope  al- 
lows visualization  of  50  cm  proximal  to  the  ileocecal 

(Continued  on  page  26.) 
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Primary  Extraovarian  Dysgerminoma 


DOUGLAS  V.  HORBELT,  M.D.;  JAMES  E.  DELMORE,  M.D.;  NANCY  J.  SALISBURY,  M.D.; 
AND  DANIEL  K.  ROBERTS,  M.D.,  Ph.D.,*  Wichita 


Abstract 

Primary  extraovarian  locations  for  germ  cell  tumors 
are  rare.  Conservation  of  reproductive  function 
without  compromising  treatment  efficacy  is  possi- 
ble. Proper  management  of  these  cases  calls  for  an 
increased  clinical  awareness,  accurate  diagnosis,  and 
appropriate  application  of  cytotoxic  therapy. 

Introduction 

Primary  extragonadal  germ  cell  tumors  are  rare,  but 
treatable,  lesions.  Migration  of  the  germ  cells  dur- 
ing development  makes  many  sites  for  primary  tu- 
mors possible.  This  case  exhibits  the  diagnosis  and 
treatment  of  an  extraovarian  dysgerminoma. 

Case  Report 

P.H.  was  a 17-year-old  nulliparous  female  who  pre- 
sented with  a progressively  worsening  pressure  and 
pain  in  the  left  upper  lateral  aspect  of  the  thigh.  She 
had  a left  lower  quadrant  mass  which  was  tender  to 
palpation.  A computerized  tomogram  of  the  abdo- 
men and  pelvis  found  an  8 x 10  cm.  homogeneous 
solid  mass  in  the  left  pelvis  encasing  the  external 
iliac  and  common  iliac  vessels  on  the  left,  and  in- 
volving the  psoas  muscle. 

Exploratory  laparotomy  revealed  a flesh-colored 
mass  which,  by  frozen  section,  was  interpreted  as 
a lymphoma.  The  final  diagnosis  was  extraovarian 
dysgerminoma  (Figure  1). 

Tumor  markers  including  alphafetoprotein,  hu- 
man chorionic  gonadotrophin,  and  carcinoem- 
bryonic  antigen  were  all  negative.  The  patient  was 
placed  on  a multiagent  chemotherapy  regimen  which 
included  intravenous  Cis-Platinum,  100  mg/M^  on 
the  first  day;  Vinblastine,  0.2  mg/kg  total  dose  di- 
vided into  4 equal  doses,  each  12  hours  apart  over 
the  first  2 days;  and  Bleomycin,  8 mg/M^/day  by 
continuous  intravenous  infusion  over  days  1 through 
5.  A total  of  5 courses  of  chemotherapy  were  ad- 
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Figure  7.  Representative  section  (20  x , H&E)  showing 
tumor  aggregate  with  lymphocytic  infiltrate  and  connec- 
tive tissue  trabeculae. 


ministered.  Sonography  detected  a 70%  decrease  in 
tumor  size  prior  to  the  second  course  of  chemo- 
therapy and  no  detectable  tumor  prior  to  the  third 
course.  Our  intent  was  to  deliver  3 courses  of  ther- 
apy after  the  first  negative  exam.  After  a negative 
computerized  tomographic  exam,  a second  laparot- 
omy was  performed.  Biopsies  of  the  original  tumor 
site  showed  only  fibrosis  and  scarring.  Evaluation 
of  both  gonads  was  negative  for  both  primary  and 
metastatic  disease.  Wedge  sections  of  the  ovaries 
were  not  performed. 

The  patient  has  now  been  clinically  free  of  disease 
for  18  months.  Computerized  tomograms  of  the  pel- 
vis and  abdomen  at  6 and  12  months  from  comple- 
tion of  therapy  were  both  negative.  Regular  men- 
strual function  occurred  during  therapy  and  has 
continued  to  date. 

Discussion 

The  application  of  combination  chemotherapy  in  the 
management  of  both  female  and  male  germ  cell 
tumors  has  produced  dramatic  results.  Investigators 
at  Vanderbilt  University  have  recently  described  a 
syndrome  of  “unrecognized”  germ  cell  tumors.’ 
These  tumors  are  usually  interpreted  as  poorly  dif- 
ferentiated tumors  or  anaplastic  lesions.  This  is  es- 
pecially true  if  the  location  of  the  lesion  does  not 
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include  germ  cell  tumors  in  the  differential  diag- 
nosis. 

This  case  reports  a primary  extragonadal  retro- 
peritoneal dysgerminoma  in  the  presence  of  normal 
gonads  and  reproductive  structures.  Extragonadal 
germ  cell  tumors,  especially  seminomas,  are  fre- 
quent in  the  urologic  literature,  but  the  female  coun- 
terpart, dysgerminoma,  is  very  rare.  We  adminis- 
tered 3 courses  of  therapy  after  achieving  a complete 
response.  Menstrual  flow  was  unchanged  in  dura- 
tion and  frequency  during  and  after  the  therapy . The 
reproductive  potential  of  this  patient  has  yet  to  be 
evaluated,  but  the  continuation  of  regular  menses 
and  lack  of  hormone  withdrawal  symptomatology 
are  very  encouraging.^ 

The  diagnosis  of  poorly  differentiated  carcinoma 
or  anaplastic  tumors  of  unknown  primary  should 
include  the  possibility  of  a germ  cell  tumor  in  the 
differential  diagnosis.  The  index  of  suspicion  should 
be  increased  in  these  cases,  even  if  the  gonads  are 
normal.  The  infrequency  of  extragonadal  dysger- 
minoma contrasted  to  the  prevalence  of  extrago- 
nadal seminoma  suggests  that  a proportion  of  the 
female  lesions  is  perhaps  being  overlooked.  Only 
the  most  conservative  surgical  procedures  should  be 
considered,  unless  there  is  extensive  involvement 
of  the  reproductive  organs,  until  a final  diagnosis 
is  firmly  established.  Lastly,  the  appropriate  and 
aggressive  application  of  multiagent  chemotherapy 
can  offer  these  young  patients  a significant  chance 
of  cure  and  may  preserve  their  reproductive  func- 
tion. 
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Heartland  HMO 


ELEANOR  H.  BELL,  Topeka* 

From  center-city  revamped  tire  store  to  modem 
suburban  office  building  — Health  Care  Plus  has 
made  an  impressive  journey  in  just  five  years.  The 
fledgling  HMO  grew  up  fast,  and  having  hitched 
its  wagon  to  an  innovative  star,  has  emerged  as  a 
component  of  a bold  response  to  a contemporary 
dilemma. 

Health  maintenance  organizations  (HMOs)  have 
been  around  for  a long  time.  Kaiser  Permanente, 
which  developed  in  California  in  the  1930s  among 
the  constmction  workers  building  the  Grand  Coulee 
Dam,  established  the  prototype  for  prepaid  health 
care  in  America.  Health  Care  Plus  was  carefully 
conceived  and  skillfully  implemented,  and  it  entered 
the  arena  at  a time  when  the  HMO  concept  was  seen 
as  the  “new”  cure  for  the  affliction  of  rising  health 
care  costs.  Its  benefit  package  was  first  available 
as  a health  care  option  for  State  of  Kansas  employ- 
ees in  1982.  It  took  off  running  and  grew  into  one 
of  the  most  successful  HMOs  in  Kansas. 

In  July  1985,  Hospital  Corporation  of  America 
(HCA),  the  world’s  largest  health  care  company, 
purchased  Wesley  Medical  Center  in  Wichita. 
Shortly  thereafter,  they  also  purchased  Health  Care 
Plus. 

Subsequently,  Blue  Cross  and  Blue  Shield  of 
Kansas  announced  its  intention  to  terminate  its  con- 
tract with  HCA  Wesley,  effective  December  31, 
1985.  This  would  have  meant  that  Blue  Cross/Blue 
Shield  payments  would  no  longer  be  made  directly 
to  Wesley;  Blue  Cross/Blue  Shield  subscribers  who 
were  treated  at  Wesley  would  have  had  their  insur- 
ance benefits  sent  to  them,  and  they  would  have 
been  responsible  for  payment  to  the  hospital. 

William  H.  Pitsenberger,  General  Counsel  for  the 
Blues,  says  this  announcement  was  motivated  by 
actions  of  HCA  that  included  not  only  the  purchases 
of  Wesley  and  Health  Care  Plus,  but  also  “intran- 
sigence in  negotiations  with  BC/BS  regarding  a pre- 
ferred provider  product,  and  statements  by  [HCAl 
chairman,  Thomas  Frist,  Jr.,  that  HCA  intended  to 
be  one  of  the  two  or  three  dominant,  fully  integrated 
providers  of  health  care  services  within  the  next  six 
years.” 

HCA  filed  an  antitrust  suit  against  Blue  Cross/ 
Blue  Shield,  and  the  Blues  then  filed  a counterclaim 
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alleging  that  “as  a result  of  an  agreement  among 
primary  care  physicians  under  contract  with  Health 
Care  Plus  . . . primary  care  physicians  in  key  med- 
ical groups  in  Wichita  boycotted  HMO  Kansas  [the 
BC/BS  HMO]  and  drove  it  out  of  the  Wichita  market 
by  August  1984.”  BC/BS  subsequently  decided  that, 
to  avoid  confusion  for  subscribers,  it  would  con- 
tinue its  contract  with  Wesley,  pending  resolution 
of  the  legal  issues. 

The  following  spring,  HCA  executed  an  agree- 
ment with  Equitable  that  had  the  effect  of  removing 
HCA  from  direct  operation  of  Health  Care  Plus. 
Equitable’s  indemnity  services  and  HCA’s  managed 
care  services  — including  Health  Care  Plus  — were 
integrated  to  form  Equicor.  HCA’s  role  became  that 
of  holder  of  50  percent  of  Equicor  stock. 

In  September  1986,  a federal  court  jury  awarded 
damages  of  $5.4  million  to  Wesley  and  HCA.  U.S. 
District  Judge  Patrick  Kelly  upheld  the  jury  verdict 
and  entered  a summary  judgment  dismissing  the 
BC/BS  counterclaim.  He  also  assessed  the  Blues  an 
additional  $2.2  million  for  attorneys’  fees  and  ex- 
penses incurred  to  the  date  of  the  verdict,  with  sub- 
sequent fees  and  expenses  to  be  determined  and 
assessed  at  a later  date. 

On  June  1,  1987,  Blue  Cross/Blue  Shield  and 
HMO  Kansas  filed  a notice  of  appeal  to  the  10th 
Circuit  Court  of  Appeals  on  both  the  verdict  and 
the  summary  judgment  ruling  on  the  counterclaim, 
and  it  will  be  some  time  before  the  issues  are  re- 
solved. 

Meanwhile,  HCA  — confronted  with  takeover 
rumors  and  a decline  in  profits  — announced  on 
May  31  that  it  had  agreed  to  sell  104  of  its  acute- 
care  hospitals  to  its  senior  managers  and  employees 
for  $1.8  billion  in  cash,  plus  preferred  stock  and 
warrants.  Terms  of  the  agreement  allowed  HCA  to 
remain  a minority  stockholder  in  the  new  company. 
HCA  Wesley  is  among  some  75  acute-care  facilities 
retained  by  HCA,  and  its  operation  has  not  changed 
as  a result  of  the  restructuring. 

Against  this  backdrop  of  legal  and  corporate  ma- 
neuvering, Equicor  has  emerged  as  an  autonomous 
company  with  the  capacity  to  offer  an  employer  a 
full  range  of  employee  benefits.  The  organization 
brings  together  the  large  financial-services  clients 
from  Equitable  and  the  smaller  health-care-services 
client  companies  that  had  originally  contracted  for 
managed  care.  By  mid- 1987,  Health  Care  Plus,  as 
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an  Equicor  component,  had  pledged  to  provide  health 
care  services  to  more  than  85,000  Kansans  through 
employee  benefit  contracts. 

Robert  A.  Vohs,  Vice  President  of  Equicor,  ex- 
plained; “The  ability  to  offer  a full  range  of  em- 
ployee benefits  to  an  employer  is  going  to  be  a 
significant  marketing  tool.  We  can  go  to  an  em- 
ployer and  provide  normal  indemnity  coverage:  a 
PPO,  an  HMO,  long-term  disability,  a pension  plan, 
life  insurance.  A full  range  of  financial  products  can 
be  packaged  so  that  the  employer  can  deal  with  just 
one  company  instead  of  several.  That,”  says  Vohs, 
“is  what  Equicor  is  all  about.” 

Equicor’ s management  feels  that  this  expanded 
capability  is  also  in  the  best  interests  of  the  provider 
component  of  their  health  care  delivery  operation. 
Because  of  the  potential  for  significantly  increased 
market  penetration  — possibly  90-100  percent  of 
a company,  predicts  Vohs  — “It’s  going  to  bring 
more  patient  business  to  a physician  or  a hospital. 
Both  in  dealing  with  the  employer  and  in  dealing 
with  the  provider,  it’s  an  exciting  concept.” 

Vohs  contends  that  if,  as  appears  likely,  the  pay- 
ment to  providers  is  to  be  determined  by  those  who 
pay  for  it  {i.e.,  employers)  “then  we  need  com- 
panies, as  a public  policy  issue,  that  are  sensitive 
to  the  quality  and  professional/ethical  issues  that 
confront  physicians  on  a day-to-day  basis  as  they 
treat  patients. 

“Despite  the  fact  that  dollars  may  flow  a bit  dif- 
ferently than  in  the  past,”  continues  Vohs,  “those 
bottom-line  eonsiderations  — professional,  ethical, 
quality-of-care  considerations  — must  be  made  as 
constant  as  possible  so  that  physicians  can  deliver 
the  type  of  care  that  patients  require.” 

Equicor  is  regionally  administered.  The  five  re- 
gions are  headquartered  in  Los  Angeles,  Chicago, 
Pittsburgh,  New  York  and  Nashville.  Kansas  is  part 
of  the  midwest  region,  with  headquarters  in  Chi- 
cago. In  Wichita,  offices  are  housed  in  a striking 
new  office  building  at  29th  and  North  Rock  Road. 
The  Wichita  office  administers  managed-care  sup- 
port services  for  the  midwest  region,  as  well  as  for 
Texas,  Arkansas  and  Oklahoma.  By  the  spring  of 
1987,  services  were  available  in  the  Kansas  com- 
munities of  Wichita,  Salina,  Hutchinson,  Great 
Bend,  Emporia,  Manhattan,  Lawrence,  Topeka  and 
Kansas  City.  In  addition  to  the  employee-benefits 
contracts.  Health  Care  Plus  also  offered  a Medicare 
supplemental  plan  for  those  over  65. 

Vohs  was  cautiously  optimistic,  but  noted,  “We 
live  in  turbulent  times.  Fee-for-service  is  under  at- 
tack. We  believe  the  way  medicine  will  be  practiced 
in  the  future  will  be  determined  by  employers,  as 
well  as  physicians  and  third-party  payers.” 


His  caution  is  justified.  Recently  the  Health  Care 
Plus  component  of  Equicor,  in  deference  to  finan- 
cial realities,  has  found  it  necessary  to  make  drastic 
cuts.  As  current  contracts  expire,  all  services  are 
being  terminated  in  Lawrence,  Hutchinson,  Man-  li 
hattan  and  Topeka.  In  Wichita  — the  only  Kan-  I 
sas  community  where  a full  range  of  services  1 
is  still  available  — Equicor  Health  Plan  65  dropped 
outpatient  drug  coverage  on  January  1 . ; 

The  innovative  Equicor  concept  is  still  being 
tested.  For  a variety  of  reasons,  health  care  costs 
inevitably  rise  more  rapidly  than  other  costs  of  liv- 
ing. Many  hospitals  are  unwieldy,  overbuilt  and 
inefficient  as  a result  of  federal  programs  of  prior  1 
years;  the  elderly  population  — the  largest  single  ' 
group  of  health-care  consumers  — will  continue  to  i 
increase  for  some  time  to  come;  the  speed  of  tech- 
nological evolution  necessitates  constant  retraining 
of  personnel;  grossly  expensive  equipment  becomes 
obsolete  before  it  can  be  depreciated  out  — and 
who  wants  to  settle  for  the  “bargain”  of  last  year’s 
medical  technology  when  a life  is  on  the  line? 

Equicor  is  committed  to  strong  physician  involve- 
ment at  all  levels.  Before  the  terminations  began, 
454  physicians  served  as  primary  providers  for 
Equicor’ s health  care  delivery  component  in  Kan- 
sas. That  number  now  decreases  each  time  another 
contract  expires.  Nevertheless,  three  Kansas  phy- 
sicians remain  as  full-time  employees:  H.  James 
Menehan,  M.D.,  and  Adrian  E.  Walling,  M.D.,  in 
the  Wichita  office;  and  Richard  R.  Brummett,  M.D., 
Medical  Director  in  the  Kansas  City  office.  Each 
local  area  has  a resident  medical  director  who  works 
with  the  physician  providers  to  keep  things  running 
smoothly. 

“We  have  a wide  range  of  products  that  we  can 
offer  to  the  employer;  we  also  are  strongly  rela- 
tionship-oriented toward  the  hospital  and  the  phy- 
sician,” concludes  Vohs.  “We  think  that  balance 
is  essential  for  the  long  term,  and  we’re  in  it  for 
the  long  term.” 

What  about  that  Tong  term’?  The  prognosis  is 
guarded.  There  has  been  a tendency  in  recent  years 
for  consumers  to  see  HMOs  as  a sort  of  panacea 
for  the  stubborn  health  care  delivery  problems  that 
refuse  to  go  away.  Providers  have  known  all  along 
that  there  are  no  simple  answers.  Equicor’ s response 
to  the  formidable  challenge  of  explosive  health  care 
costs  is  based  on  sound  economic  principles  of  con- 
solidation: the  use  of  a single  administrative  and 
marketing  mechanism  for  several  products;  and  the 
buffering  of  volatile  costs  by  combining  health  care 
benefits  with  more  stable  benefit  options. 

Equicor  has  a great  idea.  Its  practicality  awaits 
the  test  of  time. 
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FAMILY  PRACTITIONER,  BC/BE,  needed  to  join  with 
young  board-certified  physician  in  solo  practice.  The  practice 
is  extremely  busy  and  growing,  and  located  in  a brand-new 
clinic  building.  Lucrative  guaranteed  salary  and  other  incen- 
tives. For  more  information,  contact:  Rex  Kolste,  M.D.,  310 
E.  College  Dr.,  Colby,  KS  67701;  phone  (913)  462-7565. 


LOCUM  TENENS  PHYSICIAN.  Join  a comprehensive  phy- 
sician support  service  with  a major  medical  center  in  south 
central  Montana.  Locum  physicians  provide  primary  care  cov- 
erage (excluding  routine  OB)  for  physicians  in  rural  Montana 
and  Wyoming.  Assignments  vary  in  length.  Reimbursement  for 
expenses,  malpractice,  health  insurance,  CME.  Call  Locum 
Tenens  Coordinator,  1-800-325-1774,  or  send  C.V.  to  1500 
Poly  Drive,  Suite  103,  Billings,  MT  59102. 


EXCELLENT  OPPORTUNITY  for  Dermatologist,  Pedia- 
trician, Oncologist,  Pathologist,  Otorhinolaryngologist,  Psy- 
chiatrist, Endocrinologist,  Orthopedist,  Generali Family  Prac- 
titioner in  Los  Angeles  suburb  to  join  90  member  multi-specialty 
medical  group.  Large  fee-for-service  and  prepaid  practice,  no 
Medi-Cal.  Excellent  compensation  program  based  on  guarantee 
plus  incentive,  profit  sharing  and  pension  plan.  Group  provides 
health,  dental,  life  and  malpractice.  Partnership  in  real  estate 
and  medical  corporation  available.  Send  CV  to  Ron  McDaniel, 
Assistant  Administrator,  Mullikin  Medical  Center,  17821  S. 
Pioneer  Blvd.,  Artesia,  CA  90701. 


EXCELLENT  OPPORTUNITY  for  Board  Certified  General 
Surgeon  to  join  expanding  90  Physician  multi-specialty  medical 
center,  in  Los  Angeles  and  Orange  counties.  An  exceptional 
base  salary  and  incentive  plan.  Benefits  include  malpractice 
insurance,  group  health  and  life  insurance.  Please  send  CV  to 
Box  #1-1287. 


EXCELLENT  OPPORTUNITY  for  Experienced  Neurologist 
to  join  expanding  90  Physician  multi-specialty  medical  center, 
in  Los  Angeles  and  Orange  counties,  with  existing  Neurological 
practice.  An  exceptional  base  salary  and  incentive  plan.  Benefits 
include  malpractice  insurance.  Please  send  CV  to  Box  #2-1287. 


The  luxury  of  beautiful  Persian  or  oriental  rugs  can  be  yours  . . . 


BUY  or  LEASE 

a Persian  or  oriental  rug  for  your  home  or  office. 


We  have  served  the  midwest  for  more  than  18  years. 
We  buy,  trade,  appraise,  repair  and  dean  oriental  rugs. 


1 1 ^er§iaifBazaar' 

Orierital  I^ug  Gallery 

3219  E.  Douglas  • P.O.  Box  20808  • Wichita,  KS  67208 


All  Raisdana 
316-685-1191 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.''  ■3  '^  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr,  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 


53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 


GASTROINTESTINAL  ENDOSCOPY 

{Continued  from  page  19.) 

valve,  a region  inaccessible  to  the  tube  endoscope. 
After  the  string  has  passed,  it  takes  only  about  5 to 
10  minutes  for  the  instrument  to  be  pulled  back  into 
the  stomach.  As  the  endoscope  is  withdrawn,  the 
lower  bowel  can  be  visualized,  and  biopsies  can  be 
taken  from  the  desired  region.  The  region  surround- 
ing the  end  of  the  instrument  is  tented  with  insuf- 
flated air  to  enhance  visualization.  Visualization  and 
biopsy  of  the  formerly  inaccessible  small  bowel  has 
several  important  implications  for  diagnosis  and 
management.  Crohn’s  disease  and  celiac  disease  can 
now  be  detected  at  early  stages,  which  will  help 
direct  the  therapeutic  approach.  Moreover,  other 
small-intestinal  conditions,  such  as  malabsorption 
syndrome,  can  be  investigated  at  an  early  stage. 
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Epilepsy  - A Little- Understood  Disorder 

For  physicians  and  patients,  alike,  Epilepsy  can  be  a puzzling 
disorder.  The  doctor  may  often  hear,  “But,  Doc,  I have 
these  spells...”  Is  it  Epilepsy  or  not?  The  diagnosis  is  not 
always  easy. 

The  Epilepsy  Center  at  St.  Erancis  Regional  Medical  Center 
features  the  Midwest’s  only  comprehensive  center  for  the 
diagnosis,  treatment  and  control  of  Epilepsy.  The  center  has  a 
two  phase  program:  an  outpatient  clinic  backed  by  sophisticated 
inpatient  video  and  telemetry  EEC,  and  an  Epilepsy  team,  lead 
by  a neurologist  specializing  in  Epilepsy,  communicates 
regularly  with  physicians  about  their  patients’  treatment  plan 
and  progress. 

To  refer  a patient  or  for  more  information  call  the  Epilepsy 
Center  at  (316)  268-8500  or  toll  free  1-800-362-0070  ext.  8500. 

Epilepsy^^Center 

St.  Francis  Regional  Medical  Center 

929  N.  St.  1^'rancis 
VTichita,  Kansas  67214 

c:oMi>Rim:Nsi\'t:  Di.u.nosis.  Tri.ai  mi  n i And  Con  i rol 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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Withholding  Medical  Treatment  in 
Terminal  Illness:  A Family  Concern 


Health  care  providers  should  encourage  patients 
to  prepare  advance  directives  or  living  wills  spec- 
ifying treatment  they  wish  to  have  withheld  if  they 
become  terminally  ill  or  irreversibly  comatose,  sug- 
gests a recent  report  in  JAMA . In  a growing  number 
of  states,  it  is  now  lawful,  in  the  absence  of  such 
directives,  for  physicians  to  rely  on  such  consent 
from  designated  family  members. 

“Thirty-eight  states  and  the  District  of  Columbia 
have  passed  living  will  statutes,  also  known  as  nat- 
ural death  acts,  which  enable  competent  adults  to 
prepare  directions  for  health  care  to  be  followed  if 
they  become  terminally  ill  and  unable  to  direct  their 
own  care,”  observes  Judith  Areen,  J.D.,  of  George- 
town University  School  of  Medicine,  Washington, 
DC.  Legislatures  in  11  states  (Arkansas,  Connecti- 
cut, Florida,  Iowa,  Louisiana,  New  Mexico,  North 
Carolina,  Oregon,  Texas,  Utah  and  Virginia)  have 
passed  statutes  authorizing  families  to  stop  or  forego 
life-prolonging  treatment  in  certain  cases.  Physi- 
cians need  to  be  aware  of  the  legal  status  of  consent 
obtained  from  family  members  in  the  state  in  which 
they  practice,  she  adds. 

Kansas’  Natural  Death  Act,  passed  in  1979,  al- 
lows an  individual  to  sign  a written  declaration,  also 
signed  by  two  witnesses,  which  requests  that  in  the 
event  of  terminal  illness  no  “life-sustaining  pro- 
cedures” will  be  used  to  prolong  life.  The  patient’s 
physician  and  a second  physician  must  certify  that 
the  illness  is  terminal.  If  a physician  is  aware  of  the 
existence  of  such  a declaration,  he  or  she  must  act 
in  accordance  with  it.  Although  there  is  no  legal 
provision  in  Kansas,  in  the  absence  of  a declaration, 
the  physician  may  consult  with  the  family  of  a ter- 
minally ill  patient  and  decide  to  withdraw  life  sup- 
port if  it  is  their  wish. 

“An  increasingly  attractive  choice  for  many  pa- 
tients ...  is  to  delegate  to  a particular  person  the 


legal  authority  to  make  health  care  decisions  in  the  > 
event  the  delegator  becomes  unconscious  or  incom-  | 
petent,”  says  Areen.  Several  state  statutes  explicitly  j 
authorize  such  delegation.  Most  statutes  establish  a 
priority  list  to  be  followed  in  obtaining  consent  from 
family  members,  with  top  priority  given  to  a court- 
appointed  guardian,  if  one  exists.  Next  to  be  con- 
sulted is  the  patient’s  spouse,  then  the  adult  child 
or  the  majority  of  adult  children.  New  Mexico’s  law 
requires  that  life-prolonging  medical  treatment  may 
be  withdrawn  only  when  “all  family  members  who 
can  be  contacted  through  reasonable  diligence  agree 
in  good  faith  that  the  patient,  if  competent,  would 
choose  to  forego  that  treatment.” 

State  statutes  differ  in  whether  nutrition  and  hy- 
dration may  be  withdrawn,  yet  most  recent  court 
opinions  have  held  that  no  distinction  should  be 
made  between  these  and  other  life-prolonging  med- 
ical procedures,  Areen  notes.  She  adds  that  the  re- 
cent opinion  on  this  issue  from  the  AMA  Council 
on  Ethical  and  Judicial  Affairs  has  created  confusion 
because  of  variation  in  state  laws  and  because  of  its 
use  of  the  term  “authorized  proxy.”  It  is  unclear 
whether  a family  can  be  an  authorized  proxy,  Areen 
says. 

Reliance  on  families  means  faster,  less  expen- 
sive, and  high-quality  decisionmaking,  says  Areen,  | 
as  long  as  family  members  are  acting  in  good  faith,  i 
One  problem  is  that  the  term  “family”  is  not  very  I 
precise,  and  that  some  families  may  decide  on  the  | 
basis  of  ignorance  or  in  bad  faith.  “One  alternative 
is  to  require  all  families  to  justify  any  decision  to 
terminate  or  withhold  treatment  to  a hospital  ethics 
committee,”  she  says.  “Unfortunately,  mandatory  | 
administrative  review  of  every  decision  to  terminate  j 
treatment  could  well  become  as  burdensome  as  court 
review,  with  little  gain  in  the  quality  of  decisions 
made.” 
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See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone^ 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  I 


• Only  Vs  the  dropout  rate  due  to  side 
; effects  of  amitriptyline  alone,  although 
i the  incidence  of  side  effects  is  similar^ 

I 

I Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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Protect  your  decision. 
Write  "Do  not  substitute" 


In  moderate  depression 
and  anxiety 

LimUtrol* 


Each  tablet 
12.5  mg 


et  contains  5 mg  chlordiazepoxide  and 
amitriptyline  (as  the  hydrocnioride  salt) 

LimUtrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrocnioride  salt) 


References:  1.  Felghner  JR  etal:  Psychopharmacology  61  2M-225,  Mar  22,  1979  2.  Data  on  file, 
Hotfmann-La  Roche  Inc  , Nutley,  NJ 


Limbitror"  (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of  which  follows: 
Indicotions:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety. 
Controindicotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use,  then 
initiate  cautiously  gradually  Increasing  dosage  until  optimal  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial  Infarction 

Wurnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anfichollnergic-type 
drugs  Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  Increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [Including  convulsions]  similar  to  those 
of  barbiturate  withdrawot  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  In  patients  with  a history  of  seizures.  In  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
of  suicide  In  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  Increasing  steady  state  concentrations  of  the  tricyclic  drugs. 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  tor  precautions  about  pregnancy,  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  recommended  in  children  under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  ettects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone; 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating.  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heort  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilotation  of  urinary 
tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  ot  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpuro,  thrombocy- 
topenia 

Gasirointestinai  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  ond 
minor  menstrual  Irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels,  and  syndrome 
ot  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other:  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overaosoge:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment 

Dosage:  Individuolize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  ot  daily  dose  may  be  token  at  bedtime 
Single  h.s.  dose  may  suffice  tor  some  patients.  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Toblets,  initial  dosoge  ot  three  or  lour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  os  required  Limbitrol  Tablets,  initial  dosage 
ot  three  or  lour  tablets  daily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets  while,  tilm-coaled,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablels,  blue,  (ilm-coaled,  eoch 
containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochlaride  salt)  Available  in 
bottles  ot  100  and  500,  Tel-E-Dose'"'  packages  ot  100,  Prescription  Paks  ot  50 
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The  rewards  of  Limbitrol 
IbuJ'e  both  smiling  again! 


See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner—  62  % of  total 
four-week  improvement  M 

achieved  in  the  first  week  with  mj 
Limbitrol  versus  44%  with  ami-  f 
triptylineJ  B 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 


tablet  contains  10  mg  chlordiazepoxide  and 
|g  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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Slow-IC 

potassium  c±»loride 
slow-release  tablets  ? 

8mEq(600mg) 

It  means  dependability”  in  alnx)st  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  pottissium  chloride,  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  \Afith  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  piease  consult  Brief  Prescribing  Information  on  next  page. 
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For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ It’s  acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mEq-in  low-dosage  supplementation^' 

□ Ks  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SIow-K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 


For  patients  who  can’t  or  won’t  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 
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1987:21:436-440. 


Slow-K” 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  Ih  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  ih  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depietion  when  the  dietary  intake  of  potas- 
sium Is  inadequate  in  the  foilowing  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites, 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  ahd  certaih  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-cohtainihg  foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
sihce  a further  increase  In  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions;  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydratioh,  extehsive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administratioh  of  a potassium-sparing  diuretic 
(e.g,,  spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  In  tablet  passage 
through  the  gastroihtestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceratioh  in  certain  cardiac 

aatients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
fARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  regioh  of  a rapidly  dissolving  tablet, 
which  ihjures  the  bowel  wall  ahd  thereby  produces  obstruction,  hemor- 
rhage, or  perforation,  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  In 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  beeh  reports  of  upper  gastroihtestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discohtinued  Immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  it  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  Increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
asfrointestinal  bleeding  is  noticed, 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertiiity 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  Is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity, 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note;  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— WO  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles-100  tablets  each NDC  0083-0165-65 

Accu-Pak's  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  light,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CiBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 


Whatever  Became  of  Charity? 


Indigence  and  medical  care,  never  far  apart,  have 
grown  closer  in  recent  times,  for  at  least  two  rea- 
sons. A growing  social  conscience  has  dictated  that 
the  poor  must  be  given  greater  attention  at  every 
level,  health  included.  This  is  coupled  with  an  in- 
creasing accent  on  poverty  itself  as  a primary  factor 
in  the  production  of  disease.  Prevention  in  that  pop- 
ulation may  be  more  productive  of  economic  and 
social  benefit  than  in  any  social  group.  It  is  ex- 
pected, then,  that  practitioners  of  medicine,  with 
their  tradition  of  obligation,  should  fulfill  their  roles 
on  behalf  of  the  poor  without  question. 

The  profession,  given  the  nature  of  disease  and 
the  multitude  of  social  problems,  has  never  achieved 
complete  success,  medical  or  social,  and  in  every 
age  a call  has  gone  out  from  one  quarter  or  another 
for  physicians  to  do  more.  Any  existing  effort  is 
compared,  unfavorably  to  some  degree,  with  the 
past  as  well  as  a hoped-for  future.  Today’s  service 
seems  wanting,  however  effective,  since  the  past  is 
illuminated  by  medical  ancestral  worship,  while  the 
future  embodies  our  hopes  (and  expectations)  for 
that  elusive  success.  It  is  in  this  social  and  medical 
tumult  that  a recent  call  from  on  high  (medical  ver- 
sion) was  issued  to  physicians  to  perform  at  least 
50  hours  a year  in  the  care  of  the  poor. 

No  one  can  argue  with  the  virtue  of  caring  for 
the  poor,  but  any  appearance  of  lack  of  physician 
performance  does  call  for  examination  of  its  ele- 
ments which,  we  suspect,  stem  less  from  physician 
failure  than  from  other  forces.  Not  too  long  ago, 
medical  care  for  the  poor  depended  primarily  on 
personal  contributions  from  individual  physicians 
according  to  their  own  feelings.  Society  played  its 
role  by  providing  accommodations  through  varying 
religious  and  social  structures.  Physicians  partici- 
pated with  little  or  no  remuneration  and  strength- 
ened the  tradition.  In  addition  to  independent  phy- 
sician efforts,  the  service  became  characterized  by 
those  hospitals  and  clinics  giving  care  to  the  poor 
which  produced  the  “teaching”  hospitals,  where 
staffs  of  varying  degrees  of  maturity  taught  and 
learned  about  the  world  of  disease.  The  poor  were 


unquestionably  the  source  of  learning  and  played 
their  part  accordingly. 

Such  hospitals  have  not  ceased  to  exist,  nor  have 
other  physician  contributions,  but  the  public’s  con- 
cept of  medical  service  has  changed  as  the  welfare 
structure  has  gained  substance.  It  became  demean- 
ing to  classify  individuals  as  “charity”  cases.  So- 
ciety’s plan  was  to  provide  the  subjects  with  funds 
to  “pay”  for  medical  care  — though  the  subjects 
never  saw  the  money  as  it  went  its  way  through  a 
bureaucratic  maze  that  professed  to  assure  them  of 
care  — and  reimburse  the  providers. 

The  ensuing  turmoil  has  obscured  the  minimal 
compensation,  ignored  continuing  individual  ser- 
vices and  put  physicians  in  a position  of  having 
appeared  to  fail  commensurate  with  their  profes- 
sional obligations.  The  public,  confronted  with  a 
staggering  medical  bill  and  evidence  of  physician 
affluence  (not  to  mention  occasional  lamentable  in- 
stances of  physician  fraud),  assumes  that  physicians 
are  being  adequately  compensated  despite  the  nu- 
merous limitations  of  that  compensation  — and  un- 
publicized services  elsewhere. 

Yes,  the  situation  is  far  more  complicated,  but 
the  system  does  much  to  promote  the  concept  of 
callousness  of  physicians.  Yes,  there  are  examples 
of  the  poor  who  fail  to  receive  the  benefits  of  this 
general  social  largess  — and  there  will  always  be 
a need  for  more  of  that.  Yes,  the  character  of  med- 
ical service  is  changing  because  of  these  and  many 
factors.  And  yes,  the  litigious  threats  to  medical 
practice  play  their  part.  But  the  saddest  part  is  that 
the  system  obscures  the  many  personal  and  group 
efforts  of  physicians  to  meet  those  professional  ob- 
ligations that  have  always  been  a part  of  medicine. 

The  hopeful  part  is  that  the  young  coming  on  the 
scene  seem  to  be  motivated  by  the  old  traditions. 
They  will  change  as  the  realities  of  practice  and 
contention  with  society  become  visited  upon  them. 
It  is  to  be  expected  that  the  medical  world  in  which 
they  function  will  be  far  different,  but  we  cling  to 
the  certainty  that  they  will  retain,  in  essence,  the 
products  of  their  medical  past.  — D.E.G. 
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PRESIDENT’S  MESSAGE 


Why  AMA? 


The  answer  to  the  question  of  why  we  need  the 
AMA  is  a little  like  the  answer  to  the  question  about 
the  solution  to  the  medical  malpractice  problem. 
Just  when  we  feel  that  we  have  dealt  with  the  ques- 
tion satisfactorily,  problems  seem  to  arise  again. 
The  question  “Should  we  have  unified  member- 
ship?” has  been  asked  again.  Having  just  returned 
from  the  interim  AMA  meeting,  I wanted  to  share 
with  you  my  observations  and  thoughts,  as  well  as 
a summary  of  the  meeting. 

I have  attended  two  meetings  of  the  AMA  House 
of  Delegates.  The  physicians  at  the  meeting  are  Just 
like  you  and  me.  All  age  ranges  are  represented. 
Some  speakers  are  eloquent;  others  would  be  thrown 
out  in  Peoria.  All  aspects  of  medicine  are  repre- 
sented and  the  spokespersons  quite  vocal.  Everyone 
has  a right  to  speak,  and  most  do  — attested  to  by 
the  length  of  the  meetings.  A consensus  eventually 
develops  and  action  is  taken.  The  minority  opinion 
frequently  shows  up  again  at  the  next  meeting  in 
the  form  of  a resolution.  Those  men  and  women 
represent  us,  all  of  us,  and  do  not  fit  the  stereotype 
of  the  aging  redneck  who  is  out  of  touch  with  the 
mainstream. 

What  did  we  accomplish  at  the  interim  meeting 
in  Atlanta  in  December?  Two  hundred  and  four 
items  were  discussed.  One  hundred  and  ten  of  these 
items  were  of  major  concern  only  to  the  public.  An 
example  might  be  AIDS  education  for  the  public. 
Twenty-eight  issues  were  of  concern  only  to  the 
physicians,  such  as  the  challenge  of  the  PRO  law. 
Twenty-three  issues  were  of  concern  to  both  the 
public  and  the  physicians,  such  as  policies  devel- 
oped on  professional  liability.  And  43  issues  were 
unclassified.  The  AMA  Board  of  Trustees  and 
Councils  presented  76  reports  which  can  be  the  basis 
for  policy  of  the  AMA.  An  example  of  such  a report 
is  the  Board  of  Trustees’  Report  YY  on  AIDS.  The 
amount  of  time,  energy  and  money  spent  to  develop 
these  reports  boggles  my  mind.  Issues  such  as  the 
relative  value  scale,  professional  liability,  physician 
reimbursement  under  Medicare,  and  the  problems 


of  medical  diseases  such  as  AIDS  would  be  difficult  i 
to  handle  without  the  massive  help  from  the  AMA.  ! 
I have  been  impressed  by  the  workings  of  the  AMA.  | 
I am  convinced  we  need  the  AMA.  , 

The  newly  implemented  membership  incentive  | 
award  program,  which  provides  compensation  to 
unified  societies  for  membership  gains,  is  proof  that  i 
the  AMA  is  concerned  about  our  survival  as  a state  ; 
medical  association,  and  shows  they  want  our  con- 
tinued support.  The  AMA  is  truly  a bargain  when 
you  realize  that  it  relies  on  dues  income  for  only 
about  50%  of  its  annual  budget.  We  receive  the 
considerable  value  of  AMA  activities  for  quite  a 
reasonable  cost.  All  physicians,  and  the  patients  we 
serve,  benefit  from  AMA’s  tireless  efforts. 


President 
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Liberty  celebrated  her 
100th  birthday  Senate 
proceedings  began  airing  live  on 

television  and  United 
Missouri  Brcferage 
Services,  Inc.  opened  for  business 


United  Missouri  Brokerage  Services  opened  in  ’86.  It 
didn’t  make  national  headlines.  It  did  make  a difference. 

Since  then,  United  Missouri’s  brokerage  experts  have 
handled  transactions  for  thousands  of  investors  to  buy,  sell 
and  trade  stocks,  bonds  and  options. 

They’ve  used  their  brokerage  expertise  to  give  customers 
quick  and  accurate  transactions  at  a substantial  savings  when 
compared  to  full  commission  brokers’  fees. 

Tbday,  United  Missouri  stih  makes  a difference.  It  can 
make  a difference  for  you.  For  more  information  and  an 
application,  stop  by  any  United  Missouri  Bank.  And,  pick 
the  proven  performer. 


UNITED  MISSOURI 
BROKERAGE  SERVICES,  INC. 

Member  NASD  and  SIPC 

A subsidiary  of  United  Missouri  Bancshares,  Inc. 

928  Grand  RO.  Box  419226  Kansas  City,  Missouri  64141-6226 
(816)  556-7240 


Physician’s  Obligation  to  Cooperate  with 
Third-Party  Payors 


WAYNE  T.  STRATTON,  J.D.,  Topeka* 

Physicians  are  undoubtedly  concerned  about  their 
obligation  to  comply  with  requests  for  information 
from  third-party  payors.  Initially,  when  faced  with 
a request  from  an  insurance  company,  the  physician 
must  be  certain  that  proper  consent  from  the  patient 
has  been  provided  to  release  information  to  the  third- 
party  payor.  Most  physicians  find  it  easy  to  include 
such  a consent  on  the  patient’s  initial  information 
form.  Without  a consent,  the  release  of  information 
or  records  is  a breach  of  the  physician’s  duty  of 
confidentiality. 

Two  cases  have  been  found  which  discuss  the 
obligations  of  a physician  to  complete  insurance 
forms.  The  first,  a Delaware  decision,  involved  a 
situation  in  which  the  patient  was  denied  insurance 
benefits  when  the  doctor  failed  to  timely  complete 
the  form. 

The  court  found  that  the  patient  could  continue 
with  his  claim,  stating: 

The  relationship  between  doctor  and  patient  is  often  described 
as  fiduciary  in  character  and  it  has  been  suggested  that  there 
is  a duty  of  total  care;  that  includes  and  comprehends  a duty 
to  aid  the  patient  in  litigation,  to  render  reports  when  necessary 
and  to  attend  court  when  needed.  ...  In  the  absence  of  special 
circumstances  it  was  Dr.  Godwin’s  duty  to  recognize  his  unique 
position  as  the  treating  physician  who  alone  could  comply  with 
the  insurance  requirement  without  the  expense  and  delay  of  a 
further  examination.  Upon  actual  receipt  of  the  form,  he  was 
under  a duty  to  exercise  reasonable  care  in  the  disposition  of 
the  form.  He  might  discharge  that  duty  by  completing  and 
returning  the  form  within  a reasonable  period  of  time  to  the 
insurance  company,  or  by  promptly  notifying  the  Murphys  and 
their  insurance  company  that  he  would  not  complete  the  form 
and  perhaps  referring  them  to  another  source  for  the  vital  in- 
formation. 

In  1978  the  Court  of  Appeals  of  Indiana  also  dealt 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka  KS 
66603,  1-800-332-0248. 


with  this  issue.  In  this  case  the  patient  was  referred 
by  the  employer  for  a work-related  injury.  The  phy- 
sician refused  to  complete  the  form,  alleging  that 
he  was  not  the  attending  physician.  The  court  re- 
fused to  hold  the  physician  liable,  saying: 

So  to  impose  a duty  of  filling  out  insurance  forms  on  a doctor 
who  has  only  consented  to  examining  a patient  for  a third  party, 
and  has  not  undertaken  to  treat  or  advise  that  patient  and  is  not 
paid  by  him,  would  be  inconsistent  with  the  very  nature  of  the 
limited  relationship.  No  case  has  gone  so  far  as  to  saddle  an 
examining  physician  with  such  a burden. 

In  summary,  the  courts  will  impose  a different 
obligation  upon  the  physician,  depending  upon 
whether  he  is  a treating  or  examining  physician.  A 
treating  physician  has  an  obligation  to  act  reason- 
ably in  assisting  his  patient.  A non- treating,  or  ex- 
amining, physician  does  not  owe  the  same  duty 
to  the  patient.  Physicians  must  be  aware  of  the  role 
they  assume  in  determining  the  nature  of  their  ob- 
ligation to  the  patient. 

Once  the  physician  undertakes  to  provide  infor- 
mation to  a third-party  payor,  it  must  be  done  in  a 
non-negligent  manner.  The  physician  is,  therefore, 
under  an  obligation  to  exercise  due  care  to  supply 
the  correct  data.  A failure  to  do  so  would  provide 
the  patient  with  a cause  of  action  if  the  bill  is  unpaid 
and  the  patient  is  damaged,  or  may  prove  a viable 
defense  should  a collection  action  be  initiated  by 
the  physician. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet  '. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet  HCI  (brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  III  patients. 

Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur^,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 


Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
Tagamet  -treated  patients  (approximately  I per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportai:yy- 
hepatic  fibrosis  in  a patient  receiving  Tagamet,  has ‘h/t, 
been  reported.  I 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  WO  (intended  for  institutional  use\ 
only);  400  mg.  tablets  in  bottles  of  60  and  Single-/'., 
Unit  Packages  of  WO  (intended  for  institutional  use.- . 
only),  and  800  mg.  Tiltab^  tablets  in  bottles  of  30,  .;~. 
and  Single  Unit  Packages  of  WO  (intended  for  insti- . ' 

. tutionaJ  use  only). 

Liquid:  300  mg./S  ml..  In  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg.  'S  ml.), 
in  packages  of  W (intended  for  Institutional  use 
only). 

Injection: 

Viais;  300  mg./2  ml.  in  single-dose  vials,  in  packages 
of  W and.,  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  W and  25.1 , , . 

Pre  filled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes:'! 

Plastic  Containers:  300  mg.  in  50  mi.  of  0.9%  So- 
dium Chloride  in  single^dse  plastic  containers,  in 
packages  of  4 units:  No  preservative  has  been 
added. 

ADD-Vantage^'  Vials:  300  mg./2  mi,. in  single-dose, 
ADD-Vantage^  Viais,  in  packages  o f 25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40°C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet  HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic,  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  600 1 5. 


* ADD-Vantage^  is  a trademark  of  Abbott  Laboratories.  - 
BRS-TG:L73B  Date  of  issuance' Apr.  1987 


SK&F  LAB  CO. 


Cidra,  P.R.  00639 


) SK&F  Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWl^UID 


TABLETS 


A Century 
of  Caring 

1886-1986 


J-6138  January  1986 


Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired 
colleague,  yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your 
area.  All  information  and  identities  will  be  held  in  strictest  confidence.  This  program  is  an 
advocacy  program  with  emphasis  on  identification  and  treatment  of  impaired  individuals  with  the 
least  disruption  in  their  daily  lives. 

Laurie  Stuewe,  R.N.,  Nurse  Coordinator 
1-800-332-0156 
913-235-2383 


Elizabeth  Alexander,  M.D., 

Wichita 316-261-2607 

316-261-2622 

Larry  R.  Anderson,  M.D., 

Wellington  316-326-3301 

Norman  W.  Berkley,  M.D. 

Seneca  913-336-2128 

John  A.  Billingsley,  Jr.,  M.D., 

Olathe  913-755-3151 

Ext.  711 

L.  Theil  Bloom,  M.D., 

Pratt  316-672-9300 

John  P.  Brockhouse,  M.D., 

Emporia 316-343-2900 

David  H.  Clark,  M.D., 

Salina 913-825-8221 

Victor  M.  Eddy,  M.D., 

Hays  913-625-2551 

Edward  J.  Fitzgerald,  M.D., 

Wichita 316-689-5050 

Modesto  Gometz,  M.D., 

Pittsburg  316-231-2490 

Richard  A.  Gruendel,  M.D., 

Kansas  City  913-281-5252 

Herman  W.  Hiesterman,  M.D., 

Quinter 913-754-3333 

Victor  H.  Hildyard  II,  M.D., 

Colby  913-462-3332 

David  A.  Leitch,  M.D., 

Garnett 913-448-5421 

Frank  C.  Lyons,  Jr.,  M.D., 

Manhattan  913-539-7641 

Connie  M.  Marsh,  M.D., 

Halstead 316-835-3435 

James  I.  Morgan,  M.D., 

Wichita  316-522-2266 


Robert  D.  Parman,  M.D., 

Topeka  913-232-8224 

Eugene  W.  J.  Pearce,  M.D., 

Shawnee  Mission  913-722-3102 

Michael  J.  Randles,  M.D., 

Wichita 316-265-2924 

Ivan  E.  Rhodes,  M.D., 

Wichita 316-685-9289 

Timothy  M.  Scanlan,  M.D., 

Wichita  316-689-4850 

Clifton  C.  Schopf,  M.D., 

Wichita 316-945-2518 

Alex  Scott,  M.D., 

Junction  City  913-238-2518 

Richard  Siemens,  M.D., 

Lyons  316-257-5124 

Max  E.  Teare,  M.D., 

Garden  City  316-276-7689 

George  R.  Tiller,  M.D., 

Wichita  316-684-5255 

Don  R.  Tillotson,  M.D., 

Ulysses  316-356-1261 

Donald  R.  Tucker,  M.D., 

Lawrence  913-232-4566 

Virginia  L.  Tucker,  M.D., 

Topeka  913-296-1205 

Wayne  O.  Wallace,  Jr.,  M.D., 

Atchison 913-367-7300 

Nancy  Jane  Welsh,  M.D., 

Topeka  913-272-3111 

Ext.  533 

Donald  L.  Wikoff,  M.D., 

Great  Bend  316-792-7353 

James  W.  Wilson,  M.D., 

Coffeyville  316-251-5210 

Jackie  Burnett,  R.N., 

Halstead,  Auxiliary 316-835-2920 
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ANNOUNCING 


cephalexin  hydrochloride  monohydrate 


#1 


Dista  Products  Company 

Division,  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd  by  Ell  Lilly  Indiiistries,  Inc 
Carolina,  Puefto'  ^iCp  00630 


Computer-generated  molec 
structure  of  cephalexin 
hydrochloride  monohydrate 


1967,  DISTA  PRODUCTS  COMPANY  KX-9008-B-849336 


i/onvenient  500-mg  b.i.d. 
losage  and  demonstrated 
iffectiveness  for 
reatment  of: 

I skin  and  skin  structure  infections* 
I uncomplicated  cystitis^ 

I pharyngitis* 


. New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

f Well-tolerated  therapy 
) May  be  taken  without  regard  to  meals 

X other  indicated  infections,  250-trig  tablets  available 
rq.i.d.  dosage 


Yiced  less  than  Keflex®cephaiexin) 


eftab  is  contraindicated  in  patients  with  known  allergy  to  the 
^^phalosporins  and  should  be  given  cautiously  to  penicillin- 
tnsitive  patients. 

pnicillin  is  the  drug  of  choice  in  the  treatment  and  prevention 
streptococcal  infections,  including  the  prophylaxis 
rheumatic  fever. 


'ue  to  susceptible  strains  of  Staphylococcus  aureus  and/or  |3-hemolyt,ic  streptococci. 
,,'ue  to  susceptible  strains  of  Escherichia  coll,  Proteus  mirabills.  and  Klebsiella  sp.  . 

16  iue  to  susceptible  strains  of  group  A (3-hemolytic  streptococci. 


KEFTAB™ 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp. 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother’s  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  m the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling's  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 

PV  2060  DPP  [0918871  849336 


Bridging  the  Financial  Gap 


A financial  chasm  has  no  bottom 
line.  So,  when  you  leap  from  invest- 
ment to  investment,  you  must  choose 
your  path  carefully. 

A Certified  Public  Accountant  can 
help  you  bridge  the  howling  finan- 
cial gap  with  a structured,  knowl- 
edgeable approach  to  investment 
opportunities  or  business  planning. 

Your  Kansas  CPA  will  help 
you  work  through  tax  problems, 
minimize  future  liabilities,  prepare 
loan  applications,  devise  retirement 
plans  and  improve  accounting 


systems.  He  or  she  can  professionally 
determine  the  profitability  of  your 
business— or  a business  you  have 
your  eye  on. 

This  time,  listen  before  you 
leap— to  the  sound  advice  of  a 
Kansas  CPA. 

Consult  your  Yellow  Pages  for  an 
‘Accountant— Certified  Public”  today. 


Kansas  Society  of 
Certified  Pubiic  Accountants 


Profile:  Mary  Belle  Boyd 


SUSAN  WARD,  Staff  Writer 

When  her  husband,  Rex  (Z.  Rex  Boyd,  M.D.), 
bought  an  airplane  in  1972,  Mary  Belle  Boyd  was 
upset.  “I  begged  my  husband  to  sell  the  plane,” 
she  admits.  ‘‘It  was  an  extravagance,  and  we  had 
four  children  to  educate.  Besides,  I get  sick  on  a 
Ferris  wheel.  But  in  the  end  I thought,  ‘If  you  can’t 
fight  ’em,  join  ’em.’  ” 

So  Mrs.  Boyd,  grandmother,  golfer,  parliamen- 
tarian and  KMS  Auxilian,  became  a pilot.  Actually, 
it  all  started  when  she  took  a tax-preparation  course. 
And  why  did  she  take  that?  ‘‘I  had  to.  Our  ac- 
countant didn’t  include  our  CME  deductions  one 
year.  I decided  to  take  the  course  so  I could  read  a 
tax  form.”  Mary  Belle,  who  has  ‘‘always  loved 
working  with  numbers”  (she  kept  the  books  for  her 
dad’s  hardware  store  during  high  school  in  the  for- 
ties), had  no  trouble  mastering  the  intricacies  of  tax 
forms,  and  she  learned  something  even  more  val- 
uable during  the  course:  30  years  after  graduating 
from  college,  ‘‘I  could  think!” 

Having  made  this  discovery,  she  needed  some- 
thing challenging  to  think  about,  and  the  availability 
of  the  airplane  suggested  studying  for  a pilot’s  li- 
cense. Using  Rex’s  11 -year-old  manual,  she  studied 
for  3 weeks  and  then  delved  into  a crash  course  (the 
pun  is  unavoidable)  held  on  a Saturday  and  Sunday. 
The  written  exam  was  the  next  day,  and  she  passed 
it.  ‘‘So  I thought,  ‘Now  let’s  see  if  I can  fly  the 
plane.’”  By  the  following  month,  she  was  flying 


Mary  Belle  prepares  to  leave  Johnson  County.  The 
spray  wax  removes  bugs  and  dirt  from  the  Plexiglas 
windshield. 


— and  loving  it.  ‘‘I  flew  all  the  time,”  she  says. 
In  1978,  after  4 months  of  flying,  Mary  Belle  ob- 
tained her  private  license.  She  received  her  instru- 
ment rating  one  year  later  and  her  commercial  li- 
cense 4 months  after  that.  She  wasn’t  planning  to 
make  a career  out  of  flying,  but  got  the  commercial 
license  for  the  additional  training.  ‘‘I  found  I en- 
joyed studying,”  she  observes.  ‘‘We  had  to  upgrade 
to  a new  plane  when  I started  my  instrument  train- 
ing, because  the  old  one  wasn’t  worth  adding  the 
needed  avionics.  By  this  time,  Rex  was  saying,  ‘Just 
don’t  tell  me  what  you  are  costing  me.’  ” 

To  keep  on  learning,  and  to  stay  proficient  on 
instruments,  Mary  Belle  flies  with  her  instructor, 
Charles  Seitz,  a couple  of  times  a year.  After  the 
lessons,  ‘‘I  come  home  with  such  a high!”  she 
exclaims. 

As  exhilarating  as  flying  is,  though,  it  is  not  the 
only  activity  that  interests  Mary  Belle.  Besides  being 
a physician  in  emergency  medicine.  Dr.  Boyd  is  an 
inventor  with  3 patents  to  his  credit,  and  right  now 
he  and  Mary  Belle  are  hard  at  work  manufacturing 
an  item  at  home  that  may  soon  be  on  the  market. 
(They  aren’t  ready  to  announce  what  it  is  yet.) 

Mrs.  Boyd  is  a member  of  the  National  Associ- 
ation of  Parliamentarians,  a group  that  studies  par- 
liamentary procedure.  To  join,  she  was  in  a study 
group  for  three  years  before  taking  the  entrance 
exam,  and  as  a member  she  keeps  on  studying.  She 
acknowledges  that  such  pursuits  might  seem  dull, 
but  ‘‘it’s  like  golf.  Once  you  know  the  rules,  you 
can  take  advantage  of  them  to  play  better.” 

She  should  know.  Before  she  began  flying,  Mary 
Belle  pursued  golf,  undoubtedly  with  the  same  de- 
termination that  went  into  learning  to  fly.  (She  got 
down  to  an  11  handicap  for  18  holes.)  ‘‘I  got  as 
good  as  I could  at  golf,  so  I went  on  to  flying.  But 
with  flying.  I’ll  never  get  as  good  as  I can  be  — 
there’s  always  more  to  learn,”  she  said.  ‘‘I  don’t 
have  to  be  the  best,  but  I have  a real  compulsion 
to  be  the  best  that  I can  be,”  Mrs.  Boyd  added. 

Then  there  are  the  Auxiliary  activities:  Treasurer 
of  KaMPAC,  Treasurer  of  SedgPAC,  member  of 
the  Sedgwick  County  Auxiliary,  and  Legislative 
Chairman  of  the  KMS  Auxiliary.  She  also  sits  on 
the  KMS  Legislative  Committee.  So  she  has  plenty 
of  opportunities  to  study  parliamentary  procedure 
in  action. 
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Medical  Defense 
^ Insurance  Company 

? 


a subsidiary  of  Medical  Defense  Associates 
P.O.  Box  3817 
Springfield,  Missouri  65808 


for  information  and  rates,  contact: 
Woodsman,  Frick  & Innis,  Inc. 
Five  Crown  Center 
2840  Pershing  Road 
Kansas  City,  Missouri 
816-421-7788 


Doctor- 


Call  us  and  let's  talk  about  protection  tor 
your  career,  With  MDl  you'll  probably  spend 
a lot  more  time  practicing  medicine . . , and, 
a lot  less  time  in  court. 


Lawyer? 


Today's  physician  may  suffer  from 
occupational  confusion.  Certainly,  with 
malpractice  suits  so  frequent,  and  dare  we 
say  "popular",  it's  no  wonder  that  physicians 
today  find  themselves  half  doctor-half  lawyer. 

At  Medical  Defense  Insurance  Company, 
we  feel  that  if  you  were  trained  in  the 
healing  arts,  that's  what  should  concern  you, 
not  the  practice  of  law.  That's  why  MDI  offers 
comprehensive  protection  against 
malpractice  suits.  Should  you  receive  an 
unmerited  claim,  we'll  fight  it  for  you. 

Because  MDI  answers  only  to  physicians,  we 
have  a thorough  understanding  of  the  needs 
and  legal  defenses  of  today's  doctor. 


Call  TOLL  FREE  1-800-641-4037 


Combining  her  expertise  in  parliamentary  pro- 
cedure and  numbers,  Mary  Belle  is  president  of  an 
investment  club  in  which  20  women  invest  $25  per 
month  and  watch  their  money  at  work.  “There’s 
no  way  you  can  second-guess  how  20  women  will 
vote  in  a meeting,’’  she  chuckles.  Before  the  Oc- 
tober 19  crash  (or  correction,  if  you  prefer),  the 
club  had  more  than  $40,000  in  the  market.  This 
included  a gain  of  better  than  33%  in  the  last  year. 
They  had  made  some  good  choices;  even  after  the 
fateful  day,  the  club  had  enough  resources  left  to 
take  advantage  of  lower  stock  prices  and  acquire 
more  of  “the  good  stuff.’’ 

Mary  Belle’s  interests  have  always  been  diverse; 
as  a college  student  at  the  University  of  Nebraska, 
she  declared  a major  in  piano  — with  minors  in 
English  and  political  science.  Told  that  she  couldn’t 
major  in  piano  unless  she  was  in  the  college  of  fine 
arts,  which  would  have  limited  her  to  music  studies, 
she  replied,  “Why  not?’’  Since  there  really  was  no 
answer  other  than  that  it  hadn’t  been  done  before, 
she  got  her  way.  “What  do  you  do  with  a course 
of  study  like  that?’’  she  asks  rhetorically.  “Well, 
it’s  good  for  raising  children  and  working  with 
KaMPAC!’’ 

And  now  the  children  are  raising  children  in 
Wichita,  Kansas;  Bartlesville,  Oklahoma;  Shreve- 
port, Louisiana;  and  Joplin,  Missouri.  There  are  12 
grandchildren  to  keep  up  with,  but  Mary  Belle 
doesn’t  have  to  miss  out  on  any  of  those  important 
childhood  moments.  With  the  plane,  she  can  be  in 
Shreveport  in  3 hours  or  so  (it  would  take  nearly 
11  hours  to  drive  there).  The  grandchildren  think 
it’s  pretty  neat  that  their  grandmother  can  fly  a plane 
to  see  them.  And  sometimes  she  even  sits  down  to 
engage  in  more  traditional  grandmotherly  activities: 
she  knits  and  crochets! 


Grandma  says 
goodbye  to  two  of 
the  grandchildren  at 
the  airport  in 
Shreveport.  Dallas 
and  Daniel  are  the 
sons  of  the  Boyds' 
daughter  Janet. 


ATTENTION 

PRIMARY  CARE  PHYSICIANS 

Increase  Your  Skills  — Increase  Your  Income 

Learn:  Allergy  testing,  audiometry,  cryosurgery, 

culposcopy,  dermatologic  techniques,  flexible 
sigmoidoscopy,  bolter  monitoring,  joint 
injection  techniques,  nasopharyngoscopy, 
pulmonary  function  testing,  vascular  flow 
testing,  and  more. 

Where:  Hyatt  Regency  — DFW  Airport 
Dallas  (214)  453-8400 

When:  April  9-10,  1988 

Fee:  $375 

Accredited  — Limited  Registration 
Contact: 

Current  Concept  Seminars 
3301  Johnson  St. 

Hollywood,  FL  33021 
(305)  966-1009 


POSITION  — MEDICAL  DOCTOR 

LANDMARK  MEDICAL  CENTER 
KANSAS  CITY,  MO 

offers  you  an  exciting  position  in  health 
care  for  the  family  practitioner  or  in- 
ternist willing  to  do  general  medicine. 

We  are  excited  about  our  future  — and 
we  would  like  for  you  to  be  a part  of 
that  future. 

Call  collect 

or  send  curriculum  vitae  to: 

lAMES  W.  HALL,  M.D. 

MEDICAL  DIRECTOR 
8800  NW  112th  ST. 

KANSAS  CITY,  MO  64153 
(816)  464-2333 

(See  classified  ad.) 
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A SPECIAL  CONFIDENCE 


At  Marsh  & McLennan,  we  view  our  clients  in  the  same  way  you,  as  a 
medical  professional,  view  your  patients.  Each  deserves  the  care  ^ 
and  attention  that  brings  a special  feeling  of  confidence.  When 
our  clients  retain  us,  they  rest  assured  their  homes,  auto- 
mobiles, fine  arts  and  valuable  possessions  are  properly 
protected. 


Marsh  & McLennan  clients  have  the  support  and 
counsel  of  the  nation’s  top  insurance  and  risk 
professionals.  It  is  our  sole  purpose  to  help 
provide  sound  advice  regarding  your  par- 
- — ticular  needs,  design  a custom  tailored  insur- 

ance program  of  asset  protection,  and  remain  in  close  touch  to  see 
that  as  your  needs  change,  your  program  is  kept  current. 


The  majority  of  our  clients  are  individuals  with  substantial  assets  who  require 
a “risk  management”  approach  for  protecting  their  assets.  This  risk  management  strategy  identifies  the 


best  method  to  protect  our  clients’  assets  from  the  risk  of  financial  loss. 


I 


There’s  a good  feeling  working  with  people  who  understand  and  care 
about  your  very  particular  needs  and  concerns.  Let  us  show  you  how 
Marsh  & McLennan  can  provide  that  special  confidence.  Call  or  write 
Larry  Maiorano  or  Eric  Johnson,  Marsh  & McLennan,  Incorporated, 
127  West  10th  Street,  Kansas  City,  MO  64105  (816-221-4422). 

THE  MARSH  & McLENNAN  PERSONAL  RISK 
MANAGEMENT  PROGRAM  WAS  REVIEWED 
AND  APPROVED  BY  YOUR  ASSOCIATION, 

THE  KANSAS  MEDICAL  SOCIETY. 


Marsh  & 


Mcrennan 


Retain  the  Best,  Marsh  & McLennan  Personal  Client  Services 
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LEGISLATIVE  UPDATE  The  first  few  weeks  of  the  1988  Session  of  the  Legislature 

were,  for  the  most  part,  uneventful.  Most  early  committee 
hearings  have  consisted  of  staff  briefings  on  different 
subjects,  largely  reports  made  by  interim  committees  that 
studied  these  topics  during  the  summer  and  fall  of  last  year. 
By  the  first  week  in  February,  several  committees  were  con- 
ducting genuine  hearings,  listening  to  proponents  and  oppo- 
nents of  specific  bills. 


! 
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One  bill  that  is  on  the  fast  track  to  passage  is  referred  to 
as  division  of  assets.  It  will  amend  the  law  governing  eli- 
gibility for  medical  assistance  benefits  administered  by  the 
Department  of  Social  and  Rehabilitation  Services.  Under 
current  law,  assets  of  both  spouses  must  be  considered  when 
determining  an  individual's  eligibility  for  government  finan- 
cial assistance.  If  illness  or  disease  requires  expensive 
medical  care,  the  applicant  and  spouse  must  both  liquidate 
their  assets  and  "spend  down"  most  of  their  money  in  order  to 
meet  the  criteria.  This  can  have  a devastating  effect  on 
elderly  couples  who  have  saved  for  retirement.  An  illness 
requiring  major  medical  services  or  a condition  requiring 
long-term  care  can  wipe  out  the  savings  of  a lifetime. 

Passage  of  the  bill  will  mean  that  only  the  individual  who 
needs  medical  assistance  benefits  will  be  required  to  spend 
down  his  or  her  resources  to  become  eligible.  The  other 
spouse  would  be  allowed  to  retain  his  or  her  savings  and 
other  assets.  The  House  passed  the  bill  125-0  on  February  3. 
It  is  now  being  reviewed  by  the  Senate,  which  last  year 
passed  a slightly  different  version  of  the  bill.  It  is  ex- 
pected that  the  Senate  will  also  pass  this  version  and  send 
it  on  to  the  Governor's  desk. 


Two  committees  that  have  been  more  active  than  others  are  the 
Senate  and  House  Taxation  Committees.  As  we  predicted  in  the 
January  newsletter,  state  income  tax  simpl if ication  has  be- 
come confused  with  tax  equity.  Conferees  representing  various 
interest  groups  have  turned  out  by  the  dozens  to  plead  for  re- 
ductions in  tax  liability. 


Another  topic  that  has  been  debated  in  committee  hearings  is 
AIDS  testing.  Legislators  continue  to  introduce  bills  that 
would  impose  mandatory  AIDS  tests  for  certain  groups,  such  as 
applicants  for  marriage  licenses.  Kansas  Medical  Society 
President  Donald  W.  Hatton,  M.D.,  made  an  appearance  before 
the  Senate  Public  Health  and  Welfare  Committee  to  explain  some 
facts  about  HIV  and  AIDS.  His  presentation  was  quite  educa- 
tional for  committee  members.  Dr.  Hatton  served  as  Vice  Chair- 


man  of  the  Governor's  Task  Force  on  AIDS  and  authored  the  KMS 
policy  statement  on  medical  ethics  in  relation  to  AIDS.  One 
senator  stated  that,  regardless  of  the  facts,  the  public  demandi 
that  the  1988  Legislature  do  something  to  protect  people  from 
exposure  to  the  virus.  Because  this  is  an  election  year,  we  ca 
expect  a bill  to  be  passed  that  deals  with  HIV  testing,  and  it 
might  require  contact  tracing  in  cases  of  confirmed  positivity. 

On  January  22,  the  House  of  Representatives  formally  intro- 
duced four  tort  reform  measures  that  had  been  requested  by 
KMS.  That  same  day.  District  Court  Judge  Franklin  R.  Theis 
(pronounced  "Tice")  of  Shawnee  County  released  his  58-page 
opinion  declaring  the  1986  medical  malpractice  tort  reforms 
unconstitutional.  The  opinion  cited  violations  of  the  Kansas 
Constitution  and  also  the  14th  Amendment  to  the  U.S.  Constitu- 
tion. Judge  Theis'  opinion  sent  a clear  message  to  legisla-  ’ 

tors,  including  a statement  that  the  Legislature  had  usurped  i 

its  constitutional  powers  by  enacting  limits  on  awards  in  tort 
cases.  (For  more  details  on  this  court  decision,  see  the  fol-  i 
lowing  article,  "Liability  Update.") 


LIABILITY  UPDATE  Proponents  of  tort  reform  in  Kansas  received  some  bad  news  on  | 

January  22,  when  Shawnee  County  District  Court  Judge  Franklin  | 
R.  Theis  issued  his  opinion  in  the  constitutional  test  case  i 
of  caps  on  awards,  Kansas  Malpractice  Victims  Coalition  v. 
Fletcher  Bel  1 . It  came  as  no  great  surprise  that  Judge  Theis 
ruled  the  1986  malpractice  liability  reforms  unconstitutional. 

The  Kansas  Supreme  Court  ruled  last  July  that  the  1985  law  whici 
abolished  the  collateral  source  rule  was  unconstitutional  be- 
cause it  did  not  provide  equal  protection.  In  other  words,  if 
the  Legislature  wants  to  change  procedures,  the  law  has  to 
apply  to  all  personal  injury  cases.  It  was  assumed  all  along 
that  Judge  Theis'  decision  in  the  Bel  1 case  would  be  based  on  ' 
the  precedent  established  by  the  Supreme  Court  in  the  collatera 
source  rule  case.  Instead,  Judge  Theis  cited  three  violations 
of  the  Kansas  Constitution  and  one  violation  of  the  U.S.  Consti 
tution. 


The  message  Judge  Theis  conveyed  to  the  Legislature  was  that  it‘ 
had  intruded  into  the  judicial  domain  when  it  attempted  to 
limit  the  amount  a plaintiff  can  recover  in  a personal  injury  , 
case--medical  malpractice  or  otherwise.  This  means  that  there  ; 
are  several  statutes  governing  torts  other  than  medical  mal- 
practice that  would  also  be  declared  unconstitutional  if  tested 

Insurance  Commissioner  Fletcher  Bell  has  appealed  the  Theis  de- 
cision, but  there  is  not  much  hope  for  a reversal.  After  all, 
the  Kansas  Supreme  Court  already  voted  4-3  against  medical  mal- 
practice liability  reforms  in  the  collateral  source  rule  case. 
The  obvious  alternative  for  near-term  results  is  an  amendment 
to  the  Kansas  Constitution.  Cynics  argue  that  this  strategy  ' 
would  simply  result  in  the  next  case  brought  by  plaintiffs'  law- 
yers going  to  the  U.S.  Supreme  Court.  On  the  other  hand,  tort 
law  has  historically  been  considered  a state  matter.  For  that 
reason,  it  is  unlikely  the  U.S.  Supreme  Court  would  assume 
jurisdiction.  With  that  in  mind,  KMS  plans  are  underway  for  in- 


MEDICAID  (SRS)  ISSUES 


REMINDER: 

REPORTABLE  INCIDENTS 


PEER  REVIEW  WORKSHOPS 
SCHEDULED  BY  KFMC 


troduction  of  a constitutional  amendment  so  the  electorate  can 
decide  whether  the  Legislature  or  the  courts  should  make  policy 
governing  how  personal  injury  cases  are  resolved. 

Naturally,  the  Kansas  Trial  Lawyers  Association  and  the  Kan- 
sas Bar  Association  will  be  opposed  to  a constitutional  change 
which  shifts  power  from  seven  appointed  justices  (all  lawyers) 
to  165  elected  officials.  The  first  hurdle  a constitutional 
amendment  must  overcome  is  the  two-thirds  majority  vote  re- 
quirement in  both  House  and  Senate.  Obtaining  that  number  of 
votes  on  any  legislation  is  difficult.  Yet,  it  is  hard  to 
defend  a "no"  vote  that  prevents  the  people  of  Kansas  from  ex- 
ercising one  of  the  most  fundamental  rights  of  our  system  of 
government.  The  ensuing  debates  on  this  controversial  subject 
will  be  reported  by  the  news  media.  Regular  updates  will,  of 
course,  be  printed  in  the  KMS  newsletter. 


The  KMS  Maternal  Health  and  SRS  Liaison  committees  have  rec- 
ommended the  expansion  of  eligibility  criteria  for  children 
and  pregnant  women  under  the  SOBRA  option.  Under  this  new 
amendment  to  Medicaid,  more  poor  women  could  become  eligible 
for  coverage  (1)  under  presumptive  eligibility  by  enabling 
earlier  entry  into  the  SRS  system,  and  (2)  through  extended 
eligibility  standards,  which  increase  eligibility  to  100% 
over  poverty.  (Currently  in  Kansas,  the  eligibility  is 
limited  to  60%  over  poverty  level.  Raising  the  poverty  level 
would  include  more  women  under  Medicaid.)  SRS  has  included 
additional  funding  for  this  program  in  the  1989  budget,  cur- 
rently before  the  Legislature.  You  are  urged  to  contact  your 
legislators,  encouraging  them  to  approve  the  SRS  budget  con- 
taining these  provisions. 

Also  included  in  the  1989  budget  are  requests  for  direct 
reimbursement  of  pathologists,  and  for  updated  anesthesiology 
rates,  which  have  been  frozen  for  10  years. 


Reportable  incidents  must  be  reported  quarterly,  in  the 
quarter  in  which  they  occurred.  The  first  quarter  of  1988 
ends  on  March  31.  The  March  newsletter  will  contain  infor- 
mation on  how  to  report. 


To  assure  quality  and  consistent  review  by  its  Physician  Re- 
viewers, the  Kansas  Foundation  for  Medical  Care  (KFMC)  rou- 
tinely conducts  Physician  Reviewer  training  workshops  across 
the  state.  The  next  series  of  workshops  has  been  scheduled 
for  March  1988.  The  workshops  will  be  for  all  physicians  who 
are  currently  KFMC  Physician  Reviewers,  as  well  as  those  in- 
terested in  serving  in  that  capacity.  In  conjunction  with 
the  Physician  Reviewer  workshops,  KFMC  will  hold  the  second 
round  of  physician  and  hospital  informational  meetings.  These 
meetings  provide  updated  information  on  the  Peer  Review  Pro- 
gram and  an  opportunity  for  open  discussion  among  Kansas  phy- 
sicians, hospitals  and  the  Peer  Review  Organization. 


Notices  of  the  workshops  and  informational  meetings,  including 
dates,  times,  locations  and  registration  information,  recently 


were  sent  to  all  Kansas  physicians  and  hospitals.  If  you  did 
not  receive  this  information,  please  call  Cherri  Buckley  at  the 
KFMC  office  in  Topeka,  (913)  273-2552. 


NURSING  HOME 
REFORM 


MEDICARE 


STANDARDS  Despite  austere  times  in  the  federal  bureaucracy,  a package 
of  nursing  home  reform  bills  made  its  way  through  the  recent 
1989  budget  process  unscathed.  Congress  passed  and  President 
Reagan  signed  into  law  a nursing  home  quality  reform  bill 
(PLlOO-203)  as  a part  of  the  massive  federal  budget  reconcil- 
iation package.  Most  of  the  new  requirements  are  scheduled 
to  take  effect  on  October  1,  1990,  whether  or  not  federal  reg- 
ulations have  been  issued.  The  areas  of  major  change  include: 

- establishment  of  an  internal  quality  assessment  and 
assurance  committee; 

- comprehensive  assessment  of  residents; 

- preadmission  screening  for  mentally  ill  individuals  (persons 
with  a diagnosis  of  dementia  or  Alzheimer's  disease  are  not 
considered  to  be  mentally  ill); 

- increased  staffing  levels: 

* 24-hour  nursi ng  services  with  a minimum  of  an  RN  on  duty 
8 consecutive  hours/day,  7 days/week.  Waivers  may  be 
granted  to  rural  facilities  where  the  supply  of  RNs  is 
insufficient;  the  waiver  will  not  endanger  the  health 
and  safety  of  the  residents;  and  the  patients'  physicians 
indicate  no  need  for  nursing  and/or  physician  services 
for  a 48-hour  period; 

* All  newly  hired  aides  must  complete  a minimum  of  75 
hours  of  initial  training; 

* Physici an  supervision  and  clinical  records  must  be  main- 
tained on  all  residents  and  include  the  resident 
assessment  preadmission  screening  report  and  the  written 
plan  of  care; 

* Homes  over  100  beds  must  employ  a social  worker; 

- survey  and  certification  requirements  without  prior  notice 
at  least  once  every  15  months; 

- besides  termination  from  the  program,  the  law  establishes 

a range  of  new  intermediate  sanctions  at  the  federal  level, 
including  denial  of  payment  and  civil  monetary  penalty. 

A federal  government  report  last  summer  showed  that  Kansas 
(along  with  other  states)  has  had  difficulty  enforcing  state 
and  federal  standards  and  regulations.  The  newly  passed 
reform  bills  should  help  provide  the  impetus  toward  improve- 
ment in  the  deficient  areas. 


The  haphazard  "pay-as-you-go"  method  of  financing  Medicare  is 
becoming  increasingly  unaffordable  and  should  be  replaced 
with  a fiscally  sound  prefunded  plan,  according  to  the  AMA's 
official  statement  made  in  connection  with  the  Commission  on 
Privatization  of  Medicare  and  Medicaid  hearings.  Social 


Security  Administration  projects  that  the  Medicare  Part  A 
Trust  Fund  reserves  will  be  totally  exhausted  by  2002,  and 
the  program  will  be  about  $1  trillion  in  debt  by  2020  unless 
significant  changes  are  made.  AMA's  plan  incorporates  six 
basic  goals  that  it  believes  are  essential  to  a solid 
Medicare  program.  These  are: 

- access  to  affordable  high-quality  care  for  the  elderly; 

- establishing  a prefunded  program; 

- assuring  comprehensive  protection,  including  catastrophic 
coverage  with  annual  limits  on  out-of-pocket  expenses; 

- an  equitable  means-testing  mechanism  with  income-related 
deductible; 

- private-sector  options  for  benefits  packages  (AMA  proposes 
that  beneficiaries  be  given  vouchers  that  will  enable  them 
to  exercise  their  choice  of  the  source  and  type  of  quali- 
fied coverage); 

- increased  private  savings  (permitting  individuals  to  con- 
tribute to  special  IRAs  that  would  be  used  to  pay  future 
medical-health  costs). 


It's  time  to  start  thinking  about  the  1988  KMS  House  of  Dele- 
gates and  scientific  session.  You  are  urged  to  make  early 
reservations  with  the  Alameda  Plaza  Hotel,  located  adjacent 
to  the  beautiful  Country  Club  Plaza,  Wornall  Road  at  Ward 
Parkway,  Kansas  City,  MO  64112.  Pre-registration  details  will 
be  mailed  March  1;  please  watch  your  mail. 

Component  societies  should  be  identifying  their  delegates  to 
the  1988  House.  Each  component  single-county  society  is 
entitled  to  at  least  one  delegate  and  one  alternate,  plus  an 
additional  delegate/alternate  for  each  20  members  or  major 
fraction  thereof.  Please  note  that  student  and  resident  mem- 
bers should  not  be  counted  for  the  purposes  of  determining 
the  number  of  delegates. 

You  may  introduce  resolutions  for  consideration  by  the  1988 
House  of  Delegates  (deadline  for  receiving  such  resolutions 
at  the  KMS  Executive  Office  is  March  15).  Resolutions  may 
address  any  issue  relevant  to  the  delivery  of  medical  care 
and  may  be  sponsored  by  your  county  society,  delegate  or 
councilor.  The  resolutions  are  debated  and,  if  approved, 
become  KMS  policy.  Resolutions  are  divided  into  two  parts. 

The  first  part  is  the  WHEREAS,  which  introduces  the  reso- 
lution and  provides  background  information.  The  second,  and 
essential,  part  is  the  RESOLVE(S),  which  asks  for  specific 
action  by  the  House. 


The  AMA  1987  Interim  House  of  Delegates  meeting  was  held  De- 
cember 6-9  in  Atlanta,  with  411  Delegates  seated.  The  Del- 
egates considered  a wide  variety  of  issues,  many  of  which 
related  to  the  Medicare  incursion  into  the  physician's  ability 
to  contract  freely  with  a patient  to  provide  medical  ser- 
vices. The  Board  of  Trustees  Report  QQ  contains  an  excellent 
summary  of  physician  compensation  issues  under  Medicare  (a 
copy  may  be  obtained  through  KMS).  Resolution  54  is  indica- 
tive of  the  mood  of  the  House: 


"RESOLVED,  That  the  American  Medical  Association  reaffirm 

to  the  public  the  principle  that  payment  schedules 
adopted  by  third  party  payors  shall  be  construed 
as  schedules  of  benefits  to  their  covered  insureds 
except  in  cases  where  physicians  have  voluntarily 
contracted  with  the  insurers  to  accept  those  bene- 
fits as  payment  in  full  for  services  rendered,  or 
as  required  by  law." 

Pointing  out  the  increasing  use  of  non-physician  providers, 
durable  medical  equipment  and  shift  from  inpatient  to  out- 
patient treatment  (thanks  to  DRGs),  the  House  took  HCFA  to 
task  for  citing  physicians  as  the  single  cause  of  Medicare  I 
cost  overruns,  and  thus  the  reason  for  another  increase  in 
the  Part  B premium. 

Increasing  concern  about  the  accuracy  and  fairness  of  a 
resource-based  relative  value  scale  (RVS)  being  developed  at 
Harvard  also  garnered  much  attention  from  Delegates.  The 
study,  which  is  expected  to  be  released  in  mid-1988,  will 
probably  form  the  basis  for  physician  compensation  under 
Medicare  and  other  government  medical  programs.  The  House  I 
called  on  AMA  to  develop  criteria  by  which  the  study  can  be 
adequately  evaluated  and  recommendations  made  regarding  its 
use.  Experts  anticipate  the  Harvard  RVS  will  also  be  adopted 
by  private  insurers. 

Council  of  Medical  Service  Report  K,  on  the  severe  economic 
problems  for  rural  hospitals,  stated  that  the  inadequate 
Medicare  and  Medicaid  reimbursement  was  responsible  for  the 
hospitals'  plight.  The  report  called  on  Congress  to  make 
available  emergency  funds  to  bail  them  out. 

Professional  liability  continues  to  be  of  critical  importance 
to  medicine,  and  this  topic  generated  much  discussion  at  the 
Interim  Meeting.  Report  RR,  by  the  Special  Task  Force  on 
Professional  Liability  and  Insurance,  described  recent  fed- 
eral activity  in  this  area,  as  well  as  the  recently  developed 
alternatives  to  the  civil  justice  system.  Among  resolutions 
approved  on  this  issue  were:  MICA;  Limitation  of  Contingent 
Lawyers'  Fees;  and  Compilation  of  State  Tort  Reforms  that  Have 
Been  Overturned  by  the  Courts. 

Current  peer  review  organi zation  (PRO)  program  developments  ! 
were  widely  debated.  The  House  took  a number  of  actions  to  seel<i 
redress  of  weaknesses  in  the  program,  asking  the  AMA  to  chal-  \ 

lenge  both  the  PROs  and  HCFA  publicly  and  politically  to  de-  | 

velop  a program  that  honestly  promotes  high  quality  and  the  * 
delivery  of  efficient  medical  care;  take  appropriate  steps  to  ! 

assure  that  the  PRO  statutes,  as  now  written  and  implemented  ' 

through  HCFA  guidelines,  reflect  the  community  standards  for 
high-quality  care;  urge  that  PRO  review  be  extended  to  all  care; 
rendered  in  government-managed  hospitals  and  systems;  work  to  ' 
eliminate  the  bounty  system  in  the  office  of  HHS  Inspector  Gen- | 
eral , which  provides  employees  with  bonuses  based  on  the  number' 
of  sanctions  imposed  and  penalties  recovered;  and  take  appro- 
priate steps  to  assure  that  physicians  have  early  input  in 
the  PRO  complaint  process  and  receive  appropriate  due  process  L 

i 


review  opportunities  prior  to  any  report  being  sent  to  their 
patient  regarding  the  quality  of  care  provided. 


KMS-IPP  STATISTICS 


AUTOPSY  STANDARDS 
ARE  REVISED 


The  House  approved  a Board  of  Trustees  recommendation  to  form 
an  in-house,  for-profit  insurance  agency  subsidiary  to  handle 
the  administration,  brokerage  and  marketing  of  the  AMA' s 
i nsurance  plans. 

Resolution  118  was  adopted,  calling  for  the  development  of 
guidelines  for  the  role  of  the  hospital  medical  director  that 
will  maintain  the  autonomy  of  the  self-governing  medical 
staff  and  encouragement  of  a cooperative  and  effective  rela- 
tionship between  the  medical  staff  and  the  medical  director. 

Addressing  the  AIDS  epidemic,  the  House  filed  the  Council  on 
Ethical  and  Judicial  Affairs  report,  providing  ethical  guide- 
lines to  physicians  on  three  significant  issues  related  to 
AIDS:  (1)  a physician  may  not  ethically  refuse  to  treat  a 
patient  solely  because  the  patient  is  seropositive;  (2)  where 
there  is  no  statute  that  mandates  or  prohibits  the  reporting 
of  seropositive  individuals  to  public  health  authorities,  and 
a physician  knows  that  a seropositive  patient  is  endangering 
a third  party,  the  physician  should  attempt  to  persuade  the 
infected  patient  to  cease;  if  persuasion  fails,  notify  the 
endangered  third  party;  (3)  a physician  who  knows  that  he  or 
she  has  an  infectious  disease  should  not  engage  in  any  activ- 
ity that  creates  a risk  of  transmission  of  the  disease  to 
others . 

The  next  annual  meeting  of  the  AMA  House  will  be  held  June 
26-29  in  Chicago.  If  you  cannot  attend,  let  your  delegation 
know  your  opinions.  You  can  also  prepare  a resolution  and 
ask  that  it  be  submitted  to  the  House.  Delegates  from  Kansas 
are:  Jimmie  A.  Gleason,  M.D.,  Topeka;  Warren  E.  Meyer,  M.D., 
Wichita;  Lew  W.  Purinton,  M.D.,  Wichita;  Alex  Scott,  M.D., 
Junction  City;  Linda  D.  Warren,  M.D.,  Hanover;  and  Kermit  G. 
Wedel,  M.D.,  Minneapolis.  William  J.  Reals,  M.D.,  Wichita, 
represents  the  College  of  American  Pathologists. 


The  KMS-IPP  Statistical  Report  for  the  fourth  quarter  of  1987 
has  been  completed.  Key  statistics  are  as  follows: 

- Total  number  of  inquiries  for  information  about  the  IPP:  28. 

- Total  number  of  referrals  to  the  IPP:  13  (7  from  KSBHA). 

- Total  number  of  physicians  being  monitored  by  the  IPP:  22. 

All  13  referrals  to  the  IPP  were  males  with  an  average  age  of 
51.  Specialty  types  included:  psychiatry  (1),  surgery  (2), 
OB-GYN  (1),  family  practice  (3),  ENT  (1),  gastroenterology  (1), 
resident  (1),  pathology  (1),  and  other  (2).  Reported  problems 
included:  alcohol  abuse  only  (3),  other  drug  abuse  only  (3), 
alcohol  and  drug  abuse  (1),  sexual  misconduct  (1),  physical 
disability  (1),  poor  prescribing  practices  (2),  and  other  psy- 
chiatric (2).  There  were  8 cases  pending  and  3 cases  resolved 
this  quarter. 


Medical  staffs  in  accredited  hospitals  will  soon  be  required 
to  establish  criteria  to  determine  when  autopsies  should  be 


DR.  REALS  APPOINTED 
VICE  CHANCELLOR 


TALKING  TO 
COMATOSE  PATIENTS 


PHYSICIAN-PATIENT 
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performed.  In  December,  the  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  adopted  the  revised  standard,  which 
also  includes  a provision  for  incorporating  autopsy  findings 
into  the  hospital's  quality  assurance  activities.  The  new  stan- 
dard will  become  effective  for  survey  on  January  1,  1989. 

The  Joint  Commission  has  also  shortened  the  time  within  which 
completed  autopsy  protocols  should  be  made  part  of  a deceased 
patient's  medical  record.  The  revised  standard  now  requires 
protocols  to  be  in  the  patient  record  within  60  days  of  the  au- 
topsy, unless  exceptions  for  special  studies  are  established  by 
the  medical  staff.  It  is  anticipated  that  these  revised  stan- 
dards will  increase  not  only  the  number  of  autopsies  but  also 
the  relevance  of  autopsy  findings. 


William  J.  Reals,  M.D.,  Dean  of  the  University  of  Kansas 
School  of  Medicine-Wichita,  has  been  named  vice  chancellor. 
KU  Chancellor  Gene  Budig  called  the  dean  "a  respected  member 
of  the  Wichita  community  who  knows  the  history  and  goals  of 
Sedgwick  County.  He  is  the  perfect  link  for  the  University 
of  Kansas."  Dr.  Reals  has  been  a Wichita  resident  for  more 
than  38  years  and  has  served  as  Dean  of  UKSM-W  for  the  past 
eight  years.  A former  KMS  President,  he  currently  serves  as 
AMA  Delegate  from  the  College  of  American  Pathologists. 


A report  in  January's  Archives  of  Neurology  suggests  that, 
although  comatose  patients  do  not  seem  to  hear  or  respond, 
physicians  should  talk  to  them.  The  authors  state  that  re- 
search indicates  comatose  patients  may  actually  be  able  to 
hear.  And,  they  write,  "not  talking  to  comatose  patients  may 
promote  the  notion  (in  both  patient  and  physician)  that  they 
are  dead  or  nearly  dead;  not  talking  may  become  a self- 
fulfilling  prophecy,  influencing  physicians  to  inappropriately 
withhold  or  withdraw  therapy.  We  should  talk  to  comatose  pa- 
tients because  they  may  hear,  because  some  comatose  patients 
get  better,  and  because  we  are  caring  professionals." 


A professor  and  head  of  family  practice  at  the  University  of 
Iowa  reports  that  the  ratio  of  talking  between  doctors  and 
patients  during  a typical  office  visit  is  approximately  90  to 
10--in  favor  of  the  doctor— and  that  this  imbalance  is  not 
always  a healthy  thing  for  the  patient.  Dr.  Charles  Driscoll 
suggests  that  patients  can  benefit  by  carrying  on  more  of  the 
conversation,  enabling  them  to  learn  more  about  their  condition 
and  avoid  the  miscommunication  that  is  at  the  heart  of  many  medi 
cal  malpractice  suits. 

Dr.  Driscoll  suggests  that  patients  write  down  questions  ahead  o 
time  in  case  they  become  tongue-tied  in  the  presence  of  the 
doctor.  Physicians,  on  the  other  hand,  should  do  less  talking 
and  more  listening  in  order  to  better  understand  the  emotional  a: 
pects  of  a patient's  illness.  He  also  suggests  they  increase 
their  non-verbal  communication.  "Beyond  being  a merely  diagnos- 
tic tool,  touch  by  the  physici an--the  laying  on  of  hands--is  vaT 
able  in  that  it  symbolizes  'cure'  or  at  least  'care,'"  Dr.  Dris- 
coll says. 


Medical  Management  in  Head  Injury 


MARTIN  E.  WEINAND,  M.D.,*  Kansas  City 
Introduction 

Trauma  is  the  leading  cause  of  death  in  the  United 
States  for  persons  between  the  ages  of  1 and  44 
years.  * In  nearly  75%  of  all  trauma-related  fatalities, 
head  injury  contributes  significantly  to  the  outcome 
of  the  patient. 2 Approximately  60,000  patients  with 
severe  head  injury  reach  the  hospital  alive  each  year; 
an  equal  number  of  patients  die  before  receiving 
hospital  care.^ 

The  most  important  area  of  intervention  in  head 
trauma  is  prevention  of  the  initial  injury  itself.  In 
industrialized  countries  this  means  education  of  the 
public,  particularly  with  respect  to  alcohol  con- 
sumption and  driving,  as  well  as  in  the  use  of  safety 
belts  and  motorcycle  helmets.  The  single  factor  most 
commonly  associated  with  trauma  is  ingestion  of 
alcohol, which  is  generally  deemed  responsible  for 
more  than  50%  of  all  fatal  motor-vehicular  injuries. 
In  addition,  serious  injury  is  six  times  more  likely 
for  persons  not  wearing  safety  belts. ^ Following  the 
institution  of  compulsory  use  of  safety  belts  in  Aus- 
tralia, car  occupants  involved  in  motor-vehicular 
accidents  experienced  50%  less  brain  damage  and 
40%  fewer  fatalities.^  In  the  United  States,  there 
has  been  a three-  to  nine-fold  increase  in  motorcycle 
head  injury  and  a 40%  increase  in  the  mortality  rate 
since  the  repeal  of  helmet-use  laws.’ 

Among  those  severely  head-injured  patients  who 
reach  the  hospital  alive,  approximately  75%  have 
some  degree  of  reversible  injury.^  Medical  therapy 
of  the  head-injured  patient  is  thus  directed  at  estab- 
lishing the  optimum  physiologic  environment  for 
the  reversal  of  neuronal  injury  and  the  prevention 
of  secondary  brain  damage. 

*Division  of  Neurosurgery,  Department  of  Surgery,  KUMC- 
KC.  Address  correspondence  and  reprint  requests  to  Dr.  Wein- 
and  at  Department  of  Surgery,  Section  of  Neurological  Surgery, 
College  of  Health  Sciences  and  Hospital,  39th  & Rainbow 
Blvd.,  Kansas  City,  KS  66103. 

Presented  at  the  nineteenth  annual  respiratory  care  sympo- 
sium, “Massive  Trauma  and  Life  Support,”  sponsored  by 
KUMC,  Overland  Park,  KS,  March  5,  1987. 

Superscript  numbers  in  boldface  type  refer  to  notes  appearing 
at  the  end  of  this  article.  A complete  list  of  references  is  avail- 
able from  the  author  at  the  address  above. 


Pre-Hospital  Care 

Care  of  the  severely  head-injured  patient  begins  at 
the  scene  of  the  accident.  Events  which  occur  im- 
mediately after  the  injury  and  during  the  first  few 
hours  of  hospitalization  are  major  determinants  of 
the  patient’s  ultimate  outcome.*  To  prevent  serious 
exacerbation  of  the  brain  injury  already  incurred,  it 
is  essential  to  ensure  that:  (1)  a secured  airway  is 
established  — either  the  patient’s  own,  if  adequate, 
or  an  artificial  airway;  (2)  adequate  ventilation  is 
provided;  and  (3)  the  circulatory  system  is  ade- 
quately supported  to  provide  optimum  perfusion  to 
the  brain  and  the  periphery.  Hypoxia,  hypercapnia, 
and  hypotension  must  each  be  promptly  corrected 
when  present.  These  measures  reduce  the  incidence 
of  intracranial  hypertension,  the  single  most  com- 
mon cause  of  death  for  head-injured  patients  reach- 
ing the  hospital  alive.*  Hypotonic  intravenous  so- 
lutions such  as  5%  dextrose  in  water  must  be  avoided, 
as  they  promote  an  osmotic  gradient  between  the 
intravascular  compartment  and  the  brain  interstitial 
space  which  favors  the  development  of  traumatic 
cerebral  edema.  Balanced  salt  solutions  such  as  Lac- 
tated  Ringers  and  blood  products  are  preferred  for 
fluid  resuscitation  purposes.  Any  patient  with  a se- 
vere head  injury  should  be  cared  for  with  the  as- 
sumption that,  until  proven  otherwise  by  appropriate 
clinical  examination  and  radiographic  evaluation  at 
the  receiving  medical  center,  an  unstable  injury  may 
exist  at  any  point  along  the  spinal  column.  This 
requires  the  initial  placement  of  a cervical  collar 
and  the  use  of  a spine  board  for  immobilization  at 
the  scene  and  during  transport  of  the  patient. 

Pathophysiology  of  Raised  Intracranial 
Pressure  in  Head  Injury 

The  initial  increase  in  intracranial  pressure  after  head 
injury  is  due  to  a loss  of  cerebral-vascular  autoreg- 
ulation.^ Vascular  engorgement  occurs,  resulting  in 
“luxury  perfusion’’  to  the  injured  brain.  The  cause 
of  the  loss  of  cerebral- vascular  autoregulation  is  not 
well  understood.  It  may  be  a result  of  the  release 
of  vasoactive  agents  from  injured  brain  tissue  or 
injury  to  vasomotor  regions  in  the  midbrain. 
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The  rise  in  intracranial  pressure  approximately 
24  hours  or  more  after  injury  is  due  to  brain  edemaT  " 
Cerebral  edema  due  to  trauma  is  of  two  primary 
types.  Cytotoxic  brain  edema  results  from  the  de- 
pletion of  glucose  and  oxygen  stores  in  regions  of 
impaired  cerebral  circulation.  The  neuronal  cell 
membrane  Na+/K+  pump  fails,  intracellular  sodium 
and  water  increase,  and  neuronal  cell  damage  or 
death  occurs.  Vasogenic  brain  edema  results  from 
a breakdown  in  the  blood-brain  barrier  with  the  re- 
sultant extravasation  of  sodium,  water,  and  protein 
molecules  into  the  extracellular  space.  As  a result 
of  both  intracellular  and  extracellular  swelling,  in- 
tracranial pressure  is  increased. 

Medical  Management  of  Head  Injury 

The  prompt  correction  of  early  insults  to  the  brain, 
and  the  control  of  factors  which  lead  to  elevations 
in  intracranial  pressure  are  at  the  center  of  medical 
management  of  the  head-injured  patient.  In  order 
to  provide  adequate  venous  drainage,  the  head  is 
elevated  at  30  degrees  in  a neutral  plane  with  the 
body.*  Constricting  articles,  such  as  endotracheal 
tube  tape  around  the  neck,  are  inspected  to  insure 
that  no  compromise  of  venous  return  will  result. 

Adequate  cerebral  oxygenation  is  a high  priority. 
If  necessary  to  control  ventilation,  the  patient  is 
intubated  and  sedated  or  chemically  paralyzed,  de- 
pending upon  the  degree  of  agitation  present.  This 
allows  a good  CT  scan  to  be  obtained  and  reduces 
the  influence  of  emotional  upset,  agitation  and  en- 
vironmental stimulation  in  raising  intracranial  pres- 
sure. Mechanical  ventilation  is  instituted  to  ensure 
that  arterial  oxygenation  is  maintained  at  a mini- 
mum of  80  mm  Hg  with  the  least  FiOa  necessary. 
Minimizing  Fi02  avoids  the  complication  of  wash- 
ing out  alveolar  nitrogen  molecules,  which  are  es- 
sential in  promoting  the  expansion  of  the  alveoli 
and  in  the  prevention  of  pulmonary  atelectasis.  Hy- 
perventilation to  a PaC02  of  between  25  and  30  mm 
Hg  is  begun  to  promote  moderate  cerebral-vascular 
constriction  and  to  reduce  the  hydrostatic  forces 
which  tend  to  increase  intracranial  pressure.  Cere- 
bral blood  volume  is  thereby  reduced  and  cerebral 
perfusion  pressure  (mean  arterial  blood  pressure  mi- 
nus intracranial  pressure)  is  increased." 

Systemic  arterial  pressure  is  continuously  moni- 
tored. It  has  been  shown  that  hypertension  in  the 
presence  of  cerebral-vasomotor  paralysis  and  im- 
paired autoregulation  results  in  increased  cerebral 
edema  and  intracranial  pressure.*^  In  general,  a sys- 
tolic blood  pressure  greater  than  30%  above  normal 
should  be  treated. When  the  systolic  arterial  pres- 
sure consistently  exceeds  150  to  160  mm  Hg  the 


patient  is  sedated.  If  additional  medical  therapy  is 
required,  adrenergic  blocking  agents  such  as  meth- 
yldopa  combined  with  chlorothiazide  (Aldomet)  or 
propranolol  (Inderal)  are  begun.  It  is  important  to 
avoid  the  use  of  hydralazine  and  sodium  nitroprus- 
side,  as  they  increase  cerebral  blood  flow  and  in- 
tracranial pressure,*^  which  could  lead  to  deterio- 
ration in  the  patient’s  neurological  status. 

Hypertonic  solutions  act  by  creating  an  osmotic 
gradient  between  the  cerebral  extravascular  and  in- 
travascular spaces.  Serum  osmolality  is  closely 
monitored  and  maintained  above  normal  but  below 
a maximum  threshold  value  of  approximately  310 
to  320  mOsm/liter.  Rarely  do  circumstances  require 
the  serum  osmolality  to  be  increased  further. 

Intracranial  pressure  can  be  effectively  reduced 
by  the  osmotic  agent  mannitol,  in  doses  of  1 gm 
per  kilogram  initially  and  maintenance  doses  of  0.25 
to  1.0  gm  per  kilogram  every  4 to  6 hours.  The 
beneficial  effects  of  mannitol  in  head-injured  pa- 
tients include  the  removal  of  water  from  normal 
brain  tissue,*  an  improvement  in  brain  tissue  com- 
pliance,*^ a decrease  in  cerebrospinal  fluid  produc- 
tion,*^ an  increase  in  cerebral  blood  flow,^"^  and  a 
decrease  in  blood  viscosity.*’  The  osmotic  diuresis 
induced  by  mannitol  can  exacerbate  the  effects  of 
hypovolemia  or  blood  loss  unless  fluid  replacement 
is  initiated,  usually  with  a balanced  salt  solution 
such  as  5%  dextrose  in  one-half  normal  saline  or 
blood  products  as  needed.  When  serum  osmolality 
levels  in  excess  of  310  mOsm/liter  are  obtained, 
mannitol  can  begin  to  accumulate  in  the  cerebro- 
spinal fluid. *"*  This  effect  is  possibly  due  to  the  abil- 
ity of  mannitol  to  reversibly  open  the  blood-brain 
barrier  which  eliminates  the  osmotic  gradient  and 
thus  the  therapeutic  benefit  of  the  drug.*'* 

Furosemide  is  used  as  a non-osmotic  diuretic  in 
the  treatment  of  severe  head  injury.  It  has  the  ad- 
vantage of  decreasing  intracranial  pressure  without 
an  initial  rise  which  is  sometimes  encountered  with 
mannitol.**  Furosemide  reduces  cerebral  edema  in 
areas  of  both  the  normal  and  the  disrupted  blood- 
brain  barrier.*^  Like  mannitol,  it  reduces  cerebro- 
spinal fluid  formation.’**  Furosemide  is  occasionally 
combined  with  mannitol  to  further  reduce  intra- 
cranial pressure,  or  with  albumin  to  decrease  intra- 
cranial pressure  without  an  alteration  in  the  hema- 
tocrit.’*” 

Glucocorticoids  are  most  beneficial  in  the  treat- 
ment of  vasogenic  edema  due  to  brain  tumors.  These 
agents  have  shown  no  consistent  effectiveness  in 
the  treatment  of  intracranial  pressure  elevations  or 
outcome  in  patients  with  head  injury.’*  ’'*”  Steroid 
administration  to  severely  head-injured  patients  has 
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been  associated  with  systemic  complications,  in- 
cluding gastrointestinal  hemorrhage  and  an  in- 
creased rate  of  infection.*’^^’^^  Although  a substantial 
proportion  of  head-injured  patients  continue  to  re- 
ceive steroids,  they  are  currently  not  recommended 
for  this  purpose. 

Barbiturate  coma  is  applied  in  head-injury  pa- 
tients with  intracranial  pressure  elevations  which  are 
refractory  to  standard  therapy.  The  rationale  behind 
this  use  of  barbiturates  is  the  fact  that  these  agents 
reduce  cerebral  blood  flow  and  cerebral  metabo- 
lism.* In  spite  of  its  effectiveness  in  reducing  ele- 
vated intracranial  pressure,  barbiturate  coma  has  not 
been  shown  to  produce  an  improvement  in  outcome 
in  severely  head-injured  patients^*  and  has  had  no 
appreciable  effect  on  mortality  rates  or  long-term 
morbidity  in  patients  with  severe  head  injury. Bar- 
biturate coma  continues  to  be  applied  in  a highly 
selective  fashion  to  reduce  intracranial  pressure  el- 
evations which  persist  despite  maximal  medical 
therapy. 

Injury  to  brain  parenchyma  causes  a release  of 
tissue  thromboplastin,  which  in  turn  activates  the 
extrinsic  clotting  pathway.  Diffuse  intravascular  clot 
lysis  ensues,  which  completes  the  clinical  syndrome 
of  disseminated  intravascular  coagulation  and  fi- 
brinolysis (DICF)  due  to  head  injury.  DICF  con- 
tributes significantly  to  intraoperative  bleeding^®  and 
delayed  and  recurrent  intracranial  hematomas. Co- 
agulation studies  drawn  within  24  hours  of  severe 
head  injury  have  been  shown  to  be  abnormal  in  56 
to  64%  of  patients. The  complete  clinical  syn- 
drome, as  diagnosed  by  laboratory  criteria,  includes 
extended  PT  and  APTT  values,  decreased  fibrino- 
gen level,  elevated  fibrin  split  products,  and  de- 
creased platelet  count.  The  extended  PT  and  APTT 
values  are  corrected  with  fresh-frozen  plasma.  Fi- 
brinogen values  below  approximately  150  mg/dl 
generally  require  cryoprecipitate  for  adequate  treat- 
ment. It  has  been  recommended  that  platelet  packs 
should  be  given  to  treat  head-injured  patients  with 
a platelet  count  less  than  100,000  per  cubic  milli- 
meter.^^ 

The  risk  of  post-traumatic  epilepsy  is  related  to 
the  severity  and  location  of  the  underlying  paren- 
chymal brain  injury. A failure  of  cerebral  perfu- 
sion can  occur  when  seizure  activity  is  superim- 
posed on  the  injured  brain.*  Patients  at  significant 
risk  for  early  post-traumatic  epilepsy  include  those 
harboring  an  intracranial  hematoma  (epidural,  sub- 
dural, intracerebral),  frontal  and  parietal  depressed 
skull  fractures,  brain  injuries  with  focal  neurological 
signs  or  post-traumatic  amnesia  longer  than  24  hours, 
and  combat  missile  wounds. Prophylaxis  in  pa- 


tients at  risk  or  for  those  who  have  already  expe- 
rienced an  early  seizure  generally  consists  of  phen- 
ytoin  1.0  gm  as  a loading  dose,  followed  by  300 
mg  per  day  or  as  needed  to  maintain  therapeutic 
serum  levels  of  10  to  20  micrograms  per  milliliter. 
The  dose  for  children  is  10  mg/kg  initially,  followed 
by  a maintenance  dose  of  approximately  5 mg/kg* 
per  day. 

Conclusions 

Severe  head  injury  is  a significant  cause  of  death 
and  disability  in  the  United  States,  particularly  in 
the  young  adult  population.  Early  attention  at  the 
scene  of  the  accident  to  potentially  deleterious  in- 
sults such  as  hypoxemia,  hypercapnia  and  hypoten- 
sion are  particularly  important  in  the  prevention  of 
early  neurologic  deterioration.  Subsequently,  med- 
ical therapy  designed  to  limit  the  extent  of  intra- 
cranial pressure  elevation,  including  sedation  and 
pharmacologic  paralysis,  hyperventilation,  dehy- 
dration therapy,  control  of  systemic  arterial  pressure 
elevations,  correction  of  coagulation  and  fibrino- 
lytic disorders,  and  control  of  seizure  activity  are 
important  for  the  recovery  of  the  injured  brain. 
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Two  Double  Translocation  Families 
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Abstract 

Two  UNRELATED  FAMILIES  were  referred  for  genetic 
counseling  and  determined  to  have  double  balanced 
translocations.  The  proband  in  family  no.  I has  a 
46,XX,t(5;l l)(pl3. 1;pl5)  chromosome  comple- 
ment. Her  mother  and  maternal  grandmother  have 
the  same  translocation.  Her  maternal  grandfather 
and  uncle  have  a balanced  Robertsonian  translo- 
cation [t(13;14)(pll;qll)].  A first  cousin  and  an- 
other uncle  have  both  balanced  translocations: 
[t(5;ll)(pl3.1;pl5),t(13;14)(pll;qll)].  The  pro- 
band in  family  no.  II  has  a 46,XY,t(4;9)(pI6;q22) 
chromosome  complement,  as  does  his  mother.  The 
proband’s  father  and  sister  were  found  to  have  a 
different  balanced  reciprocal  translocation  [t(2;10) 
(ql5;ql  1)].  These  two  double  translocation  families 
are  presented  and  their  theoretical  reproductive  risks 
are  discussed. 

Key  Words:  Translocations/Risks/Double  Translo- 
cations/Balanced Translocations 

The  incidence  of  balanced  chromosome  transloca- 
tions in  both  parents  is  very  rare.  Reported  cases 
include  DeGrouchy  et  al.  (1972),^  Simoni  et  al. 
(1980),^  Hansen  et  al.  (1983)^  and  Dallapiccola  et 
al.  (1983).'*  In  this  paper,  we  report  two  separate 
families  in  which  both  parents  had  a different  bal- 
anced translocation. 

Case  Reports 

Family  no.  /.  An  11-month-old  girl  (III-2  in  Table 
I)  was  referred  for  genetic  counseling  and  chro- 
mosome analysis  because  of  hypotonia  and  devel- 
opmental delay.  G-banding  revealed  this  chromo- 
some complement:  46,XX,t(5;l  l)(pl3. 1;pl5). 
Parental  studies  revealed  that  the  t(5;ll)  was  of 
maternal  origin.  Cytogenetic  studies  on  the  grand- 
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parents  revealed  that  the  grandmother  (1-2)  had  the 
same  balanced  reciprocal  translocation  [t(5;l  1)]  and 
that  the  grandfather  (I-l)  had  a balanced  Robert- 
sonian translocation  [t(13;14)(pll;qll)]. 

Chromosome  studies  were  pursued  on  other  fam- 
ily members.  The  grandparents  of  the  proband  had 
five  children,  including  the  previously  described 
daughter  and  four  sons.  The  daughter  (II-2)  reported 
a history  of  one  miscarriage.  There  was  no  history 
of  miscarriage  or  abnormal  births  in  the  remaining 
family  members.  One  son  (II-3)  was  chromosomally 
normal,  one  of  the  sons  (II-6)  had  the  same  trans- 
location as  his  father  [46,XY,t(13;14)(pll;qll)], 
and  another  son  (II-4)  had  both  parental  trans- 
locations (46,XY,t(5;ll)(pl3.1;pl5)t(13;14)- 
(pll;qll)].  The  remaining  son  (II-5)  refused  to  be 
studied.  The  son  with  the  t(13p;14q)  was  single  and 
had  no  children.  The  son  with  the  double  balanced 
translocations  had  one  daughter  who  likewise  has 
both  balanced  translocations.  This  son  reports  years 
of  attempting  to  conceive  another  pregnancy  with- 
out success.  Semen  analysis  revealed  a normal  sperm 
density  but  borderline  sperm  motility  and  a high 
percentage  of  abnormally  formed  spermatozoa.  Fig- 
ure 1 is  a partial  karyotype  which  represents  the  two 
translocations  in  this  family. 

Family  no.  II.  A 40-year-old  (gravida  3,  para  1, 
spontaneous  abortion  1)  female  was  referred  for  ge- 
netic counseling  and  prenatal  diagnosis  at  16  weeks 
gestation  because  of  advanced  maternal  age.  The 
family  history  was  negative  for  birth  defects  and/or 
mental  retardation.  She  was  not  on  contraceptives. 
She  had  had  only  one  known  miscarriage.  Two  to 
three  times  per  year  her  menses  would  be  late  by 
about  two  weeks.  This  may  have  indicated  early 
losses  before  pregnancies  were  clinically  apparent. 
Amniocentesis  was  performed  and  revealed  a 
46,XY,t(4;9)(pl6;q22)  fetal  chromosome  comple- 
ment. Blood  was  obtained  from  both  parents  to  de- 
termine if  either  parent  was  a balanced  translocation 
carrier.  The  mother  (1-2  in  Table  II)  was  observed 
to  have  the  same  balanced  reciprocal  translocation 
as  the  fetus  (II-3)  [t(4;9)(pl6;q22)].  Cytogenetic 
analysis  of  the  father  (I-l)  revealed  a different  bal- 
anced reciprocal  translocation  [46,XY,t(2;10)- 
(ql5;qll)].  Chromosome  studies  on  their  14-year- 
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TABLE  I 


I 


II 


III 


H t(5,Il)(pI3.I;pI5) 
E]  t(I3,I4)(pII;qII) 


The  family  pedigree,  illustrating  the  patterns  of  the  5;  11  and  13;14  balanced  translocations. 


+ 1-2  ^\I-1 

NORMAL 

NORMAL 

t(13;14) 

(pll;qll) 

-14 

-13 

- 13 

+ (pll;qll) 

- 14 

+ (pll;qll) 

N 

B 

UL 

UL 

UL 

UV 

t(5;ll)(pl3.1;15) 

B 

B 

UL 

UL 

UL 

UV 

-5  + der(5)  + (5;ll) 
(pl3.1;pl5) 

UV 

UV 

UL 

UL 

UL 

UV 

-ll+der(ll)  + (5;ll) 
(pl3.1;pl5) 

UV 

UV 

UL 

UL 

UL 

UV 

N = Normal  B = Balanced  UL  = Unbalanced  Lethal  UV  = Unbalanced  Viable  or  Possible  Viable 


Gamete  possibilities  in  mating  I-l ,2  with  the  t(13;14)(pll;qll)  and  t(5;l  1 )(pl3 .1  ;pl5)  balanced  translocations,  respectively . 


I 


II 


TABLE  II 


t(4;9)(pl6;q22) 


t(2; 10) (ql5:ql 1) 


The  family  pedigree,  illustrating  the  patterns  of  the  2;10  and  4;9  balanced  translocations. 


NORMAL 

NORMAL 

t(2;10) 

(ql5;qll) 

— 2 + der(2) 
t(2;10)(ql5;qll) 

— 10  + der(10) 
t(2;10)(ql5;qll) 

N 

B 

UL 

UL 

t(4;9)(pl6;q22) 

B 

B 

UL 

UL 

-4  + der(4)t(4;9)(pl6;q22) 

UL 

UL 

UL 

UL 

-9  + der(9)t(4;9)(pl6;q22) 

UV 

UV 

UL 

UL 

N = Normal  B = Balanced  UL  = Unbalanced  Lethal  UV  = Unbalanced  Viable  or  Possible  Viable 


Gamete  possibilities  in  mating  Tl,2  with  the  t(2;10)(ql5;ql  1)  and  t(4;9)(pl6;22)  balanced  translocations,  respectively. 
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Figure  1 . Partial  karyotype  illustrating  the  two 
translocations  in  Family  no.  /. 


old  daughter  (II-2)  revealed  the  same  reciprocal 
translocation  as  her  father  [t(2;10)(ql4;ql  1)].  Other 
family  members  have  not  agreed  to  be  studied.  Fig- 
ure 2 is  a partial  karyotype  which  represents  the  two 
translocations  in  this  family. 

Discussion 

Marriage  between  two  individuals  each  of  whom 
has  a balanced  translocation  appears  to  be  a rare 
event,  with  few  cases  having  been  reported  [De- 
Grouchy  et  al.  (1972),  Simoni  et  al.  (1980),  Hansen 
et  al.  (1983)  and  Dallapiccola  et  al.  (1983)]. 

In  the  families  we  studied,  no  unbalanced  kary- 
otypes were  discovered.  The  theoretical  reproduc- 
tive risks  for  couple  (1-1,2)  in  Family  I are  shown 
in  Table  I.  The  calculated  risks  of  this  couple  having 
a phenotypically  and  genotypically  abnormal  child 
or  recurrent  miscarriages  is  five  out  of  six.  Although 
no  increased  clinically  recognizable  fetal  wastage 
was  reported  in  our  families,  it  is  possible  that  un- 
recognized miscarriages  may  have  occurred  because 
several  of  the  zygote  possibilities  mentioned  are 
nonviable  or  incompatible  with  prolonged  embryo- 
logical  development.  Furthermore,  it  should  be  noted 
that  two  of  this  couple’s  children  have  had  spon- 
taneous abortions,  and  these  could  represent  chro- 
mosome abnormalities,  although  these  were  not 
studied  cytogenetically. 

The  theoretical  reproductive  risks  for  the  couple 
described  in  Family  II  are  shown  in  Table  II.  The 
calculated  possibilities  for  this  couple  to  have  a phe- 
notypically normal  child  with  a normal  or  balanced 
genotype  is  one  out  of  four. 

When  a balanced  or  unbalanced  chromosome 
translocation  is  identified  in  a family,  a common 
recommendation  among  geneticists  is  to  select  one 


Figure  2 . Partial  karyotype  representing  the  two 
translocations  in  Family  no.  2. 


parent  for  a chromosome  study.  If  the  translocation 
is  present  in  that  parent,  the  other  parent  is  not 
studied.  Although  this  is  a sound  recommendation 
for  economic  reasons,  in  most  situations  double 
translocation  families  will  not  be  ascertained  using 
this  approach.  In  these  apparently  rare  families,  “at- 
risk’  ’ family  members  would  not  be  ascertained  and 
appropriately  counseled. 
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Balloon  Dilatation  Therapy  for 
Calcific  Aortic  Stenosis  in  the  Elderly 
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Introduction 

Percutaneous  transluminal  balloon  dilatation  has 
been  a recognized  form  of  therapy  for  both  coronary 
artery  and  peripheral  artery  stenoses.  In  addition, 
this  technique  has  been  successfully  applied  to  pa- 
tients with  coarctation  of  the  aorta,’  pulmonary  valve 
stenosis,^  congenital  aortic  valve  stenosis^  and  mi- 
tral stenosis.'’  More  recently,  balloon  valvuloplasty 
has  been  performed  in  symptomatic  adult  patients 
with  calcific  aortic  stenosis. This  study  reviewed 
our  initial  experience  in  eight  elderly  patients  with 
severe  calcific  aortic  stenosis  and  congestive  heart 
failure. 

Methods 

Informed  consent  was  obtained  from  all  eight  pa- 
tients, according  to  the  investigational  valvuloplasty 
research  protocol  under  the  auspices  of  the  insti- 
tutional review  board  at  St.  Francis  Regional  Med- 
ical Center,  Wichita.  Patients  received  pre-medi- 
cation with  either  oral  diazepam  or  intravenous 
Versed  and  also  received  3,000-10,000  units  of 
heparin  intra-arterially  at  the  beginning  of  the  pro- 
cedure. Right  heart  catheterization  via  the  femoral 
vein  approach  was  employed,  and  a Swan-Ganz 
thermodilution  catheter  was  placed  in  the  pulmonary 
artery,  where  wedge  and  pulmonary  artery  pressures 
were  recorded.  Retrograde  left  heart  catheterization 
via  the  femoral  artery  approach  was  employed,  and 
an  8F  USCI  pigtail  or  8F  Cordis  Multipurpose  cath- 
eter was  placed  in  the  aorta  and  then  in  the  left 
ventricle,  with  guide  wire  assistance.  Thermodilu- 
tion cardiac  outputs  were  performed  before  and  after 
dilatation,  in  conjunction  with  pressure  measure- 
ments. For  continuous  arterial  monitoring  during  the 
procedure,  an  independent  arterial  line  was  placed 
in  the  brachial  artery  or  the  contralateral  femoral 
artery.  The  second  arterial  line  facilitated  simulta- 
neous aortic-left  ventricular  pressure  measurements 
(Figure  1).  For  this  procedure,  9F  balloon  dilatation 
catheters  (Mansfield),  3-8  cm  in  length  and  18-20 
mm  in  diameter,  were  used  (Figure  2).  Inflation 
times  varied  according  to  the  hemodynamic  re- 
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Figure  1.  Case  #5. 

A.  P re -valvuloplasty  gradient  (75  mmHg) 

B.  Post-valvuloplasty  gradient  (6  mmHg) 

sponse  observed  and  the  clinical  status  of  the  pa- 
tient. The  longest  sustained  inflation  equaled  150 
seconds  (Figure  3).  At  the  conclusion  of  the  pro- 
cedure, aortic  root  angiograms  or  Doppler  ultra- 
sound studies  were  performed  to  assess  the  presence 
or  absence  of  aortic  regurgitation.  The  modified 
Gorlin  formula  was  used  to  calculate  the  aortic  valve 
area. 

Results 

Between  January  1987  and  February  1987,  eight 
patients  (four  males  and  four  females)  with  a mean 
age  of  84  years  (range:  74—94)  underwent  aortic 
valve  valvuloplasty.  All  patients  had  documented 
severe  calcific  aortic  stenosis  with  trivial  or  absent 
aortic  regurgitation.  All  eight  patients  manifested 
dyspnea,  had  clinical  evidence  of  congestive  heart 
failure  and  were  NYHA  Class  IV. 

An  average  of  three  to  four  inflations  were  per- 
formed per  procedure.  No  patient  lost  consciousness 
during  the  inflations,  nor  did  any  embolic  events 
occur.  Despite  systemic  heparinization  and  large- 
bore  catheters,  minimal  blood  loss  occurred,  al- 
though prolonged  manual  pressure  at  the  groin 
puncture  site  was  common. 

Following  successful  valvuloplasty,  clinical  im- 
provement was  seen  within  the  first  24  hours.  Par- 
ticularly, the  sensation  of  resting  dyspnea  dimin- 
ished. Two  patients  (Case  # 1 and  Case  #6)  did  not 
achieve  an  improved  clinical  status  following  the 
procedure,  and  neither  patient  obtained  a significant 
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Figure  2.  Case  #5. 

Indentation  of  the  balloon  catheter 
corresponding  to  the 
narrowed  aortic  valve. 


Figure  3.  Case  #5. 
Indentation  resolved  after 
successful  valvuloplasty. 


reduction  in  his  aortic  valve  gradient.  The  lack  of 
improvement  in  these  two  cases  was  felt  to  be  tech- 
nical in  origin.  In  Case  #1,  an  18  mm  balloon  was 
employed,  and  this  balloon  was  considered  too  small, 
given  the  patient’s  large  body  surface  area  and  pre- 
sumed larger- than-normal  aortic  region.  The  failure 
in  Case  #6  may  have  been  secondary  to  an  ex- 
tremely rigid  valve,  since  two  side-by-side  balloons 
were  inflated  simultaneously  without  an  appreciable 
reduction  in  the  aortic  valve  gradient. 

Prior  to  balloon  valvuloplasty,  the  mean  aortic 
valve  area  for  this  group  of  patients  equaled  0.54 
cm^,  consistent  with  critical  aortic  stenosis;  follow- 
ing the  procedure,  the  valve  area  increased  to  0.80 
cm^  (p  value  0.05).  Thus,  a 48%  increase  in  the 
aortic  valve  orifice  occurred.  Despite  an  increase  in 
orifice  area,  no  appreciable  change  in  cardiac  output 
occurred  (p  value  NS).  The  aortic  valve  gradient 
decreased  an  average  of  51%.  The  mean  pre- 
valvuloplasty gradient  equaled  67 . 8 mm  of  mercury 
and  post- valvuloplasty  equaled  33.0  mm  of  mer- 
cury. This  was  considered  statistically  significant 
(p  value  .001)  (Table  1). 

Discussion 

The  first  adult  aortic  valvuloplasty  was  performed 
on  January  3,  1987  in  Kansas.  Six  of  the  first  eight 
cases  performed  have  been  successful,  providing 


TABLE  1 

AORTIC  VALVULOPLASTY 


Gradient  Valve  Area 

(mmHg)  (cm}) 


Patient 

Age 

Pre 

Post 

Pre 

Post 

#1  F.S. 

76 

75 

61 

0.81 

0.97 

#2  H.S. 

90 

63 

34 

0.53 

0.79 

#3  C.M. 

80 

59 

45 

0.49 

0.65 

#4  l.W. 

94 

71 

22 

0.39 

0.50 

#5  A.T. 

74 

75 

6 

0.71 

1.29 

#6  R.P. 

80 

88 

61 

0.55 

0.73 

#7  L.C. 

89 

46 

15 

0.44 

0.64 

#8  D.M. 

87 

65 

33 

0.44 

0.47 

symptomatic  relief  for  elderly  patients  with  predom- 
inant aortic  stenosis.  At  the  present,  aortic  valvu- 
loplasty is  being  considered  in  patients  for  whom 
valve  surgery  would  have  substantial  risk  {i.e.,  the 
elderly  and  those  with  co-existing  severe  medical 
illness,  such  as  COPD,  malignancies,  etc.),  or  in 
patients  who  refuse  aortic  valve  surgery.  Since  a 
reduction,  but  not  a normalization,  of  the  valve  gra- 
dient occurs,  the  procedure  is  considered  palliative; 
however,  in  patients  with  critical  aortic  stenosis,  a 
moderate  reduction  in  the  aortic  valve  gradient,  and 
thus  an  increase  in  the  aortic  valve  area,  may  afford 
substantial  relief  from  clinical  symptoms  and,  longer 
term,  improvement  in  left  ventricular  function.’ 
Furthermore,  complications  such  as  embolization, 
bleeding  from  puncture  sites,  and  life-threatening 
arrhythmias  appear  to  be  acceptably  low,  approxi- 
mating 5%.  With  an  advancing  elderly  population, 
particularly  in  Kansas,  it  is  anticipated  that  an  ever- 
increasing  number  of  patients  may  ultimately  ben- 
efit from  such  an  approach. 
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N onder  hooFs 

Dif  ult  Fo  im. 

If  your  eyes  worked  like  Michael’s  ears — this  is 
what  you’d  see. 

Because  Michael  has  epilepsy.  But  you  might 
not  have  noticed  the  symptoms  of  unexplained 
daydreaming,  brief  spells  of  confusion,  momentary 
blackouts,  sudden  falls,  muscle  spasms,  or  rapid 
blinking. 

The  Epilepsy  Center  at  St.  Francis  Regional 
Medical  Center  is  designed  to  help  control  Mike’s 
epilepsy.  We  combine  every  resource  available  to  the 
largest  medical  center  in  Kansas  for  a unique, 
comprehensive  program. 

To  refer  a patient  or  for  more  information  call 
the  Epilepsy  Center  at  (316)  268-8500  or  toll  free 
1-800-362-0070  Ext.  8500. 

St.  Francis  Regional  Medical  Center,  929  N. 

St.  Francis,  Wichita,  Kansas  67214 

Comprehensive  Diagnosis,  Treatment  And  Control. 

Epilepsy^^ Center 


St.  Francis  Regional  Medical  Center 


Dx:  recurrent  labialis 


-iS  EAST  wr. 


“rfERPECINT  }#my  treatment  of  choice  for 
perioral  herpes.”  GP.  NY 


L 


PECIN-L  appears  to  actually  prevent  the 
. . used  soon  enough.”  DDS,  MN 


HERPECiN-L®.  . . a conservative  approach 
with  Jovtf  rlsk/hlgh  benefits.”  MD,  FL 

“Used  at  prodromal  sympf  ms  . . . blisters 
never  formed  . . . rerriarkt-T  ; DH,  MA 

“(In  clinical  trials) . . . raTp-  was  dramatic. 
HERPECSNT  . .proven  rat  ttvperlor.”  DDS,  PA 


“All  patients  c.lairnso  duration  . . . at 

prodromal  svTOpion:<s  . . HERPECIN-L 

averted  the  attaoke.  ’ MD,  AK 


HeRpecin-o: 


OTC.  Ser.  P.O.R.  inE'iTalion.  For  samples  to  make 
your  own  clinical  evaluauon,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  B12-M0,  FDR  STATION.  NEW  YORK,  N Y. 
10150 


>^1 


In  Kansas  HERPEClN-L  is  availabltT  ;tI  all  Osco. 


PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  Al 6}c I2x 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS 
AT  COMPETITIVE  PRICES. 


• RELIABLE  COURIER  SERVICE 

• FAST  TURN-AROUND  TIMES 

• 24-HOUR-A-DAY  PATHOLOGIST  CONSULTATION 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE 

• AN  EVER-EXPANDING  TEST  MENU 


HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • KS  WATS  800-332-0053 
YOUR  TOTAL  RESOURCE  LABORATORY 
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When  you  need  special 
help  from  Blue  Cross  and 
Blue  Shield  of  Kansas... 


we're  os  close  os 
your  phone! 

Just  use  our  Hot  Line 
number  1-800-432-0587  for  questions  about: 


■ Policies  and  claim  procedures 

■ Claims  problems  not  resolved  by 
regular  correspondence 


■ Government  Program  policies 

■ Professional  Relations  matters  that 
need  a staff  member’s  help 


Remember.  . . 


Calls  on  the  “HOT  LINE’’  cannot  be 
transferred  to  a specific  person 
because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number: 

TOPEKA  OFFICE  - 1-913-232-1000 
WICHITA  OFFICE  - 1-316-269-3674 
DODGE  CITY  OFFICE  - 
1-316-225-0884 

and  ask  for  the  person  by  name. 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 


ond  don't  forget . . . 


When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations  Representative 
who  is  ready  to  help.  Call  for  your 
Blue  Cross  and  Blue  Shield 
representative  by  name  or  leave  your 
rep  a message. 


Blue  Cross  and  Blue  Shield 

ol  Kansas 

1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Classified  advertisements  are  $5/line  for  KMS  members;  $7. 50/line  for  non-members;  5-line  minimum.  Payment  must  accompany  copy. 
Deadline  is  20th  of  the  month  preceding  month  of  publication.  Box  numbers  are  available  at  no  charge.  All  advertisements  are  accepted 
subject  to  approval  by  the  Editorial  Board. 


MEDICAL  DOCTOR:  Are  you  looking  for  a career  path  that 
offers  personal  and  professional  achievement?  Landmark  Med- 
ical Center,  Kansas  City,  MO,  is  ready  for  you.  Our  support 
system  is  in  place  to  assist  you  in  patient  care.  We  offer  com- 
petitive salary  and  benefits,  busy  practice  to  include  private 
patient  care  and  industrial  medicine,  multi-specialty  clinic  con- 
cept. Let  us  visit  with  you  about  our  medical  center  and  your 
future.  We  would  like  for  you  to  be  a part  of  our  growth.  Call 
collect  or  send  CV  to  James  W.  Hall,  M.D.,  Medical  Director, 
Landmark  Medical  Center,  8800  NW  112th  St.,  Kansas  City, 
MO  64153;  816-464-2333. 


FRISCO,  COLORADO.  Luxury  2-BR  or  3-BR  condos  sleep 
6 or  8.  Ski  Copper,  Keystone,  Breckenridge,  Vail.  Rec.  center 
with  pool,  hot  tub,  exercise  room.  Units  have  TV,  stereo,  in- 
dividual Jacuzzis.  Conference  center  for  up  to  100  people.  Plan 
your  next  ski  conference,  summer  meeting,  family  reunion  or 
family  vacation  in  Colorado.  W.  R.  Markel,  M.D.,  13624  S. 
124th  St.,  Broomfield,  CO  80020,  or  call  Jean,  303-466-7486 
or  Jan,  303-694-0026. 


FAMILY  PRACTITIONER,  BC/BE,  needed  to  join  with 
young  board-certified  physician  in  solo  practice.  The  practice 
is  extremely  busy  and  growing,  and  located  in  a brand-new 
clinic  building.  Lucrative  guaranteed  salary  and  other  incen- 
tives. For  more  information,  contact:  Rex  Kolste,  M.D.,  310 
E.  College  Dr.,  Colby,  KS  67701;  phone  (913)  462-7565. 


THE  DOCTOR’S  BUILDING  and  Norton  County  Hospital, 
located  in  Norton,  Kansas,  are  cooperatively  seeking  the  ser- 
vices of  a Family  Practice  physician  and  a General  Surgeon.  If 
you  are  interested  in  a rural  practice  this  is  an  excellent  op- 
portunity to  join  an  established  group  of  3 Family  Practice 
physicians.  We  are  prepared  to  discuss  levels  of  income,  pay- 
ment of  malpractice  premiums,  relocation  expenses,  etc.  If  in- 
terested contact  Roger  L.  Hartman,  M.D.,  Chief  of  Medical 


Staff,  at  913-877-3305;  or  Richard  Miller,  Administrator,  Nor- 
ton County  Hospital,  at  913-877-3351. 


ENT,  GENERAL  INTERNIST  & FAMILY  PRACTICE 
needed  for  two-hospital,  historic  river  town  of  20,000.  Drawing 
area  of  approximately  60,000  with  new  19,000  acre  recreational 
lake.  Unlimited  potential.  Contact  Carol  Murphy,  Physician 
Recruitment,  623  Broadway,  Hannibal,  MO  63401  or  call  314- 
221-3107. 


EXCELLENT  OPPORTUNITY  for  Dermatologist,  Pedia- 
trician, Oncologist,  Pathologist,  Otorhinolaryngologist,  Psy- 
chiatrist, Endocrinologist,  Orthopedist,  Generali  Family  Prac- 
titioner in  Los  Angeles  suburb  to  join  90  member  multi-specialty 
medical  group.  Large  fee-for-service  and  prepaid  practice,  no 
Medi-Cal.  Excellent  compensation  program  based  on  guarantee 
plus  incentive,  profit  sharing  and  pension  plan.  Group  provides 
health,  dental,  life  and  malpractice.  Partnership  in  real  estate 
and  medical  corporation  available.  Send  CV  to  Ron  McDaniel, 
Assistant  Administrator,  Mullikin  Medical  Center,  17821  S. 
Pioneer  Blvd.,  Artesia,  CA  90701. 


EXCELLENT  OPPORTUNITY  for  Board  Certified  General 
Surgeon  to  join  expanding  90  Physician  multi-specialty  medical 
center,  in  Los  Angeles  and  Orange  counties.  An  exceptional 
base  salary  and  incentive  plan.  Benefits  include  malpractice 
insurance,  group  health  and  life  insurance.  Please  send  CV  to 
Box  #1-1287. 


EXCELLENT  OPPORTUNITY  for  Experienced  Neurologist 
to  join  expanding  90  Physician  multi-specialty  medical  center, 
in  Los  Angeles  and  Orange  counties,  with  existing  Neurological 
practice.  An  exceptional  base  salary  and  incentive  plan.  Benefits 
include  malpractice  insurance.  Please  send  CV  to  Box  #2-1287. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

IMPAIRED  PHYSICIANS  PROGRAM 

(913)  235-2383 

Toll-free  in  Kansas:  (800)  332-0156 
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SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 

' MSgt  Bostedo  913-491  -8640 
MSgt  Berger  405-232-5957 
Collect  or 

1-800-423-USAF  Toll  Free 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  tine,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

tifjia 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  00212,  (913)  381-4222 


Care  Services,  P.A. 


Definitive  Care 
fior  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


PRACTICE  AVAILABLE 

Will  introduce  and  fu 

rnish 

completely  eq 

uipped  office  to  start, 

with  three 

months  free  rent. 

PURCHASE 

SALE 

EQUIPMENT 

RETAIL 

AGE 

PRICE 

Ritter  Autoclave 

$ 3,200 

3 yr. 

$1,500 

Kodak  DT-60 

$ 6,250 

Chemistry  Machine 

Kodak  DTE 

$ 1,575 

2 yr. 

$7,000 

Kodak  Disc 

$ 2,900 

Burdick  EK-4 

$ 250 

E 1 ect  roca  rd  i og  ra  p h 

Machine 

Vitalograph  Model  #20 

$ 700 

6 yr. 

$ 300 

Technicare  Ultrasound 

$14,000 

4 yr. 

$7,000 

with  Camera 

Colposcope  Frigitonics 

$ 2,655 

$1,200 

NO  Fiberoptic 

$ 2,900 

3yr. 

$1,500 

Proctosigmoidoscope 

60  cm. 

Bililight,  Portable 

$ 3,500 

3yr. 

$1,500 

Equipment 

50%  off  List 

Practice 

Free 

Call  3 

16/624-4601 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal-  | 
ley  proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  14  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 
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See  the  improvement  in  the  first  week' 


• Sleep  improvement  In  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone^ 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


Vomiting  I Nausea  I Headache  I Anorexia  I Constipation 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar^ 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

Limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

LimUtrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JP,  etal  Psychopharmacology  61 :2M-225,  Mar  22,  1979  2.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley,  NJ 


Limbitrol'"  (w 

ITanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summory  of  which  follows; 
Indications:  Relief  of  moderofe  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction. 

Warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  obout  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  ovoided  because  of  increased  risk  of  congenitol  malformations  as  suggested 
in  several  studies.  Cansider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychologicol  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
ot  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  In  patients  with  a history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  Impaired  renal  or  hepatic  function  Because  ot  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guanethidine  or  similar  aniihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimelidine  (Tagamet),  clinically  significant  effects  hove  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs. 
Concomitant  use  ot  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive.  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essential  treatment.  See  Warnings  lor  precautions  about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  recommended  In  children  under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associoted  with  either  component  alone: 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating.  Less  Irequenlly  occurring 


reactions  include  vivid  dreams.  Impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomanio  and 
increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extro- 
pyromidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ot  urinary 
tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  ot  face  and  tongue,  pruntus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Goslrointeslinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
block  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels,  and  syndrome 
of  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  loss,  increosed  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosaqe:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I.V,  administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  lor 
manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  seventy  ond  patient  response  Reduce  fa  smallest  effective 
dosage  when  sotlstoctory  response  is  obtained  Larger  portion  ot  daily  dose  may  be  token  at  bedtime 
Single  h.s.  dose  moy  suffice  far  some  patients.  Lower  dosages  ore  recommended  lor  the  elderly 
Limbitrol  DS  (double  strength)  Toblets,  initial  dosage  ol  three  or  lour  tablets  doily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  fa  two  tablets  doily  as  requited  Limbitrol  Tablets,  iniliol  dosoge 
ol  three  or  lour  tablets  doily  in  divided  doses,  far  patients  who  do  not  falerole  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  while,  lilm  coaled,  each  conloining  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets  blue,  lilm  coaled,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  ol  100  and  500,  Tel-E-Dose"  packages  ol  100,  Prescription  Paks  ot  50 
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The  rewards  of  Limbitrol 
lbu!re  both  smiling  again! 


See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner-62%  of  totah 
four-week  improvement  J 

achieved  in  the  first  week  with  ff/ 
Limbitrol  versus  44%  with  ami- 
triptylineJ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydroci 


tablet  contains  10  mg  chlordiazepoxide  and 
ig  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy  ‘ 

□ It’s  safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

nits  acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 

For  patients  who  can’t  or  won’t  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  semm  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 
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References:  1.  Data  on  file.  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA.  Acchiardo  SR.  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety.  Pharmacotherapy  1980;4(6):392-397. 
3.  Skoutakis  VA.  Carter  CA.  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intell  CHrt  Pharm 
1987:21:436-440. 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  Intake  of  potas- 
sium IS  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  Is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checkecTperiodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.o.,  spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

aatients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
/ARNINGS 

Hyperkalemia  (See  OVERDOSAGE), 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tabiets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dssolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  it  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Inlormation  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K,  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretoiy  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  tnat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an  | 
increased  serum  potassium  concentration  (6. 5-8,0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  aduit  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of  * 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— BOO  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit 

12  Bottles  - 100  tablets  each NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


DIst.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev.  8/87) 

CIBA  128-3568-A 


ExraCTTOJR 

NEXT  PATIENT  ON 
INDEME  LATO... 

(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 
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Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotcs  patient 

compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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INDERAL  LA 

(PROPRANOLOL  HCI)  S:™ 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


60  mg  80  mg  120  mg  160  mg 
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INDERALLA 

IPROPIWNOLOL  HCII  


LONG  ACTING 
CAPSULES 
60.80.120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  tor  a comparable  divided  daiiy  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daiiy  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  iNDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine;  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INt^S)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAO  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  faiiure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasnn  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranoiol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  ot 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reset 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  adder 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  biocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardia 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  8 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  ol 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol.  | 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  witfl 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasinc 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animaU 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  botf  | 
rats  and  mice,  empioying  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in  { 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc  1 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  anima  j 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  uset  i 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  ' 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  shouid  be  exercised  wher 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarel] 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension  | 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type  I 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude , 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  am 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreaitii 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  am  1 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura.  I 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  am  j 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin  1 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associatei  | 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in ; I 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAI I 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  i: ! 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL  i 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary ! 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval.  1 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  U 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  ono 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  ii 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  fo 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  severa 

ANGINA  PECTORIS -Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  dail) 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  i: 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosagi 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  m{ 
per  day  have  not  been  estabiished. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradualiy  over  a period  of  a few  weeks  (sei 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  dail) 
The  usual  effective  dose  range  is  160-240  mg  once  daiiy.  The  dosage  may  be  increased  gradualiy  ti 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  si: 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  b 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily.  | 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  ti 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsuies  is  a registered  trademark  of  Ayerst  Laboratories.  i 
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Cover  Story 

Kansas  was  still  a territory  when  the  durability 
of  intent  of  its  settlers  made  its  appearance  in  the 
establishment  of  county  lines.  This,  of  course,  re- 
quired an  administrative  center.  The  county  seat 
might  be  chosen  amicably,  but  squabbles  between 
contending  communities,  anticipating  economic  and 
business  advantages,  frequently  stimulated  the  civic 
spirits. 

In  Chase  County,  the  529  inhabitants  of  Cotton- 
wood Falls  won  the  day  in  1860  and,  since  the 
county  seat  would  need  to  offer  a place  to  sit,  the 
county  courthouse  was  a first  priority.  If  this  struc- 
ture, both  in  history  and  in  fact,  would  become  a 
matter  of  pride  for  the  county,  circumstances  re- 
quired a modest  beginning,  realized  in  this  case  in 
the  form  of  a log  cabin  obtained  for  $175.  By  1872, 
civic  maturity  led  to  the  construction  of  the  existing 
building  — Kansas’  oldest  courthouse  still  in  use. 
The  estimated  cost  of  $40,000  was  exceeded  by 
$2,600  — a modest  cost  overrun  by  current  stan- 
dards. 

In  retrospect,  it  wasn’t  a bad  deal.  It  was  the 
town’s  business  and  social  center:  courtroom  and 
chambers  (the  former  doubling  as  a ballroom),  li- 
brary, sheriff’s  office  and  quarters,  jails  (one  for 
each  sex)  — and  topped  off  (in  1886)  with  a bell 
tower  housing  a 500-pound  bronze  bell  which  an- 
nounced court  sessions,  fires  and  tornadoes.  A clock 
in  the  cupola  is  presumed  to  have  kept  the  citizens 
on  time.  In  keeping  with  the  universal  courthouse 
custom,  war  mementos  have  graced  the  lawn  as 
history  has  required. 

As  Chase  County  has  grown,  added  functions 
have  required  a game  of  administrative  musical 
chairs,  producing  changes  through  the  years.  It  has 
grown  no  more,  however,  than  the  pride  Chase 
Countians  take  in  their  oldest  living  inhabitant.  In 
1971,  it  was  placed  on  the  National  Register  of 
Historic  Places.  The  bell  was  replaced  with  a dif- 
ferent fire  alarm  system  after  a fire  in  1966  (started, 
ironically,  by  a short  in  a Christmas  star  adorning 
the  cupola).  But  the  courthouse  lives  on,  strong  as 
the  Chase  County  limestone  it  is  made  of. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  olTohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ' 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ragile  Quorum 


As  ONE  who  never  met  a highway  interchange  he 
liked,  we  are  accustomed  to  winding  up  some  place 
other  than  our  original  destination.  In  this  case, 
however,  it  was  not  a geographic  effort  but  a jour- 
nalistic project  that  reached  an  unexpected  conclu- 
sion. 

It  all  started  when  we  fell  to  wondering  about  the 
involvement  of  younger  physicians  in  the  affairs  of 
Kansas  medicine  as  determined  by  the  activities  of 
the  Kansas  Medical  Society.  This  led  to  checking 
the  makeup  of  the  attendance  at  the  1987  annual 
meeting,  which  sidetracked  us  to  a different  con- 
sideration: the  representation  of  the  membership  in 
the  actions  of  the  House  of  Delegates. 

At  this  point,  we’ll  excuse  the  statistics  purists 
to  return  to  whatever  they  do  in  the  spring.  We 
make  no  claim  for  the  elegance  of  our  calculations, 
but  they  are  closer  than  anyone  else  has  come  up 
with,  as  far  as  we  know.  First,  some  basics.  The 
membership  of  the  organization  totals  3,457.  The 
business  of  the  Society  is  conducted  by  the  officers 
and  staff,  the  Executive  Committee,  the  Council 
and,  at  the  annual  meeting,  the  House  of  Delegates 
(representing  the  individual  component  medical  so- 
cieties and  various  ancillary  groups  such  as  the  spe- 
cialty societies).  In  practice,  each  member  of  these 
groups  is  allowed  one  vote  with  the  following  result: 
officers,  18;  councilors,  19  (one  for  each  district); 
past  presidents,  one  each;  specialty  societies,  one 
each  (for  a total  of  19);  resident  and  student  orga- 
nizations of  the  state  schools,  one  for  each;  and, 
foremost,  the  elected  delegates,  for  a total  of  169. 
This  plan  produces  a total  of  248  possible  voters. 
There  may  be  some  duplication,  since  a specialty 
representative  may  be  an  officer  or  councilor,  or  an 
elected  delegate  may  be  a past  president,  and  so  on, 
but  however  many  hats  an  individual  wears,  that 
individual  gets  only  one  vote. 

So  much  for  the  nitty.  Now  for  the  gritty.  Of  the 
169  elected  delegates,  only  70%  were  present  and 
voting  (including  alternates).  In  fact,  13  of  the  local 
societies  were  without  representation.  True,  these 


tended  to  be  the  smaller  ones  (where  delegates  might 
find  it  more  difficult  to  get  coverage),  but  often  the 
largest  were  not  fully  represented.  We  found  this 
disquieting,  so  we  decided  to  extend  the  effort  to 
include  the  entire  House,  presuming  this  might  im- 
prove the  picture.  With  correction  of  the  overlaps 
and  duplications,  however,  it  seems  that  out  of  the 
248  total,  only  61%  were  present  to  conduct  the 
Society’s  official  business. 

Well,  the  question  follows:  why?  Or  even,  in  the 
minds  of  some,  is  there  any  problem?  It  can  be 
dismissed  as  the  well  known  inertia  that  afflicts  the 
democratic  process,  especially  in  a public  where  the 
voting  franchise  has  come  too  easily  (except,  of 
course,  for  women  and  the  minorities).  It  may  be 
the  fact  that  in  organizations  of  relatively  small 
number  (as  is  the  KMS  compared  with  many  com- 
parable organizations),  such  effects  are  more  ap- 
parent than  in  the  more  populous  groups.  It  may  be 
an  expression  of  the  “anti”  mentality  which  reg- 
isters disapproval  of  the  group  or  its  efforts  by  ab- 
senting itself.  It  may  be  that  the  system  needs  reex- 
amination or  that  the  delegates  need  more  compelling 
indoctrination  (though  it  is  difficult  to  think  of  any- 
thing more  compelling  than  the  issues  of  the  day). 
Or  maybe  it  suits  everyone  just  fine. 

This  is  not  intended  to  point  the  finger  at  any 
individual  or  group,  since  this  would  be  justified 
only  after  a critical  examination  of  the  reasons  for 
the  absences.  It  is,  however,  intended  to  be  a re- 
minder that  delegates  and  alternates  should  be  se- 
lected with  care.  It  is  a reminder  that  the  provision 
for  alternates  is  to  assure  full  representation,  that 
delegates  accept  the  responsibility  of  assuring  that 
an  alternate  will  take  his  or  her  place,  and  that  the 
alternate  should  accept  the  responsibility  appropri- 
ately. And  it  is  a reminder  that  where  there  are 
duplications,  a different  delegate  will  assure  the 
group  of  greater  voice. 

It  does  recall  that  in  the  democratic  process,  each 
voice,  however  obscure,  can  make  a difference. 
Isn’t  that  what  it  is  all  about?  — D.E.G. 
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the  US. 


government  established  the 
Federal  Radio  Commission. 


sound  was  added  to  the  movies 

and  United  Missouri 
Bank  opened  its 
Financial  Counseling  Division. 


United  Missouri  Bank  announced  Financial  Counseling 
Services  in  ’28.  It  didn’t  make  national  headlines.  It  did 
make  a difference. 

Since  then,  United  Missouri  has  helped  hundreds  of 
individuals  and  their  attorneys  construct  estate  plans. 

The  bank  attributes  its  success  to  personal  service. 
United  Missouri’s  experts  meet  privately  with  customer. 
They  get  to  know  the  customer’s  needs.  So,  the  customer 
gets  a highly  individualized  estate  plan. 

Over  the  years,  it  has  made  a difference  with  its  cus- 
tomers’ estate  plans,  retirement  plans,  trusts,  investments 
and  much  more. 

Tbday,  United  Missouri  Bank  still  makes  a difference. 
It  can  make  a difference  for  you.  Tb  ask  about  Financial 
Counseling  Services,  call  United  Missouri’s  Craig  Huntley 
at  556-7737.  And,  pick  the  proven  performer. 

lb 

UNITED  MISSOURI  BANKS 

Members  FDIC 

RO.  Box  419226,  Kansas  City,  Missouri  64141-6226 


Author 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  V4  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprliit  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAEATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^'^ 


Declining  gastric  secretion  and  age’ 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  Hj  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions-an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


ARAFATE 

sucralfate/Marion 


Please  see  adjoining  fiage  lor  relerona''.  and  Imel  summai\  nf  (iii'suilmKi  inlnmi.iiicn 
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Then  thousands.. 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.The  lower  immunogenicity  of  Humulin  has  bei 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 

Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DMA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 


Hunuilin 

human  insulin 
[recombinant  DNA  origin] 

For  your  insuiln-using  patients 


Humulin  L Humulin  N 


Humulin  B 
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Eli  Lilly  and  Company 
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MEDICAL  PROFESSIONAL  LIABILITY  INSURANCE  * " 


Only  Doctors  Know 
What  Doctors  Are  Going  Through 

These  Days. 


Let’s  face  it.  Times  are  tough  for  both 
doctors  and  medical  liability  insurance 
companies.  Rates  are  up.  Again.  Doc- 
tors just  like  you  are  wondering  how 
to  handle  rate  increases  and  keep  their 
doors  open. 

The  tort  reform  has  been  repealed. 
More  changes  are  imminent.  Medical 
Defense  Insurance  Company  is  con- 
tinuing to  stay  in  the  marketplace  for 
Kansas  doctors. 

MDI  was  formed  by  doctors  to  serve 
only  doctors.  Since  1983,  it  has  been 


our  goal  to  offer  superior  career  pro- 
tection at  competitive  rates.  MDI  has 
a reputation  for  protecting  YOUR 
reputation  with  aggressive  defense  of 
unmerited  claims. 

At  MDI,  we  know  what  you’re  going 
through.  We  would  like  a chance  to 
put  that  knowledge  to  work  for  you. 

Call  us  toll  free  1-800-325-9154  if  we 
may  be  of  help  in  these  ever  changing 
times. 

Medical  Defense  Insurance  Company. 


IVIedical  Defense 
^ Insurance  Company 

for  information  and  rates,  contact; 
Woodsmall  Risk  Services 
Five  Crown  Center 
p Kansas  City,  Missouri  64108 
<T  816-421-7788 


I 


Health  Insurance  versus  Private  Practice 


Private  practice,  in  which  a patient  can  see  the 
physician  or  specialist  of  his  choice  without  the 
encumbrance  of  direction  from  his  health  care  in- 
surance plan,  is  nearly  a thing  of  the  past.  The 
reason  is  that,  though  available,  the  cost  of  such 
insurance  is  too  high  for  most  persons  to  accept. 
Certainly,  it  is  too  high  for  most  employers  to  ac- 
cept. 

In  the  past,  employee  benefit  groups  negotiating 
arrangements  with  their  employers  sought  “first- 
dollar  coverage,”  so  the  employee  would  have  no 
out-of-pocket  expense.  Such  coverage  was  the 
standard.  Insurance  allowed  the  employee  full  free- 
dom, but  the  cost  of  such  insurance  became  so  high 
that  employers  and  employee  groups  agreed  that 
something  must  be  done.  Joseph  A.  Califano,  Jr. 
recently  predicted,  “America’s  health  care  has  be- 
come America’s  biggest  business.  ...  At  the  pace 
we  are  going,  each  man,  woman  and  child  in  Amer- 
ica will  have  a $2,660  health  care  bill  in  1990  — 
2Vi  times  their  1980  share.”  A wide  variety  of 
solutions  have  been  suggested  and  tried.  All  of  these 
solutions  compromise  the  definition  of  private  prac- 
tice as  identified  in  the  first  part  of  this  article. 

In  1987,  the  State  of  Kansas,  through  its  em- 
ployee health  insurance  plan,  tried  to  deal  with  the 
cost  of  health  insurance.  State  employees  and  their 
physicians  have  not  been  happy  with  the  solutions 
offered  by  the  state.  This  year,  an  advisory  panel 
will  study  the  problem  and  make  recommendations 
for  changes  in  the  plan.  Input  will  be  sought  in  open 
meetings.  The  goal  will  be  to  make  everyone  happy, 
a problematic  prospect  at  best. 

The  crux  of  the  issue  is  that  quality  health  care 
needs  to  be  delivered  at  an  affordable  price.  The 
variables  in  “quality  health  care”  and  “affordable 
price”  allow  great  difference  of  opinion  and  vari- 
ability in  the  solutions  proposed.  I have  observed 
that  employees  are  most  upset  about  the  loss  of 
freedom  of  choice;  physicians  are  frustrated  by  pa- 
tients not  accepting  the  cost-containment  solutions 
offered  by  the  new  plans;  and  regulators  are  be- 
sieged with  complaints.  The  only  winner  has  been 
the  State  of  Kansas,  which  has  successfully  con- 
tained its  costs  for  at  least  one  year. 


The  balanced  approach  to  managed  care  is  dif- 
ficult to  attain.  Certainly,  employers  need  to  run 
profitable  businesses;  employees  should  have  as 
much  free  choice  as  possible;  and  undue  financial 
burden  should  be  avoided  for  physicians.  Patients 
will  need  to  be  restrained  from  total  freedom  of 
choice  because  unnecessary  testing  and  procedures 
will  break  the  system.  Physicians  and  institutions 
need  adequate  compensation,  and  certain  providers 
who  are  inefficient  or  have  problems  of  quality  will 
necessarily  need  to  be  excluded. 

The  simple  solution  of  accepting  any  cost  in  the 
name  of  health  care  is  the  one  that  employers,  gov- 
ernments, and  patients  have  chosen  not  to  accept. 
The  solution  most  commonly  offered  now  is  man- 
aged care.  To  make  managed  care  work,  both  phy- 
sicians and  patients  need  to  be  more  understanding 
and  cooperative.  Patients  need  to  be  re-educated 
about  the  use  of  the  health  care  system,  and  phy- 
sicians need  to  prove  that  they  provide  quality  care, 
at  a reasonable  cost. 
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A SPECIAL  CONFIDENCE 


At  Marsh  & McLennan,  we  view  our  ciients  in  the  same  way  you,  as  a 
medical  professional,  view  your  patients.  Each  deserves  the  care 
and  attention  that  brings  a special  feeling  of  confidence.  When 
our  clients  retain  us,  they  rest  assured  their  homes,  auto- 
mobiles, fine  arts  and  valuable  possessions  are  properly 
protected. 

Marsh  & McLennan  clients  have  the  support  and 
counsel  of  the  nation’s  top  insurance  and  risk 
professionals.  It  is  our  sole  purpose  to  help 
provide  sound  advice  regarding  your  par- 
ticular  needs,  design  a custom  tailored  insur- 
ance program  of  asset  protection,  and  remain  in  close  touch  to  see 
that  as  your  needs  change,  your  program  is  kept  current. 

The  majority  of  our  clients  are  individuals  with  substantial  assets  who  require 
a “risk  management”  approach  for  protecting  their  assets.  This  risk  management  strategy  identifies  the 


best  method  to  protect  our  clients’  assets  from  the  risk  of  financial  loss. 

There’s  a good  feeling  working  with  people  who  understand  and  care 
about  your  very  particular  needs  and  concerns.  Let  us  show  you  how 
Marsh  & McLennan  can  provide  that  special  confidence.  Call  or  write 
Larry  Maiorano  or  Eric  Johnson,  Marsh  & McLennan,  Incorporated, 

127  West  10th  Street,  Kansas  City,  MO  64105  (816-221-4422). 

THE  MARSH  & McLENNAN  PERSONAL  RISK 
MANAGEMENT  PROGRAM  WAS  REVIEWED  1 

AND  APPROVED  BY  YOUR  ASSOCIATION, 

THE  KANSAS  MEDICAL  SOCIETY. 


Marsh  & 


Mciennan 


Retain  the  Best,  Marsh  & McLennan  Personal  Client  Services 


Informal  Consultations 

WAYNE  T.  STRATTON,  J.D.,*  Topeka 


One  of  the  hallmarks  of  a profession  is  the  will- 
ingness of  its  members  to  exchange  information  and 
advice  with  colleagues.  If  a physician  does  this,  and 
an  injury  results,  is  the  physician  liable? 

The  imposition  of  liability  upon  a non-treating 
consulting  physician  will  hinge  on  the  existence  of 
a physician-patient  relationship  between  the  non- 
treating physician  and  the  patient.  Since  Kansas 
courts  have  yet  to  address  this  issue,  it  is  necessary 
to  consult  decisions  from  other  jurisdictions. 

When  a physician  is  called  in  on  a case  by  the 
patient’s  family  or  treating  physician,  the  existence 
of  a physician-patient  relationship  usually  depends 
on  whether  the  consulting  physician  undertakes  to 
examine,  diagnose  or  treat  the  patient.  The  courts 
have  been  reluctant  to  impose  liability  on  a physi- 
cian who  renders  a medical  opinion  in  response  to 
a hypothetical  or  generic  medical  situation.  For  ex- 
ample, the  Alabama  Supreme  Court  concluded  that 
the  non-treating  consulting  physician’s  affirmation 
of  the  treating  physician’s  diagnosis  and  treatment 
was  not  sufficient  to  create  a physician-patient  re- 
lationship and  thus,  the  defendant  did  not  have  any 
duty  of  care  towards  the  plaintiff.  The  defendant 
offered  his  medical  opinion  during  the  course  of  a 
telephone  conversation  with  the  treating  physician 
regarding  another  matter.  The  treating  physician  did 
not  disclose  the  name  of  the  plaintiff,  but  merely 
presented  a generic  description  of  the  patient’s  in- 
jury, diagnosis  and  treatment.  In  response,  the  de- 
fendant indicated  that  the  treatment  was  proper  and 
should  be  continued. 

The  Alabama  court  reasoned  that  the  actions  of 
the  defendant  did  not  constitute  a knowing  accep- 
tance of  the  plaintiff  as  a patient,  and  thus  no  duty 
of  care  was  established.  The  defendant  did  not  see 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


or  examine  the  patient,  nor  did  he  review  her  med- 
ical records.  Furthermore,  there  was  no  evidence 
indicating  that  the  plaintiff  knowingly  sought  the 
medical  attention  or  assistance  of  the  defendant.  He 
was  not  requested  to  serve  as  a consultant  in  the 
treatment  of  plaintiff,  by  either  her  treating  physi- 
cian or  her  family.  Accordingly,  the  court  con- 
cluded that  a physician-patient  relationship  did  not 
exist  and  granted  defendant’s  motion  for  summary 
judgment.  The  mere  discussion  between  profes- 
sional people  of  hypothetical  situations  cannot  be 
viewed  as  a basis  for  liability. 

In  a somewhat  similar  case,  the  plaintiff  brought 
a medical  malpractice  suit  in  a California  court, 
alleging  that  the  defendant  served  as  a consultant 
with  the  treating  physician  and  that  he  negligently 
recommended  surgery  which  was  in  fact  unneces- 

(Continued  on  page  80.) 
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Some  doctors  would  rather  spend 
a weekend  feeling  like  Chuck  Yeager  than 
acting  like  Fuzzy,  Arnie  and  Jack. 


They’re  physicians  in  the  Air  National  Guard. 

Civilian  doctors  who  trade  their  golf  carts  for  jet  aircraft  one  weekend  a month. 
Qualify,  and  you’ll  serve  two  days  a month  and  15  days  a year.  You’ll  ride 
shotgun  on  simulated  combat  missions.  Treat  pilots  for  acute  hypoxia.  And 
discover  how  it  feels  to  make  a house  call  at  45,000  ft. 

Find  out  more.  Call  collect  J12_,  mw— m.* B LLJ= 

(913)  862-0465.  All  N3II0113I  bU3TOi 

Americans  at  their  best. 


Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired 
colleague,  yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your 
area.  All  information  and  identities  will  be  held  in  strictest  confidence.  This  program  is  an 
advocacy  program  with  emphasis  on  identification  and  treatment  of  impaired  individuals  with  the 
least  disruption  in  their  daily  lives. 

Laurie  Stuewe,  R.N.,  Nurse  Coordinator 
1-800-332-0156 
913-235-2383 


Elizabeth  Alexander,  M.D., 

Wichita  316-261-2607 

316-261-2622 

Larry  R.  Anderson,  M.D., 

Wellington  316-326-3301 

Norman  W.  Berkley,  M.D. 

Seneca  913-336-2128 

John  A.  Billingsley,  Jr.,  M.D., 

Olathe  913-755-3151 

Ext.  711 

L.  Theil  Bloom,  M.D., 

Pratt  316-672-9300 

John  P.  Brockhouse,  M.D., 

Emporia 316-343-2900 

David  H.  Clark,  M.D., 

Salina 913-825-8221 

Victor  M.  Eddy,  M.D., 

Hays  913-625-2551 

Modesto  Gometz,  M.D., 

Pittsburg  316-231-2490 

Richard  A.  Gruendel,  M.D., 

Kansas  City  913-281-5252 

Herman  W.  Hiesterman,  M.D., 

Quinter 913-754-3333 

Victor  H.  Hildyard  II,  M.D., 

Colby  913-462-3332 

Robert  R.  Laing,  M.D., 

Kansas  City  913-371-4301 


Robert  D.  Parman,  M.D., 

Topeka  913-232-8224 

Eugene  W.  J.  Pearce,  M.D., 

Shawnee  Mission  913-722-3102 

Michael  J.  Randles,  M.D., 

Wichita 316-265-2924 

Ivan  E.  Rhodes,  M.D., 

Wichita 316-685-9289 

Timothy  M.  Scanlan,  M.D., 

Wichita 316-689-4850 

Clifton  C.  Schopf,  M.D., 

Wichita  316-945-0142 

Alex  Scott,  M.D., 

Junction  City  913-238-2518 

Richard  Siemens,  M.D., 

Lyons  316-257-5124 

Max  E.  Teare,  M.D., 

Garden  City  316-276-7689 

George  R.  Tiller,  M.D., 

Wichita 316-684-5255 

Don  R.  Tillotson,  M.D., 

Ulysses  316-356-1261 

Donald  R.  Tucker,  M.D., 

Lawrence  913-232-4566 

Virginia  L.  Tucker,  M.D., 

Topeka  913-296-1205 

Wayne  O.  Wallace,  Jr.,  M.D., 

Atchison 913-367-7300 


David  A.  Leitch,  M.D., 

Garnett  913-448-5421 

I Frank  C.  Lyons,  Jr.,  M.D., 

I Manhattan  913-539-7641 

i Coimie  M.  Marsh,  M.D., 

Halstead  316-835-3435 

James  I.  Morgan,  M.D., 

Wichita  316-522-2266 


Nancy  Jane  Welsh,  M.D., 

Topeka  913-272-3111 

Ext.  533 

Donald  L.  Wikoff,  M.D., 

Great  Bend  316-792-7353 

James  W.  Wilson,  M.D., 

Coffeyville  316-251-5210 

Jackie  Burnett,  R.N., 

Halstead,  Auxiliary 316-835-2920 
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Chemically  Dependent  Physicians: 

Colleagues  Now  Pay  for  Looking  the  Other  Way* 


JONATHAN  KALSTROM 

Silence  is  golden.  Or  at  least  that’s  the  way  it 
used  to  be. 

In  a precedent-setting  action  taken  by  the  Min- 
nesota Board  of  Medical  Examiners  (MBME)  on 
July  29,  1987,  three  Minneapolis  physicians  were 
fined  for  failure  to  report  a fourth  member  of  their 
group  practice  for  his  cocaine  abuse.  Their  silence 
was  found  to  be  in  violation  of  the  1985  Minnesota 
mandatory  reporting  section  of  the  Medical  Prac- 
tices Act. 

The  fines  against  the  three  colleagues,  which  the 
MBME  calls  civil  penalties,  totalled  $13,500.  Wil- 
liam Sawyer  Eisenstadt,  M.D. , senior  partner  in  the 
allergy-specialist  practice  and  father  of  the  alleged 
drug-abusing  physician,  was  fined  $7,500.  The  two 
other  physicians  reprimanded  by  the  MBME,  Syd- 
ney Scott  Nicholas,  M.D.,  and  Gary  Velick,  M.D., 
were  each  fined  $3,000. 

The  board  found  that  Thomas  Eisenstadt,  M.D., 
34,  had  used  cocaine  from  1982  until  one  year  ago. 
He  was  ordered  to  pay  a $5,000  civil  penalty  and 
to  provide  four  weeks  of  free  community  service  to 
a chemical  dependency  program. 

The  board  also  suspended  Eisenstadt’ s license  to 
practice  for  six  months,  but  that  action  was  stayed, 
provided  that  he  fulfill  a number  of  conditions  and 
restrictions  during  the  course  of  the  year  following 
the  order.  Although  Thomas  Eisenstadt  can  appeal 
to  the  courts,  the  three  other  doctors  have  signed 
stipulations  resolving  their  cases. 

The  MBME  also  found  that  Thomas  Eisenstadt 
was  addicted  to  cocaine,  that  he  had  free-based  it 
to  increase  potency,  that  he  had  used  cocaine  once 
when  he  was  on  call,  and  that  he  had  missed  several 
days  of  work  because  he  would  not  see  patients 
after  using  the  drug  the  night  before. 

No  allegations  were  made  that  any  patient  had 
been  harmed,  nor  do  the  board’s  actions  allege  any 
improper  prescribing  of  the  drug. 

Normally,  the  MBME  would  not  fine  or  suspend 
a physician  who  had  been  reported  under  the  Med- 
ical Practices  Act  for  chemical  dependency,  ac- 
cording to  special  assistant  attorney  general  Paul 


*Reprinted  with  permission  from  the  September  1987  issue  of 
Minnesota  Physician. 


Zerby.  But  when  Thomas  Eisenstadt  first  applied 
for  a medical  license,  he  made  a false  representation 
on  a questionnaire  by  not  acknowledging  that  he 
had  once  used  marijuana. 

While  Administrative  Judge  Peter  C.  Erickson 
heard  the  contested  case  and  argued  that  Eisenstadt 
did  not  violate  the  statute  — saying  that,  for  one, 
there  has  to  be  a detrimental  alliance  by  the  person 
guilty  of  fraud  — the  board  imposed  the  fine  and 
stayed  suspension  anyway. 

“The  judge  speculated,  ‘Well,  the  board  might 
not  have  done  anything  if  the  doctor  had  answered 
the  question  honestly,’  ’’  said  Zerby.  “That’s  what 
the  board  disagreed  with.  They  said,  ‘We’ve  had 
seven  instances  of  where  we’ve  had  this  question 
answered  that  there’s  been  some  prior  use  and  in 
five  of  those  there  was  a stipulation  with  some  re- 
strictions — protections  placed  on  the  license  that 
was  granted.’  ” 

In  the  two  other  cases,  according  to  Zerby,  there 
had  been  a fairly  long  period  of  sobriety.  Those 
doctors  received  unconditional  licenses. 

“But  the  board  said,  ‘Obviously,  the  guy  has  to 
give  the  right  answers  so  that  we  can  figure  out 
what  to  do,”’  continued  Zerby.  “And  they  thought 
that  what  the  doctor  had  done  did  violate  the  statute. 
The  board  is  very  clear  in  that  they  view  chemical 
dependency  as  an  illness,  and  not  as  something  being 
done  by  a bad  person.  The  stipulations  that  they  put 
in  place  because  of  chemical  dependency  are  geared 
towards  simply  protecting  the  public  — go  through 
the  treatment  program,  go  to  AA.” 

The  1985  mandatory  reporting  section  of  the  law 
was  initiated  to  further  protect  the  public.  It  was 
designed  to  identify  doctors  with  various  problems 
and  operates  on  the  theory  that  peers  are  the  likeliest 
to  know  about  them. 

“This  is  the  first  time,  I believe,  that  a physician 
has  been  penalized  for  violation  of  the  mandatory 
reporting  section  of  the  Medical  Practices  Act,’’ 
said  David  Ziegenhagen,  executive  director  of  the 
MBME.  “It  requires  any  licensed  health  profes- 
sional, who  has  personal  knowledge  of  a physician 
who’s  impaired  or  who’s  practicing  in  a way  that 
violates  the  Medical  Practices  Act,  to  report  that  to 
the  Board.’’ 
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Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 
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PRIMARY  CARE  PHYSICIANS 

Increase  Your  Skills  — Increase  Your  Income 

Learn:  Allergy  testing,  audiometry,  cryosurgery, 

culposcopy,  dermatologic  techniques,  flexible 
sigmoidoscopy,  holter  monitoring,  joint 
injection  techniques,  nasopharyngoscopy, 
pulmonary  function  testing,  vascular  flow 
testing,  and  more. 

Where:  Hyatt  Regency  — DFW  Airport 
Dallas  (214)  453-8400 

When:  April  9-10,  1988 

Fee:  $375 

Accredited  — Limited  Registration 
Contact: 

Current  Concept  Seminars 
3301  Johnson  St. 

Hollywood,  FL  33021 
(305)  966-1009 


The  law  has  a broad  scope  and  Ziegenhagen  said 
that  the  three  most  common  violations  have  to  do 
with  chemical  dependency,  sexual  abuse  of  patients, 
and  malprescribing  drugs. 

The  law  states  that  health  professionals  must  re- 
port any  conduct  indicating  that  the  physician  may 
be  medically  incompetent,  engaging  in  unprofes- 
sional conduct,  or  unable  to  safely  engage  in  the 
practice  of  medicine.  An  exception  is  made  if 
knowledge  of  the  behavior  was  acquired  through  a 
physician-patient  relationship.  But  even  then  re- 
porting is  mandatory  in  certain  situations. 

“The  thing  that  made  it  additionally  serious  for 
[Thomas  Eisenstadt’s]  partners  was  that  there  had 
been  some  impairment  while  he  was  practicing,” 
explained  Ziegenhagen.  “He’d  been  in  and  out  of 
treatment  and  had  missed  work.  At  one  time  he  left 
[treatment]  against  advice.” 

According  to  Ziegenhagen,  the  board’s  recent  ac- 
tion against  Thomas  Eisenstadt’s  three  colleagues 
should  send  a clear  message  to  health  professionals 
who  have  knowledge  of  a physician  with  serious 
medical-ethics  or  chemical  dependency  problems, 
but  aren’t  reporting.  He  added  that  the  board  mem- 
bers and  himself  [5/c]  have  been  meeting  around 
the  State  with  medical  staffs  at  hospitals  trying  to 
drive  the  point  home. 

“When  you’re  talking  about  identifying  physi- 
cians with  problems  and  trying  to  gain  some  control, 
make  some  changes,  you’ve  got  two  things  in  mind,” 
he  said.  “One  is  to  protect  the  public,  and  secondly, 
to  provide  an  environment  where  the  public  is  pro- 
tected but  where  the  physician  has  an  opportunity 
to  work  for  rehabilitation  or  take  some  corrective 
action.” 

In  this  case,  Thomas  Eisenstadt  is  required  to: 
abstain  completely  from  mood-altering  chemicals, 
unless  prescribed  by  a physician  familiar  with  his 
drug  history;  to  attend  monthly  Physicians  Serving 
Physicians  meetings;  to  attend  weekly  A A meetings; 
to  attend  monthly  cocaine  support  group  meetings; 
to  be  evaluated  by,  and  meet  monthly  with,  a psy- 
chiatrist approved  by  the  Discipline  Committee  at 
his  own  expense;  to  obtain  a supervising  physician 
acceptable  to  the  Discipline  Committee  who  shall, 
without  notice,  order  urine  and  blood  tests  on  a 
random  basis;  and  to  meet  on  a quarterly  basis  with 
a designated  board  member. 

Monthly  reports  from  Eisenstadt’s  AA  sponsor 
and  supervising  physician  are  included  in  the  order, 
as  well  as  quarterly  reports  from  the  cocaine  support 
group  sponsor  and  psychiatrist.  The  order  states  that 
if  he  fails,  neglects,  or  refuses  to  fully  comply  with 
these  terms,  his  license  to  practice  medicine  and 
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TORT  REFORMS  PASSED  On  February  25,  the  Kansas  House  of  Representatives  debated 

BY  HOUSE  four  tort  reform  measures  that  were  the  product  of  weeks 

of  testimony  and  lobbying  by  the  various  interest  groups  led 
by  the  Kansas  Medical  Society.  Opposition  to  the  bills  was 
expressed  by  the  Kansas  Trial  Lawyers  Association  and  the 
Kansas  Bar  Association. 
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The  four  bills  consisted  of:  1)  a provision  to  reverse  statu- 
torily the  common  law  collateral  source  rule;  2)  a measure 
which  provides  for  periodic  payment  of  future  damages  awarded 
in  personal  injury  cases;  3)  a $250,000  limit  on  non-economic 
damages;  and  4)  not  only  a limitation  on  punitive  damages, 
but  a more  difficult  burden  of  proof  requirement  for  cases 
involving  punitive  damages.  During  House  debate,  the  bill 
pertaining  to  non-economic  damages  was  amended  to  apply  only 
to  pain  and  suffering  awards.  This  amendment  may  be  corrected 
by  the  Senate. 

On  February  26,  all  four  bills  were  passed  by  the  House. 

With  the  exception  of  the  bill  pertaining  to  the  collateral 
source  rule,  the  votes  were  overwhelming  majorities.  The 
collateral  source  rule  passed  with  five  votes  to  spare. _ 

The  principal  objection  to  the  collateral  source  provision 
relates  to  the  issue  of  subrogation  rights  by  insurance  com- 
panies. That  is  the  ability  of  an  insurance  company  to 
recover  money  spent  on  behalf  of  their  insureds  when  the 
insured  individual  receives  an  award  through  a settlement 
proceeding  or  a jury  verdict.  Passage  of  these  bills  by  the 
House  of  Representatives  reflects  a major  victory  for  the 
Kansas  Medical  Society. 

Because  of  concerns  that  have  been  raised  by  both  a Supreme 
Court  decision  and  a District  Court  decision,  the  Medical 
Society  also  requested  introduction  of  a resolution  to  amend 
the  Kansas  Constitution.  The  amendment,  if  offered  to  the 
voters  by  the  Legislature,  would  clarify  once  and  for  all 
that  the  legislative  branch  of  government--that  is,  elected 
pol icymakers--should  have  the  authority  to  govern  statutorily 
the  rules  of  tort  law.  As  might  be  expected,  the  legal  pro- 
fession has  already  expressed  opposition  to  the  constitu- 
tional amendment.  They  appear  convinced  that  for  some  reason 
the  evolution  of  common  law  is  superior  to  statutes  enacted 
by  elected  policymakers.  The  difficulty  in  lobbying  for  a 
constitutional  amendment  is  that  the  resolution  to  put  the 
question  before  the  voters  requires  a two-thirds  majority 
vote  of  both  the  House  and  the  Senate. 


The  issue  of  tort  reform  is,  of  course,  very  controversi al -- 
but  only  because  the  legal  profession  tends  to  make  it 


AIDS  LEGISLATION 
PASSED  BY  SENATE 


HOUSE  AMENDS 
BURN  WOUND  LAW 


controversial.  The  Kansas  Medical  Society  has  emphasized 
throughout  the  debates  that  none  of  the  proposals  would  in 
any  way  inhibit  the  ability  of  an  injured  party  to  recover 
the  actual  damages  sustained  by  the  negligence  of  another. 

Yet  the  trial  lawyers  continue  to  argue  that  the  proposals  by 
the  Medical  Society  would  somehow  interfere  with  victims' 
ri ghts . 

In  the  meantime,  a recent  District  Court  decision  in  Shawnee 
County  has  been  appealed  to  the  Kansas  Supreme  Court.  The 
hearing  is  scheduled  for  March  25.  Depending  on  the  outcome 
of  this  hearing,  it  may  or  may  not  be  necessary  to  propose 
the  constitutional  amendment  to  the  voters.  In  any  event, 
the  tort  reform  issue  will  remain  a major  controversy  during 
the  balance  of  the  1988  Session  and,  depending  on  the  outcome 
of  the  Supreme  Court  decision,  could  remain  a controversy 
until  November,  when  the  voters  may  decide  the  outcome. 


On  March  3,  the  Senate  Public  Health  and  Welfare  Committee 
recommended  Senate  Bill  686  for  passage.  This  is  the  bill 
that  requires  physicians  to  report  AIDS  cases,  provides  for 
confidentiality  of  that  information  and  also  contains  pro- 
visions for  notification  of  health  care  personnel  in  appro- 
priate circumstances.  Another  section  of  the  bill  requires 
that  persons  convicted  of  sex  crimes  be  tested  for  HIV  and 
that  the  test  results  be  provided  to  the  victim,  or  in  the 
case  of  a victim  who  is  a minor,  to  the  guardian. 

The  provisions  requiring  notification  of  health  care  person- 
nel are  extremely  important  to  physicians.  The  language 
in  the  bill  clarifies  the  duty  to  warn  versus  the  confidenti- 
ality dilemma  that  physicians  are  faced  with  when  they  know 
that  a patient  is  HIV  positive  or  has  AIDS. 

When  the  bill  came  up  for  Senate  debate,  there  were  seven 
amendments  offered:  1)  to  require  tracing  of  contacts  by  HIV- 
positive persons;  2)  to  duplicate  federal  regulations  re- 
quiring screening  of  blood  and  tissue  products;  3)  to  require 
testing  of  all  prisoners;  4)  to  require  testing  of  all  appli- 
cants for  marriage  licenses;  5)  to  allow  testing  of  all  pa- 
tients admitted  for  invasive  procedures;  6)  to  define  AIDS  as 
a contagious  or  infectious  disease;  and  7)  to  require  physi- 
cians who  know  that  a patient  is  HIV  positive  to  notify  other 
health  care  personnel  who  will  be  involved  with  the  patient. 
This  last  amendment  was  the  only  one  adopted  by  the  Senate. 

Senate  Bill  686,  in  the  form  that  was  recommended  by  the 
Public  Health  and  Welfare  Committee,  is  the  product  of  many 
hours  of  work  by  a subcommittee  chaired  by  Senator  Dick  Bond. 
Senator  Bond  is  the  vice-chairman  of  the  Senate  Public  Health 
and  Welfare  Committee  and  invited  KMS  Executive  Director, 
Jerry  Slaughter,  to  provide  input  to  the  committee  throughout 
their  deliberations.  Department  of  Health  and  Environment 
staff  were  also  involved  in  the  subcommittee  work. 


By  a vote  of  124-0,  the  House  of  Representatives  passed 
HB2977,  which  amends  the  law  requiring  reporting  of  all  burn 


wounds.  The  bill  was  originally  requested  by  KMS  to  restrict 
reporting  only  to  those  cases  involving  severe  burns. 


OTHER  BILLS 
INTEREST 


The  criteria  recommended  by  the  KMS  Legislative  Committee  are 
burn  wounds  involving  20%  or  more  of  the  victim's  body  and 
requiring  hospitalization  of  the  victim.  A representative  of 
the  State  Fire  Marshal's  office  supported  the  bill,  as  did 
the  Kansas  Hospital  Association.  HB  2977  was  not  amended  at 
any  stage  of  the  process. 

OF  As  this  article  is  being  written,  the  Kansas  Legislature  is 

rapidly  approaching  the  House  of  Origin  deadline.  That  means 
that  bills  introduced  in  the  House  must  be  passed  and  sent  to 
the  Senate,  and  vice  versa.  Otherwise,  the  legislation  will 
not  be  eligible  for  passage  this  year.  There  are  certain  ex- 
ceptions to  that  rule,  but  generally  bills  must  be  passed  by 
the  House  of  Origin  deadline  in  order  to  be  considered  for 
passage.  The  following  bills  have  been  passed  by  the  Senate. 


Senate  Bill  484  requires  coroners  to  sample  the  blood  of 
deceased  victims  of  vehicle  accidents  and  test  the  blood  for 
alcohol  or  drug  content.  This  particular  bill  provides  for 
confidentiality  of  the  information.  The  purpose  is  to  use 
these  tests  for  statistical  data  collection. 

Senate  Bill  656  was  requested  by  the  Kansas  Medical  Society 
to  clarify  a mi sinterpretation  of  the  exempt  license  law 
passed  last  year.  This  bill  would  state  clearly  in  the  stat- 
ute that  exempt  licensees  shall  be  entitled  to  all  privileges 
attendant  to  their  respective  branch  of  the  healing  arts.  The 
Board  of  Healing  Arts  earlier  this  year  issued  regulations 
limiting  the  scope  of  practice  by  exempt  licensees. 

Senate  Bill  677  would  authorize  associations  of  health  care 
providers  to  establish  mutual  insurance  companies.  This  bill 
was  requested  by  the  Kansas  Medical  Society  and  the  Kansas 
Hospital  Association  in  order  to  assure  that  in  the  event 
commercial  insurance  carriers  discontinue  providing  coverage 
in  Kansas,  there  will  be  statutory  authority  for  creation 
of  a medical  liability  insurance  company. 

The  following  bills  have  been  passed  by  the  House  of 
Representati ves : 

House  Bill  2451  would  create  a new  exception  to  the 
physician-patient  privilege.  This  bill  provides  for  disclo- 
sure of  tests  to  detect  the  presence  of  alcohol  or  drugs  in 
the  event  that  the  person  is  arrested  and  charged  with 
driving  under  the  influence  of  alcohol  or  drugs. 

House  Bill  2464  would  provide  for  licensure  of  dietitians. 

This  bill  drew  large  crowds  to  the  statehouse  during  delib- 
erations by  the  House  Public  Health  and  Welfare  Committee. 

House  Bill  2636  allows  Kansas  medical  scholars  to  satisfy  the 
obligation  under  their  tuition  grant  program  by  working  part- 
time  at  state  institutions.  The  eligibility  to  work  part- 
time  at  a state  institution  does  not  include  the  University 
of  Kansas  Medical  Center. 
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BOARD  OF  HEALING  ARTS 


ANNUAL  MEETING 
REGISTRATION 


House  Bill  2639  is  a comprehensive  reorganization  of  the 
Emergency  Medical  Services  agency.  This  bill  is  the  product 
of  an  interim  study  by  the  1987  Special  Committee  on  Local 
Government.  This  bill  was  supported  by  various  interest 
groups  including  numerous  EMS  personnel  from  throughout  the 
state.  An  important  aspect  of  this  bill  is  a provision  to 
require  that  every  local  EMS  program  must  have  a medical 
di rector . 

House  Bill  2835  is  another  measure  affecting  emergency  medi- 
cal services.  It  would  allow  EMTs  and  certified  first 
responders  to  use  automated  def ibri 1 lators.  This  bill  was 
introduced  betause  the  EMS  Council  has  been  extremely  reluc- 
tant to  authorize  use  of  automated  defibrillators  by  way  of 
regulation.  Apparently  there  was  an  Attorney  General's 
Opinion  to  the  effect  that  the  use  of  such  equipment  would 
constitute  the  practice  of  medicine  without  licensure. 

Most  of  the  bills  listed  here  reflect  passage  by  the  Senate 
or  the  House.  But  one  bill  of  interest  to  physicians  that 
was  killed  by  the  House  is  House  Bill  2950.  This  would  have 
required  parental  consent  for  abortions  performed  on  minors. 
Although  numerous  individuals  appeared  to  testify  in  support 
of  the  bill,  the  committee  was  convinced  by  its  opponents, 
who  included  KMS  member  George  Tiller,  M.D.,  of  Wichita. 

Another  important  bill  that  has  been  formally  killed  is 
SB  701.  This  measure  would  have  authorized  hospital  privi- 
leges for  chiropractors. 


The  Kansas  State  Board  of  Healing  Arts  is  seeking  qualified 
applicants  for  the  newly  created  position  of  Executive 
Director.  The  person  selected  will  have  responsibi 1 ity  for 
overall  supervision  of  all  aspects  of  the  Board's  functions, 
including  administration  of  regulatory  laws,  processing 
complaints,  reviewing  investigative  files  and  carrying  out 
all  other  duties  delegated  by  the  board. 

Applicants  must  have  progressi vely  responsible  management- 
oriented  experience,  preferably  in  an  area  related  to  health 
care.  Broad  knowledge  of  the  healing  arts  and  allied  health 
professions  is  helpful.  Candidates  must  possess  a thorough 
understanding  of  regulatory  principles  and  practices.  Oral 
and  written  communication  skills  are  essential. 

The  salary  range  is  $45-55,000,  depending  upon  experience  and 
qualifications.  Submit  a current  resume,  two  references  and 
salary  requirements  to  Cameron  D.  Knackstedt,  D.O.,  Presi- 
dent, Kansas  State  Board  of  Healing  Arts,  Landon  State  Office 
Building,  900  SW  Jackson,  Suite  553,  Topeka,  KS  66612-1256. 
The  State  of  Kansas  is  an  affirmative  action,  equal  oppor- 
tunity employer. 


Don't  forget  to  register  for  the  Annual  Meeting,  April  28-May  1 
Brochures  were  sent  to  all  members  the  week  of  March  7.  If  you 
did  not  receive  one,  call  KMS  at  235-2383  or  (800)  332-0156. 
Discounts  will  be  given  on  tickets  purchased  by  April  15. 


REPORTABLE  INCIDENTS 


Terms : 


"MEDICALLY  UNNECESSARY 


AMA  MEMBERSHIP 


In  accordance  with  KSA  40-3401,  the  Kansas  Mandatory  Report- 
ing Law  based  on  HB  2661,  a physician  must  report  "knowledge" 
of  another  health  care  provider  who  may  have  committed  an  act 
which  is,  or  may  be,  below  the  "applicable  standard  of  care" 
or  which  is,  or  may  be,  grounds  for  disciplinary  action  by 
the  Board  of  Healing  Arts. 

Standard  of  Care  is  a legal  term  of  art  which  means  that  all 
health  care  providers  are  required  to  exercise  the  same 
degree  of  skill  and  knowledge  as  their  peers  in  a careful 
and  diligent  manner. 

Knowledge  is  not  specifically  defined,  but  the  law  appears  to 
contemplate  that  the  person  who  makes  the  report  will  have 
concrete  knowledge  of  the  actual  facts  and  circumstances. 
Reports  must  be  made  in  good  faith,  must  be  in  writing  and 
can  be  submitted  directly  to  KMS  or  to  the  local  medical 
society  for  transmittal  to  KMS.  Such  a report  should  contain 
the  physician's  name;  a brief  description  of  the  infraction, 
as  well  as  how  the  matter  was  resolved;  and  whether  it  is  still 
under  investigation,  or  whether  it  needs  to  be  reviewed  by 
the  KMS  Professional  Practices  Review  Committee. 

KMS  will  compile  a statistical  report  based  on  the  information 
thus  received  and  will  forward  the  data  to  the  Board  of  Healing 
Arts.  All  reporting  is  held  in  strict  confidence.  Individual 
physicians  and  local  medical  societies  are  urged  to  comply  with 
the  requirements  of  this  law. 


Thanks  to  pressure  by  organized  medicine,  HCFA  has  reversed 
its  demands  concerning  claims  denials.  Medicare  carriers  will 
be  required  to  contact  physicians  and  ask  for  additional 
information  before  denying  any  claim  and  triggering  a refund 
notice  to  the  patient  and  physician.  The  expected  effective 
date  for  the  new  procedure  will  be  April  1,  1988. 

In  the  interim,  physicians  who  receive  refund  notices  should 
promptly  file  an  appeal  of  any  medically  unnecessary  denial 
and  the  refund  requirement.  The  appeal  should  contain 
thorough  documentation  of  the  necessity  of  the  service  in 
question.  If  there  is  any  doubt  regarding  which  services 
were  denied  or  the  basis  for  the  denial,  the  physician  is 
advised  to  contact  the  Medicare  carrier  for  a clarification 
and  review  of  the  claim.  In  Kansas  you  may  contact  the  BC/BS 
Correspondence  Department  (913-232-4994),  or  Jeanie  Kimbell 
(913-295-4736).  In  the  Kansas  City  area,  call  the  Hotline 
(816-756-1601 ). 

HCFA  also  advised  that  it  is  developing  a revised  refund 
notice  that  will  clearly  identify  the  service(s)  in  question 
and  the  basis  for  the  denial.  The  present  letter  has  been 
criticized  for  being  offensive  as  well  as  vague. 


The  AMA  recently  initiated  a membership  incentive  program  to 
provide  monetary  awards  to  state  medical  societies  for  in- 
creased AMA  membership.  State  medical  societies  have  been 
encouraged  by  the  AMA  to  share  the  incentive  awards  with  the 


component  medical  societies  for  use  in  local  membership 
efforts . 


AMA  AT  WORK 


MEDICARE  REIMBURSEMENT 
VIDEOCASSETTE 


DEATH  CERTIFICATES 
FOR  AIDS  CASES 


EVALUATING  MANAGED 
CARE  PLANS 


KMS  Executive  Committee  and  Council  approved  a distribution 
of  funds  to  component  medical  societies  based  on  year-end 
active  membership.  Awards  have  been  allocated  to  all  com- 
ponent medical  societies  within  Kansas  ranging  from  $16.12  to 
$9,026.98.  It  is  hoped  that  component  societies  will  utilize 
these  funds  for  membership  recruitment  and  retention  efforts, 
or  contribute  the  award  to  the  KMS  Professional  Liability 
Fund . 

On  more  than  130  occasions  last  year,  the  AMA  either  testi- 
fied before  Congress  or  prepared  written  statements  on  myriad 
medical/health  issues  as  part  of  its  mission  to  represent  the 
profession.  Its  summarized,  single-paragraph  comments  on 
every  legislative,  regulatory  or  administrative  topic  which 
commanded  its  attention  are  contained  in  the  Compendium  of 
AMA  Statements  and  Testimony  for  1987,  prepared  by  AMA,  Divi- 
sion of  Legislative  Activities.  Compl imentary  copies  of  this 
35-page  document  are  available  by  writing  to  the  American 
Medical  Association,  Division  of  Legislative  Activities,  535 
North  Dearborn,  Chicago,  Illinois  60610,  312-645-4771. 


The  AMA  has  prepared  a 20-minute  videocassette  that  addresses 
some  of  the  major  changes  in  Medicare  reimbursement  policies. 
The  presentation  also  presents  factors  that  must  be  consid- 
ered in  deciding  whether  to  enroll  in  the  Medicare  Participat- 
ing Physician  Program.  KMS  has  obtained  two  copies  of  this 
tape,  which  may  be  borrowed  free  of  charge.  If  you  would  like 
to  borrow  a cassette,  call  KMS  at  235-2383  or  (800)  332-0156. 


The  Kansas  Bureau  of  Epidemiology  sometimes  first  learns  of 
AIDS  cases  through  death  certificates.  When  a death  cer- 
tificate is  received  by  the  Bureau  of  Vital  Statistics,  the 
Bureau  of  Epidemiology  is  notified  if  AIDS  is  listed  as  the 
cause  of  death,  or  if  the  cause  listed  is  indicative  of  AIDS. 
This  allows  the  Bureau  to  update  existing  case  reports,  or  to 
solicit  a case  report  if  none  has  been  received. 

All  death  certificates  are  protected  by  KAR  28-17-7  in  order 
to  keep  them  strictly  confidential.  When  the  Bureau  receives 
a certificate  listing  AIDS  as  the  cause  of  death,  the  file  is 
sealed,  and  extra  precautions  are  taken  to  ensure  confiden- 
tiality. Therefore,  when  AIDS  is  the  underlying  cause  of 
death,  the  privacy  of  the  deceased  and  his  family  are  best 
protected  by  listing  it  as  such. 


Group  Health  Cooperative  of  Puget  Sound,  in  Seattle,  which 
claims  to  be  the  nation's  largest  consumer-governed  health 
care  plan,  advises  consumers  to  ask  these  questions  when 
selecting  a managed  care  plan  or  a physician: 

* Are  physicians  board-certif ied? 

* How  many  physicians  hold  teaching  appointments  at  uni- 
versity medical  schools? 

* Has  the  physician  ever  had  privileges  denied  or  revoked? 
If  so,  why? 


DEPARTMENT  ON  AGING 
HELPLINE 


HIB  VACCINE  AVAILABLE 


FRIENDLINESS  IS  AN 
IMPORTANT  PHYSICIAN 
TRAIT 


MOBILE  TELEPHONE 
WARNING 


* If  the  patient  disagrees  with  the  physician,  is  there  an 
easy  way  to  get  another  medical  opinion?  Is  there  a 
grievance  process? 

* Is  there  a full-time  qual ity-assurance  staff  at  the  plan? 

* Are  physicians  and  health  care  staff  evaluated  by  super- 
visors and  peer  committees,  with  input  from  managers  and 
consumers? 

* Physicians,  nurses  and  other  medical  staff  should  have 
time  to  take  continuing  medical  education  courses, 

* Is  there  ongoing  quality  review? 

* Are  the  plan's  associated  hospitals  accredited? 

* Is  it  easy  to  get  care  in  an  urgent  situation? 

* May  participants  choose  their  own  physicians? 

* Do  the  physician  and  nurse  explain  things  well? 


New  resource  packets  on  Alzheimer's  disease  or  Parkinson's 
disease  are  available  at  no  charge  through  the  Kansas  Depart- 
ment on  Aging  HELPLINE.  Each  packet  contains  information 
about  symptoms,  diagnosis,  progression,  causes  and  treat- 
ments for  the  disease,  in  addition  to  information  concerning 
research,  the  emotional,  financial  and  legal  impacts  of  the 
diseases  and  long-term  care  issues.  Also  included  are  a list 
of  support  groups,  information  on  available  resources,  a lit- 
erature list  and  personal  stories.  The  HELPLINE  telephone 
numbers  are  (800)  432-3535,  and  296-4986  in  Topeka.  Packets 
may  also  be  requested  by  mail  from  Brenda  Stapp,  Kansas  De- 
partment on  Aging,  610  West  10th,  Topeka,  KS  66612. 


The  Immunization  Section  of  the  Bureau  of  Epidemiology, 

Kansas  Department  of  Health  and  Environment,  Topeka,  has 
available  6,000  doses  of  Haemophilus  influenzae  type  b vac- 
cine, which  will  expire  in  July  1988  and  must  be  destroyed  at 
that  time.  It  is  available  free  of  charge  to  any  Kansas 
health  department  or  hospital.  The  vaccine  is  approved  for 
use  in  children  between  24  and  60  months  of  age,  and  is  espe- 
cially advisable  for  children  in  day  care.  For  children  in 
day  care,  it  may  be  administered  at  18  months  if  repeated  at 
24  months.  To  order  this  or  other  vaccines,  call  David 
Miller  at  (913)  296-5593. 


A recent  survey  by  two  researchers  at  the  University  of  Ari- 
zona demonstrates  that  most  patients  respond  more  favorably 
to  a physician  with  a friendly,  caring  demeanor  than  to  a more 
dominant  and  controlling  physician.  The  patients  in  the  study 
tended  to  equate  a warmer,  or  affiliative,  style  with  better 
quality  care.  The  less  frequently  a patient  visited  his  phy- 
sician, the  more  important  the  doctor's  communication  style 
was  to  the  patient.  Two  exceptions  to  the  majority  were  very 
ill  patients  and  those  in  severe  pain,  who  were  less  concerned 
with  the  physician's  style  of  communicating.  The  researchers 
also  noted  that  patients  who  do  not  comply  with  their  doctor's 
orders  may  require  a more  dominant  approach. 


Privacy  is  not  guaranteed  on  mobile  telephones,  and  courts 
are  holding  that  it  is  not  reasonable  to  expect  privacy  dur- 


ing  car  phone  conversations.  When  using  these  phones,  it 
is  best  not  to  say  anything  that  could  possibly  cause  you 
personal  or  professional  embarrassment  if  overheard. 


RALPH  REED  APPOINTED 
TO  HHS  POST 


ALZHEIMER'S  DISEASE 
INFORMATION 


ABBREVIATIONS  ON 
PRESCRIPTIONS  NOT  "OK" 


MEDICAL  PHOTOGRAPHY 
COMPETITION 


THANK  YOU,  DOCTOR 


Ralph  R.  Reed,  M.D.,  of  Lawrence,  has  been  appointed  deputy 
assistant  secretary  for  health  in  the  U.S.  Department  of 
Health  and  Human  Services.  Dr.  Reed  will  assist  in  directing 
the  programs  and  activities  of  the  Public  Health  Service  and 
will  also  have  a voice  in  other  HHS  components,  particularly 
HCFA.  A native  of  Beloit,  Dr.  Reed  has  been  active  in  KMS 
and  currently  serves  on  the  Editorial  Board  of  the  journal. 

He  is  a member  of  the  American  Society  of  Internal  Medicine, 
a past  president  of  the  Kansas  Chapter  of  Internal  Medicine 
and  is  current  chairman  of  ASIM's  Committee  on  Utilization 
and  Quality  Review,  among  other  activities. 


Physicians  who  help  families  select  nursing  homes  for  demen- 
tia patients  may  write  the  Alzheimer's  Disease  and  Related 
Disorders  Association  (ADRDA)  for  a free  pamphlet.  Choosing  a 
Nursi ng  Home  for  the  Person  with  Intellectual  Loss . To  obtain 
pamphlets  or  get  answers  to  other  questions  about  Alzheimer's, 
write  to  ADRDA,  P.O.  Box  5675,  Dept.  4A,  Chicago,  IL  60680, 
or  call  (800)  621-0379. 


Doctors  often  write  "OD"  on  prescriptions  to  indicate  that  a 
drug  is  to  be  taken  "once  daily,"  but  a letter  in  a recent 
issue  of  JAMA  says  this  abbreviation  can  have  many  interpre- 
tations. R.  A.  P.  Burt,  M.B.,  Ch.B.,  of  Syntex  Research, 

Palo  Alto,  CA,  says  "OD"  can  also  be  interpreted  to  mean  "one 
dose"  or  omni  die  ("every  day").  Or  it  could  mean  "on 
demand"  or  "one  drop"  at  a time.  Burt  writes  of  a colleague 
who  prescribed  several  days'  supply  of  pills  for  a patient  to 
obtain  "on  departure."  A nurse  told  the  patient  the  pills 
were  to  be  taken  in  "one  dose"--and  the  patient  wound  up  in 
an  emergency  room  with  a drug  "OD."  Burt  warns  that  not  even 
colleagues  will  necessarily  understand  or  correctly  interpret 
ambiguous  instructions. 


The  American  Society  of  Clinical  Pathologists  invites  health- 
care professionals  who  are  interested  in  medical  photography 
to  enter  their  annual  Medical  Photography  Competition,  spon- 
sored by  Nikon,  Inc.  Up  to  three  entries  may  be  submitted  in 
each  of  three  categories:  gross  or  macroscopic,  microscopic, 
and  electron  microscopic.  Entries  will  be  judged  on  scien- 
tific merit,  content,  composition,  quality  of  image  and  ori- 
ginality. Entries  must  be  submitted  no  later  than  June  1, 
1988.  For  entry  forms,  write  to  the  ASCP  at  2100  W.  Harrison 
Street,  Chicago,  IL  60612,  attn.  Medical  Photography 
Competition,  or  call  (800)  621-4142. 


March  30  is  Doctors'  Day,  a commemoration  of  the  occasion  when 
Dr.  Crawford  W.  Long  became  the  first  acclaimed  physician  to 
use  ether  in  a surgical  procedure,  March  30,  1842.  A red  car- 
nation is  the  official  flower  for  the  55-year-old  observance. 


DOCTOR, 

is  it  time  for  a change? 


• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to 
consider  the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  prac- 
tice situations  available  to  qualified  physicians.  Clinical  and  hospital-based  practices 
in  small  towns,  cities,  major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe, 
Asia,  Panama.  Full-time  academic  positions.  Full-time  research  and  development 
positions.  Fellowships  that  pay  like  practice  positions.  For  a confidential  evaluation, 
compensation  estimate,  and  vacancy  projection,  call 


Major  Mike  Edwards 
(816)  891-7720 


ARMY. 

BEAU  YOU  CAN 


(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


Crisis  in  black  and  whita 


Vo%-  ^ 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  0G212,  (913)  381-4222 
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surgery  in  Minnesota  shall  be  immediately  sus- 
pended. 

“Physicians  are  highly  motivated  because  if  they 
don’t  shape  up,  they  lose  their  license,”  explained 
Dr.  Jerry  Schulz,  chairman  of  Physicians  Serving 
Physicians  (PSP)  — a group  of  140  recovering 
chemically  dependent  physicians  who  are  available 
as  a resource  to  doctors  and  their  families  who  have 
chemical  dependency  problems. 

“The  individuals  who  are  most  highly  motivated 
are  the  ones  who  have  an  employment  hammer 
hanging  over  their  head,”  he  continued.  “Airline 
pilots  have  a 90  percent  success  ratio  in  drug  re- 
covery because  of  a very  tight  follow-up  program. 
And  physicians  have  a relatively  high  rate  of  re- 
covery. In  cases  PSP  has  been  involved  with,  it  has 
been  about  90  percent.” 

Schulz,  a recovering  alcoholic,  was  one  of  17 
people  who  organized  PSP  in  1981.  He  said  that 
the  primary  drug  which  doctors  abuse  is  alcohol, 
although  a significant  number  of  physicians  are  poly- 
drug users  because  they  have  easy  access  to  many 
controlled  substances. 

“I  used  to  get  all  these  goodies  in  the  mail,  and 
what  I’d  tell  at  A A meetings  is  that  I used  to  eat 
my  mail  instead  of  open  it,”  said  Schulz.  “You  get 
all  these  free  samples  and  test  them  out.” 

One  of  the  biggest  barriers  to  recovery,  according 
to  Schulz,  is  denial  that  there  is  a problem  on  the 
part  of  the  chemically  dependent  person.  The  denial 
is  often  more  severe  among  physicians.  Even  their 
family,  friends  and  colleagues  want  to  deny  the 
problem  because  physicians  are  healers  and  should 
know  better. 

“There’s  the  ‘M. Deity”  syndrome  which  we  suf- 
fer from,  where  we  really  think  that  we  are  gods, 
that  we  can  control  everything,”  he  said.  “We  have 
to  be  on  top  of  things  all  the  time,  and  we  have  to 
be  perfect.  Being  a drunk  or  a drug  addict  doesn’t 
really  fit  into  that,  so  to  deal  with  that,  the  denial 
pops  up.” 

Physicians  often  lack  the  skills  necessary  to  reach 
out  to  other  people  for  support,  Schulz  added.  As 
a consequence,  they  get  isolated  and  start  having 
problems.  First  the  family  leaves,  and  then  work 
skills  may  start  to  suffer. 

“It’s  amazing  how  well  chemically  dependent 
physicians  manage  to  continue  to  practice,  ’ ’ he  said. 
“The  quality  of  their  practice  is  unbelievable  when 
you  consider  the  amount  of  drugs  a lot  of  them  are 
taking  in.  I don’t  know  if  it’s  a basic,  natural  in- 
stinct, but  somehow  we  hang  on  to  that  ability  to 
take  care  of  people.  Now  we  don’t  do  it  particularly 
openly,  or  sometimes  caringly,  but  we  are  able  to 


function  fairly  well  despite  significant  drug  and  al- 
cohol problems.” 

David  Hiers,  director  of  adult  chemical  depen- 
dency operations  at  St.  Mary’s  Rehabilitation  Cen- 
ter in  Minneapolis,  said  that  St.  Mary’s  program 
treats  a lot  of  physicians.  Usually  they  come  under 
duress  as  the  result  of  a crisis:  a spouse  wants  a 
divorce  or  a boss  gives  an  ultimatum.  Often  the 
family  intervenes. 

Hiers  agrees  that  chemically  dependent  physi- 
cians are  up  against  a number  of  problems  unique 
to  the  profession.  One  is  easy  access  to  drugs  and 
another  is  the  tendency  among  family,  friends,  and 
co-workers  to  deny  the  problem. 

‘ T think  people  tend  to  protect  physicians  because 
of  their  status:  ‘He’s  a physician,  he  can’t  have  a 
drug  problem,  he  should  know  better,’  ” said  Hiers. 
“And  the  physician  thinks  that  he  or  she  knows 
everything  about  medicine  and  drugs,  and  every- 
thing is  under  control.  ‘Therefore,  I don’t  have  a 
problem.’  ” 

Current  statistics  estimate  that  10  percent  of  the 
U.S.  population  has  a chemical  dependency  prob- 
lem. Current  estimates  for  chemically  dependent 
physicians  in  the  U.S.  run  between  15  and  20  per- 
cent. Hiers  attributes  the  higher  rate  of  drug  abuse 
among  doctors  to  the  stresses  involved  in  the  profes- 
sion and  availability  of  drugs. 

Hiers  said  that  a third  problem  physicians  face  is 
the  guilt,  shame,  and  low  self-worth  that  results 
from  a violation  of  their  values.  While  the  profes- 
sion is  geared  towards  healing,  the  drug-abusing 
doctors  may  suffer  severe  guilt  about  engaging  in 
activities  that  are  harmful  to  themselves.  They  also 
feel  guilt  about  their  capability  to  keep  healing. 

“When  a person  is  using  chemicals,  they’re  doing 
things  that  violate  their  value  system  — the  surgeon 
going  in  to  do  surgery  at  7:00  a. m.  who’s  hung  over 
and  quit  drinking  the  night  before  at  1:00  a.m.,” 
explained  Hiers.  “He  or  she  knows  that  and  can 
feel  a lot  of  guilt  and  a lot  of  shame.  The  other  part 
of  it  is,  ‘I’m  violating  my  value  about  my  job,  doing 
a good  job,  and  not  being  under  the  influence  of 
chemicals.’  ” 

Denial  of  the  problem  among  co-workers,  friends, 
and  relatives  may  partly  explain  why  chemically 
dependent  physicians  haven’t  always  been  reported 
to  the  MBME.  Now,  with  mandatory  reporting,  co- 
workers may  not  want  to  look  the  other  way  and 
risk  heavy  penalties. 

“There  was  a case,  I believe,  that  a particular 
physician  repeatedly  had  problems  with  drugs  and 
alcohol  and  caused  some  problems  with  patients,” 
said  PSP’s  Schulz.  “I  think  there  was  a lot  of  cover- 
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up,  or  a lot  of  looking  the  other  way,  and  this  law 
came  somewhat  as  an  off-shoot  of  that.” 

Special  assistant  attorney  general  Zerby  said  that 
he  couldn’t  comment  on  whether  one  particular  case 
triggered  the  mandatory  reporting  clause.  “There 
certainly  were  some  dissatisfactions  with  the  board 
that  were  expressed  at  the  time  that  the  1985  amend- 
ments to  the  Medical  Practices  Act  were  going  on,” 
he  said.  “I  think  it’s  a fair  statement  that  they  were 
trying  to  tighten  up,  and  make  stronger,  the  Act.” 

“We’ve  certainly  been  getting  reports,”  said  Zie- 
genhagen  when  asked  if  doctors  are  still  reluctant 
to  report  colleagues  for  violation  of  the  Act.  “Not 
only  from  physicians,  but  from  pharmacists  and 
nurses.” 

Fears  that  outweigh  the  prospect  of  paying  a hefty 
fine  may  be  holding  some  back,  though.  St.  Mary’s 
David  Hiers  said  that  family,  friends  and  co-workers 
often  suffer  a montage  of  fears:  whether  the  phy- 
sician in  treatment  is  going  to  recover  and  stop  using 
drugs,  what  the  treatment  will  be  like,  and  if  the 
doctor  will  be  able  to  perform  after  treatment. 

Potential  complainants  may  also  fear  discovery 
by  the  drug-abusing  physician.  But  the  Data  Prac- 
tices Act  keeps  the  identity  of  the  complainant  con- 
fidential, and  provides  them  with  a legal  shield  so 
that  they’re  immune  from  civil  or  criminal  penalties. 


PRACTICE  AVAILABLE 


Will  introduce  and  furnish 
completely  equipped  office  to  start, 


with  three 

months  free  rent. 

PURCHASE 

SALE 

EQUIPMENT 

RETAIL 

AGE 

PRICE 

Ritter  Autoclave 

$ 3,200 

3 yr. 

$1,500 

Kodak  DT-60 

$ 6,250 

Chemistry  Machine 

Kodak  DTE 

$ 1,575 

2yr. 

$7,000 

Kodak  Disc 

$ 2,900 

Burdick  EK-4 

$ 250 

E 1 ect  roca  rd  i og  ra  p h 

Machine 

Vitalograph  Model  #20 

$ 700 

6 yr. 

$ 300 

Technicare  Ultrasound 

$14,000 

4 yr. 

$7,000 

with  Camera 

Colposcope  Frigitonics 

$ 2,655 

$1,200 

A/O  Fiberoptic 

$ 2,900 

3 yr. 

$1,500 

Proctosigmoidoscope 

60  cm. 

Bililight,  Portable 

$ 3,500 

3 yr. 

$1,500 

Equipment 

50%  off  List 

Practice 

Free 

Call  316/624-4601. 


N onder  hooFs 

Dif  ult  Fo  im. 

If  your  eyes  worked  like  Michael's  ears — this  is 
what  you’d  see. 

Because  Michael  has  epilepsy.  But  you  might 
not  have  noticed  the  symptoms  of  unexplained 
daydreaming,  brief  spells  of  confusion,  momentary 
blackouts,  sudden  falls,  muscle  spasms,  or  rapid 
blinking. 

The  Epilepsy  Center  at  St.  Francis  Regional 
Medical  Center  is  designed  to  help  control  Mike's 
epilepsy.  We  combine  every  resource  available  to  the 
largest  medical  center  in  Kansas  for  a unique, 
comprehensive  program. 

To  refer  a patient  or  for  more  information  call 
the  Epilepsy  Center  at  (316)  268-8500  or  toll  free 
1-800-362-0070  Ext.  8500. 

St.  Francis  Regional  Medical  Center,  920  N. 

St.  Francis,  Wichita,  Kansas  67214 

Comprhhi-;n.sivi-  Oi.viNO.sis,  Tki:.-\tmi:n'I'  .And  (Mn  i roi.. 

Epilepsy^^ Center 

St.  Francis  Rhgional  Mi-.nicAL  CI'Ni  r.R 


Kansas  Medicine  • March  1988  • 73 


Bridging  the  Financial  Gap 


A financial  chasm  has  no  bottom 
line.  So,  when  you  leap  from  invest- 
ment to  investment,  you  must  choose 
your  path  carefully. 

A Certified  Public  Accountant  can 
help  you  bridge  the  howling  finan- 
cial gap  with  a structured,  knowl- 
edgeable approach  to  investment 
opportunities  or  business  planning. 

Your  Kansas  CPA  will  help 
you  work  through  tax  problems, 
minimize  future  liabilities,  prepare 
loan  applications,  devise  retirement 
plans  and  improve  accounting 


systems.  He  or  she  can  professionally 
determine  the  profitability  of  your 
business— or  a business  you  have 
your  eye  on. 

This  time,  listen  before  you 
leap— to  the  sound  advice  of  a 
Kansas  CPA. 

Consult  your  Yellow  Pages  for  an 
“Accountant— Certified  Public”  today. 


Kansas  Society  of 
Certified  Pubiic  Accountants 


Carotid  Endarterectomy: 
Flint  Hills  Experience 


J.  E.  BOSILJEVAC,  M.D.,*  Emporia 

Carotid  endarterectomy  is  the  most  frequent  ex- 
tracardiac vascular  procedure  performed  in  this 
country  today.  With  its  proven  durability  and  a pop- 
ulation trend  towards  the  older  age  group,  it  should 
become  even  more  prevalent. Selection  of  ap- 
propriate patients  is  important  for  good  surgical  re- 
sults. To  decrease  the  incidence  of  stroke  and  im- 
prove stroke  morbidity  and  mortality,  it  is  necessary 
to  be  aware  of  the  incidence  of  carotid  bifurcation 
diseases  and  the  use  of  screening  techniques  to  iden- 
tify patients  at  high  risk  of  stroke. 

Materials  and  Method 

The  study  encompasses  379  patients  screened  for 
carotid  artery  disease.  In  the  last  three-and-a-half 
years  of  the  study,  noninvasive  techniques  were 
available  for  screening  patients.  Of  the  patients 
screened,  185  were  found  to  be  normal  or  have 
minimal  disease  not  related  to  their  symptoms.  One 
hundred  and  fourteen  underwent  medical  treatment, 
and  78  subsequently  underwent  carotid  endarter- 
ectomy. There  were  two  carotid  aneurysms  during 
this  series.  The  noninvasive  studies  included  spec- 
tral analysis  and  B-mode  (duplex)  scan.  These  not 
only  demonstrated  the  physiology  of  flow  across  the 
carotid  bifurcation,  but  were  felt  to  be  more  accurate 
than  the  gold-standard  angiogram  in  determining  the 
percent  of  stenosis.  The  duplex  scan  was  also  help- 
ful in  determining  the  composition  of  the  plaque, 
and  there  was  a good  correlation  found  between  the 
complex  plaque  on  duplex  scan  and  intraplaque 
hemorrhage  seen  at  surgery. 

Of  the  78  patients  who  underwent  surgical  treat- 
ment, 16  had  bilateral  staged  surgeries  for  a total 
of  94  carotid  endarterectomies.  Fifty-four  of  these 
were  on  the  left  side  and  40  on  the  right.  Indications 

^Presented  at  the  State  Meeting  of  the  Kansas  Chapter,  Amer- 
ican College  of  Surgeons,  Wichita,  September  12,  1987. 

Address  correspondence  and  requests  for  reprints  to  the  au- 
thor at  Flint  Hills  Surgical  Associates,  P.A.,  2522  West  15th 
Street,  Emporia,  KS  66801. 


for  surgery  included  a hemodynamically  significant 
symptomatic  lesion  or  a symptomatic  lesion  felt  to 
contain  intraplaque  hemorrhage.  Twenty  endarter- 
ectomies were  performed  for  asymptomatic  lesions, 
either  a high-grade  stenosis  found  in  an  asympto- 
matic bruit  or  a contralateral  high-grade  stenosis  in 
a symptomatic  patient.  The  patient  population  con- 
sisted of  49  females,  with  an  average  age  of  72.8 
years  (range  51  to  85);  and  29  males,  with  an  av- 
erage age  of  68.3  years  (range  54  to  91  years). 

All  patients  undergoing  surgery  were  required  to 
have  intra-arterial  digital  angiography  and  CT  scans. 
Twenty-one  surgeries  were  done  under  general 
anesthesia  with  routine  shunting.  Because  of  some 
problems  with  hypertensive  management,  the  tech- 
nique was  changed  to  regional  cervical  block  and 
selected  shunting.  This  was  performed  in  73  cases. 
The  last  62  consecutive  endarterectomies  were  per- 
formed under  local  anesthesia.  Continuous  arterial 
blood  pressure  monitoring  was  provided.  A CRN  A 
was  available  to  monitor  the  patient  during  surgery, 
and  to  provide  sedation  (usually  a combination  of 
midazolam  HCl  (Versad)  and  nalbuphine  HCl  (Nu- 
bain).  Bupivacaine  (Marcaine)  was  used  for  the  re- 
gional cervical  block,  which  consisted  primarily  of 
a C2  and  C3  block.  No  intraoperative  angiography 
or  patch  graft  closure  was  used  in  the  series.  None 
of  the  cases  was  a reoperation.  Blood  transfusions 
were  required  in  two  patients,  and  in  each  case  was 
one  unit. 

Results 

Major  complications  are  listed  in  Table  1 . Two  ma- 
jor strokes  occurred.  One  patient  was  found  to  be 
hemiplegic  when  awakened  from  general  anes- 
thesia. Upon  returning  to  surgery,  an  intimal  flap 
was  found,  which  occluded  the  internal  carotid  ar- 
tery. The  second  patient  developed  complete  hem- 
iplegia approximately  four  hours  after  an  uneventful 
surgery.  She  had  a tandem  carotid  siphon  lesion, 
and  had  not  received  heparin  following  surgery.  The 
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TABLE  1 

COMPLICATIONS  IN  PRESENT  SERIES  OF 
94  CAROTID  ENDARTERECTOMIES 


Major  stroke;  2 
Minor  stroke  or  TIAs:  0 
Myocardial  infarction:  1 (died) 
Arrhythmias:  10 
Hypertension;  13 
Hematoma:  6 
Late  stroke:  3 


one  death  occurred  in  a patient  who  suffered  an 
acute  anterior  myocardial  infarction  two  days  fol- 
lowing his  carotid  endarterectomy.  No  postopera- 
tive TIAs  or  minor  strokes  were  seen. 

Minor  complications  included  10  arrhythmias  (re- 
flex bradycardia  with  hypotension  and  premature 
ventricular  arrhythmias)  requiring  medical  therapy. 
Thirteen  patients  required  use  of  nitroprusside  or 
other  agents  for  blood  pressure  control  during  and 
following  surgery.  The  majority  of  these  patients 
were  in  the  general  anesthesia  group.  Mild  hyper- 
tension was  noted  during  crossclamp  in  patients  un- 
der regional  block  who  were  not  shunted.  This  was 
not  treated  if  the  blood  pressure  did  not  increase 
above  50  mm  Hg  over  the  baseline  measurement. 
Pressure  returned  rapidly  to  the  baseline  when  the 
vessel  was  reopened.  Hypertension  due  to  anxiety 
in  the  regional  anesthesia  group  responded  well  to 
midazolam  HCl  and  nalbuphine  HCl. 

Six  major  hematomas  occurred  that  required  sec- 
ondary operation  for  drainage  and  placement  of  ad- 
ditional stitches.  Minor  hematomas  occurred  in  an- 
other five  patients.  This  delayed  their  discharge  from 


Figure  1. 

The  soft,  atraumatic 
occluder  pad  used 
on  the  distal  internal 
carotid  artery. 


the  hospital,  although  they  were  not  returned  to  the 
operating  room  for  drainage.  Particular  attention  to 
meticulous  closure  has  resulted  in  no  hematomas  in 
the  last  27  patients  in  this  series.  The  only  incidence 
of  cranial  nerve  injury  was  a marginal  mandibular 
nerve  weakness  related  to  the  placement  of  the  in- 
cision at  the  angle  of  the  mandible. 

Seventy  of  the  78  surgical  patients  are  still  living. 
Besides  the  one  operative  mortality  listed,  two  pa- 
tients who  suffered  strokes  died  within  two  years 
following  their  surgery.  A total  of  five  patients  suf- 
fered myocardial  infarction  sometime  after  their  ca- 
rotid endarterectomy,  and  only  two  of  them  are  still 
living.  Three  patients  died  from  cancer.  There  were 
three  late  strokes  related  to  the  operated  side,  none 
of  which  was  severe  or  disabling.  One  of  these 
patients  was  found  to  have  a recurrent  stenosis.  No 
other  instances  of  symptomatic  postoperative  ste- 
nosis were  seen. 

Discussion 

The  results  of  this  study  compare  favorably  with 
those  in  the  literature.  There  may  be  an  advantage 
to  the  use  of  local  anesthesia  in  our  community. 
This  method  obviates  the  use  of  expensive  moni- 
toring techniques  as  well  as  routine  use  of  shunts 
and  their  potential  complications.  Shunts  were  re- 
quired in  16%  of  the  patients  having  surgery  using 
a regional  block,  compared  to  those  patients  having 
general  anesthesia.  Smoother  blood  pressure  control 
was  achieved  postoperatively  in  patients  who  did 
not  have  division  of  the  carotid  sinus. 

There  was  a low  incidence  of  symptomatic  re- 
current postoperative  stenosis.  This  may  be  due  to 
the  short  follow-up  period  available  in  this  series. 
Alteration  of  risk  factors  in  the  postoperative  period, 
particularly  smoking,  hypertension,  and  hypercho- 
lesterolemia, was  pursued  vigorously.  Metal  vas- 
cular clamps  and  tourniquet  slings  were  avoided  on 
the  distal  internal  carotid  artery  to  minimize  intimal 
damage.  The  preference  in  this  series  was  the  oc- 
cluder pad  (Figure  1),  which  is  a soft  occlusion 
device  that  may  be  used  with  or  without  a shunt. 
Special  attention  was  paid  to  a meticulous  closure 
with  avoidance  of  a distal  tacking  suture  in  almost 
all  cases.  Heparin  was  not  reversed  and  dipyrida- 
mole was  administered  preoperatively  to  all  pa- 
tients. This  was  felt  to  play  an  important  part  in 
healing  across  the  endarterectomized  segment. 

As  experience  was  gained,  more  reliance  was 
placed  on  the  noninvasive  data  when  making  sur- 
gical decisions.  In  the  latter  portion  of  the  study, 
when  noninvasive  techniques  were  available,  a pic- 

(Continued  on  page  78.) 
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uterine  Leiomyoma: 
Problems  During  Pregnancy 


ELIZABETH  ALEXANDER,  M.D.,*  Wichita 
Case  Summary 

C.N.  is  a 33-year-old,  gravida  3,  para  2,  white, 
married  woman  whose  last  menstrual  period  oc- 
curred July  4,  1985.  Her  EDC  of  April  7,  1986  was 
confirmed  by  early  exam,  by  the  auscultation  of 
FHTs  at  10  weeks  of  gestation,  and  by  sonogram. 
No  problems  were  encountered  during  the  previous 
pregnancies,  and  the  patient  was  considered  in  ex- 
cellent health.  The  first  and  second  trimesters  of  her 
pregnancy  were  uneventful.  But  on  January  22,  at 
29  weeks  of  gestation,  the  patient  developed  aching 
abdominal  pain  in  her  right  lower  quadrant,  with 
accompanying  frequency  and  dysuria.  Her  symp- 
toms worsened  overnight  but  had  somewhat  abated 
by  the  time  of  her  office  visit  the  next  day. 

On  examination,  there  was  some  tenderness  in 
the  right  lower  quadrant  without  rebound  pain.  Psoas 
and  obturator  signs  were  negative.  Bowel  sounds 
were  active  and  normal.  White  blood  count  was 
11,000  with  81  segmented  neutrophils  and  two 
bands.  The  patient  commented  repeatedly  that  the 
pain  was  subsiding.  She  was  started  on  Amoxicillin 
and  re-examined  later  in  the  day,  at  which  time  she 
reported  feeling  better.  She  was  sent  home  with 
instructions  to  follow  up  by  telephone  within  a cou- 
ple of  days. 

The  following  day,  the  patient  presented  at  the 
hospital  with  a complaint  of  mild  contractions,  oc- 
curring at  five-minute  intervals.  Her  uterus  was  non- 
tender with  a fundal  height  of  30  cms.  There  was 
tenderness  to  palpation  in  the  right  lower  quadrant; 
in  contrast  to  the  previous  exam,  a 5-  to  6-cm  right 
lower  quadrant  mass  was  palpable.  The  patient  was 
admitted  and  started  on  subcutaneous  terbutaline  as 
a tocolytic  agent.  A sonogram  confirmed  a right 
lower  quadrant  mass,  probably  contiguous  with  the 
uterus.  Mass  size  was  estimated  to  be  4 cm  in  di- 
ameter. Consultation  with  a surgeon  ruled  out  an 
appendiceal  abscess.  After  reviewing  the  patient’s 
symptoms  and  sonogram,  a conferring  obstetrician 
concluded  that  the  mass  was  not  contiguous  with 
the  uterus.  He  advised  treating  the  patient  for  a 

*Assistant  Professor  of  Family  and  Community  Medicine, 
UKSM-Wichita.  Address  correspondence  to  the  author  at  De- 
partment of  Family  and  Community  Medicine,  UKSM-Wich- 
ita,  1010  N.  Kansas,  Wichita,  KS  67214. 


possible  bladder  infection  with  IV  antibiotics.  Rit- 
odrine  was  also  started  intravenously  when  terbu- 
taline failed  to  stop  the  contractions.  The  patient 
tolerated  the  ritodrine  well,  and  her  contractions 
soon  ceased.  Urinary  output  was  good. 

During  the  next  24  hours,  the  patient’s  medica- 
tion was  changed  to  oral  ritodrine.  On  transfer  to 
the  floor,  she  was  allowed  bathroom  privileges,  but 
otherwise  remained  at  bed  rest.  Contractions  oc- 
curred only  with  activity  or  while  eating. 

During  her  hospital  course,  the  patient’s  hemo- 
globin dropped  from  11.5  to  8.9.  Her  abdomen  re- 
mained non-tender  and,  although  pain  in  the  right 
lower  quadrant  diminished,  the  mass  was  palpable 
throughout  her  hospitalization.  Fetal  heart  tones  re- 
mained strong.  The  patient  was  dismissed  with  or- 
ders of  strict  bed  rest.  Ritodrine  was  continued  in 
20  mg  dosages  every  four  hours,  with  the  addition 
of  an  iron  supplement  for  anemia. 

On  January  29,  she  was  seen  as  an  outpatient. 
She  reported  having  only  two  episodes  of  right  lower 
quadrant  pain,  both  less  severe  than  the  original 
episode.  Her  hemoglobin  had  increased  to  12.2.  The 
mass  had  not  decreased  in  size  and  was  palpable 
and  non-tender.  A sonogram  confirmed  the  find- 
ings. Though  the  sonographer  maintained  the  mass 
was  contiguous  with  the  uterus,  the  consulting  ob- 
stetrician did  not  believe  the  mass  was  a fibroid. 

The  patient  was  closely  monitored  throughout  the 
third  trimester.  Oral  ritodrine  was  maintained  until 
the  36th  week.  Her  pregnancy  continued  to  term, 
and  a seven-pound,  nine-ounce  boy  was  delivered 
spontaneously,  vaginally  and  without  complica- 
tions. 

Postpartum  examination  of  the  patient’s  uterus 
revealed  a 7-  to  8-cm  mass,  contiguous  with  the 
uterus,  and  probably  a fibroid.  During  the  postpar- 
tum period  the  mass  became  nonpalpable,  and  at 
the  time  of  the  patient’s  six-week  postpartum  check, 
the  mass  was  not  identifiable,  either  by  sonogram 
or  by  manual  examination. 

Discussion 

The  incidence  of  uterine  leiomyomata  in  women  is 
estimated  to  be  about  20%. Complications  can 
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include  early  abortions,  acute  infarctions,  red  de- 
generation and  interference  with  proper  nutrition  of 
the  fetus.  There  also  is  the  possibility  of  dystocia 
during  labor  if  the  leiomyoma  is  in  a position  that 
reduces  space  available  to  the  descending  fetus.  The 
occurrence  of  complications  caused  by  such  tumors 
during  pregnancy,  however,  is  rare. 

In  this  patient’s  case,  her  pain  and  early  contrac- 
tions were  most  likely  caused  by  necrosis,  or  red 
degeneration,  of  the  fibroid.  The  symptoms  of  hem- 
orrhagic infarction  of  a fibroid  during  pregnancy  are 
localized  pain  and  tenderness,  periodic  low-grade 
fever,  and  moderate  leukocytosis.  All  these  symp- 
toms were  present  in  the  patient.  In  considering  a 
differential  diagnosis  of  the  problem,  it  sometimes 
is  difficult  to  distinguish  it  from  appendicitis,  ure- 
teral stone,  or  pyelonephritis. 

Treatment  of  an  infarcted  myoma  during  preg- 
nancy is  symptomatic  and,  if  necessary,  tocolytic 


for  the  prevention  of  premature  labor.  The  best  pre- 
dictor of  whether  a leiomyoma  will  cause  problems 
during  pregnancy  is  not  the  size,  but  the  location. 
Submucous  myomata  are  more  likely  to  interfere 
with  implantation  of  the  placenta.  If  intramural  or 
subserous  myomata  cause  difficulty,  they  are  more 
likely  to  present  themselves  with  infarction.  Myo- 
mata in  the  cervix  or  at  the  lower  uterine  segment 
are  in  a location  to  cause  obstruction  of  labor,  a 
major  complication.^  Following  pregnancy,  myo- 
mata typically  regress  to  their  pre-pregnancy  size 
and  often  become  non-palpable.  Such  was  the  case 
with  this  patient. 
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CAROTID  ENDARTERECTOMY 

(Continued  from  page  76.) 

ture  of  the  operative  specimen  was  taken  with  meas- 
urement of  the  residual  lumen  and  gross  evaluation 
of  the  plaque.  This  was  then  correlated  with  the 
clinical  picture,  the  angiogram  and  the  noninvasive 
exam.  This  correlation  was  helpful  in  gaining  ex- 
perience for  patient  selection  and  timing  of  surgery. 
As  mentioned  previously,  there  was  a greater  pre- 
dictability using  the  noninvasive  data  in  determining 
the  percent  of  stenosis  and  residual  lumen.  The  du- 
plex scan  was  also  more  accurate  in  detecting  fresh 
intraplaque  hemorrhage  and  plaque  ulceration. 

Volume  of  surgery  is  important  in  improving  re- 
sults of  carotid  endarterectomy.  It  is  also  important 
to  maintain  an  up-to-date  knowledge  of  cardiovas- 
cular physiology  and  cardiac  diseases.  Noninvasive 


studies  have  provided  a convenient  means  of  long- 
term follow-up.  Follow-up  of  these  patients  is  a 
lifelong  commitment,  but  is  important  to  determine 
the  true  late  stroke  and  survival  rate,  as  well  as  the 
incidence  of  recurrent  stenosis. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

IMPAIRED  PHYSICIANS  PROGRAM 

(913)  235-2383 

Toll-free  in  Kansas:  (800)  332-0156 
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Before  prescribing,  see  compiete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications;  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions;  Whiie  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animais,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motiiity,  morphoiogy  or  '\n  vitro  fert Hir- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  ieveis  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  ceii  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  'Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chiordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  'Tagamet'  Is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54 years  and  older, 
bata  beyond  ten  days  are  not  available..  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy) t.  ' 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  In  pregnant  patients,:  women! of ' 
childbearing  potential,  nursing  mothers  or  children  '., 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  TS!; 
secreted  in  human  milk. 

Adverse  Reactions;  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia  .: 
and  exacerbation  of  Joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible! 
confusional  states  (e.g.,  mental  confusion,  agitation,": 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  Hi  patients,  - 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  perlportaf 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied;  Tablets;  200  mg.  tablets  m bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  lOO  (intended  for  institutional  use 
only);  400  mg.  tablets  in  bottles  of  60  and  Single 
. Unit  Packages  of  100  (intended  for  institutional  use 
s-  only),  and  800  mg.  Tiltab'^  tablets  in  bottles  of  30 
!?;'  and  Single  Unit  Packages  of  100  (intended  for  insti- 
tutional.use  only). 

L/quid;.  300  mg./S  ml.,  in  8 fl.  oz.  (237  mi.)  amber 
- [ glass  bottles  and  in  single-dose  units  (300  mg./5  ml.), 
m for  institutional  use 

' only).  , j ' 

Injection; 

! !Miali;  ;300.mg.l2  ml.  in  single-dose  vials,  in  packages 
.S;  of  . W and.:30,.  atid  in  8 mi.  multiple-dose  vials,  in 
" packages  of  10  and  25  , 

Prefilled  Syringes;  300  mg./2  ml.  in  single-dose  pre- 
i;Aif.HieddJsposab1e:syrJnges.^^^^^T:^ 

Plastic  Containers;  300' mg,  in  50  ml.  of  0.9%  So- 
dium Chlocide  in...  single-dose  plastic  containers,  in 
packages -of  .:4  mnlt:Sj.  No  preservative  has  been 
added  , ‘ ^ C5_>- 

ADD-Vantage^*  .Vials;  30,0  mg./2  ml.  ln  single-dose 
ADD-VantagehVlals,  In  packages  of  25.: 

Exposure  of  the  premixed: product  to  excessive  heat 
should  be  avoided,  it  rs  recommended  the  product  be 
stored  at  controlled  room:.temperature.  Brief  expo- 
sure up  to  40°C  does  not  adversely  affect  the  pre- 
mixed product.  ■!!  !--■; 

Tagamet'  HCI  (brand  of  cimetidine.  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Tcaveno!  Labora- 
tories, Inc.,  Deerfield,  !L  6001 5. 

* ADD-Vaniage:;:  IS  a trademark  of  Abbott  Laboratories.. 
8RS-TG:L73B  Date  of  issuance  Apr.  1987  . 


SK&F  LAB  CO. 

Cidra,  P.li.  00639 
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In  peptic  ulcer. 
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cimetidine 

First  to  Heal 
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This  space  contributed  as  a public  service. 


Adefense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  bmssels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
bmssels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  mle  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12-  year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overwei^t. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 


cancer  alone. 


AMERICAN 

V cancer 

^ SOQETY 


Fmits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 


PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  Jl2^ 62c 12x 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Qllergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS 
AT  COMPETITIVE  PRICES. 


• RELIABLE  COURIER  SERVICE 

• FAST  TURN-AROUND  TIMES 

• 24-HOUR-A-DAY  PATHOLOGIST  CONSULTATION 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE 

• AN  EVER-EXPANDING  TEST  MENU 


HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • KS  WATS  800-332-0053 
YOUR  TOTAL  RESOURCE  LABORATORY 
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CLASSIFIED  ADVERTISEMENTS 


Classified  advertisements  are  $5 /line  for  KMS  members;  $7 .SO/line  for  non-members;  5 -line  minimum.  Payment  must 
accompany  copy.  Deadline  is  20th  of  the  month  preceding  month  of  publication.  Box  numbers  are  available  at  no 
charge.  All  advertisements  are  accepted  subject  to  approval  by  the  Editorial  Board. 


OFFICE  SPACE  AVAILABLE.  Sublease,  rent  by  the  month 
or  take  over  lease  of  completely  furnished  and  equipped  1 ,843- 
square-foot  medical  office  in  Overland  Park,  KS.  Suited  for 
any  specialty.  New  x-ray  equipment,  private  office,  treatment 
rooms  and  business  office.  Prime  location.  Inquire:  Office  Man- 
ager, 816-474-5240  for  additional  information. 


GRAND  ISLAND,  NEBRASKA.  Immediate  opportunity  for 
board  certified  or  board  eligible  family  physician  in  the  am- 
bulatory care  section  of  a Veterans  Administration  Medical 
Center.  Good  salary  and  benefit  package  that  is  hard  to  beat. 
Contact  or  send  CV  to  Stephen  W.  Maks,  M.D. , Chief  of  Staff, 
VA  Medical  Center,  2201  North  Broadwell,  Grand  Island,  NE 
68803.  

GENERAL  SURGEON.  Board  certified  or  eligible  to  join  full- 
time staff  at  Veterans  Administration  general  medical  and  sur- 
gical hospital.  Grand  Island,  Nebraska.  Contact  J.  E.  Fitzpa- 
trick, M.D.,  Chief,  Surgical  Service,  at  308-382-3660,  ext. 
2306. 


THE  DOCTOR’S  BUILDING  and  Norton  County  Hospital, 
located  in  Norton,  Kansas,  are  cooperatively  seeking  the  ser- 
vices of  a Family  Practice  physician  and  a General  Surgeon. 
If  you  are  interested  in  a rural  practice  this  is  an  excellent 
opportunity  to  join  an  established  group  of  3 Family  Practice 
physicians.  We  are  prepared  to  discuss  levels  of  income,  pay- 
ment of  malpractice  premiums,  relocation  expenses,  etc.  If 
interested  contact  Roger  L.  Hartman,  M.D.,  Chief  of  Medical 
Staff,  at  913-877-3305;  or  Richard  Miller,  Administrator,  Nor- 
ton County  Hospital,  at  913-877-3351. 


FAMILY  PRACTITIONER,  BC/BE,  needed  to  join  with  young 
board-certified  physician  in  solo  practice.  The  practice  is  ex- 
tremely busy  and  growing,  and  located  in  a brand-new  clinic 


building.  Lucrative  guaranteed  salary  and  other  incentives.  For 
more  information,  contact:  Rex  Kolste,  M.D.,  310  E.  College 
Dr.,  Colby,  KS  67701;  phone  (913)  462-7565. 


INTERNIST.  Excellent  opportunity  for  BC/BE  intemist(s).  In- 
tegrated health  system  in  fast-growing  desert  community,  35 
minutes  from  Palm  Springs.  Compensation  plan  which  includes 
high  guaranteed  base  and  incentive  component.  Send  CV  to: 
Delta  Hi-Desert  Medical  Group,  915  Camino  Del  Mar,  Del 
Mar,  CA  92014. 


EXCELLENT  OPPORTUNITY  for  Board  Eligible  or  Board 
Certified  Family  Practitioner  to  join  busy,  rapidly  growing  FP 
group  practice  in  NE  Kansas,  just  40  minutes  from  Kansas 
City.  Excellent  compensation  program  includes  base  salary, 
incentive,  malpractice,  group  health,  and  life  insurance.  Send 
CV  to  Box  #388-1,  do  this  magazine. 


FRISCO,  COLORADO.  Luxury  2-BR  or  3-BR  condos  sleep 
6 or  8.  Ski  Copper,  Keystone,  Breckenridge,  Vail.  Rec.  center 
with  pool,  hot  tub,  exercise  room.  Units  have  TV,  stereo, 
individual  Jacuzzis.  Conference  center  for  up  to  100  people. 
Plan  your  next  ski  conference,  summer  meeting,  family  reunion 
or  family  vacation  in  Colorado.  W.  R.  Markel,  M.D.,  13624 
S.  124th  St.,  Broomfield,  CO  80020,  or  call  Jean,  303-466- 
7486  or  Jan,  303-694-0026. 


COLORADO.  FOR  SALE:  25%  ownership  in  new  2-bedroom 
townhouse  at  Dillon.  One  mile  to  Keystone,  10  minutes  to 
Breckenridge.  Fully  furnished,  indoor  pool,  Jacuzzi,  tennis, 
etc.  Want  compatible  family.  Buy-in  price  $4,000  and  assume 
$10,500  mortgage  at  10.5%,  flexible.  Ralph  N.  Bloch,  M.D., 
2033  Windsor  Lane,  Liberal,  KS  67901;  phone  (316)  626-8103 
or  (316)  626-5800. 


MEDICINA  ET  LEX  ( Continued  from  page  66.) 

sary.  The  recommendation  of  surgery  was  offered 
by  the  defendant  during  a medical  education  lecture, 
in  response  to  a hypothetical  situation  presented  by 
the  treating  physician.  The  defendant,  a professor 
of  medicine,  was  invited  to  lecture  to  a group  of 
physicians,  during  which  various  case  scenarios  and 
x-rays  were  presented  for  discussion.  Consequently, 
the  plaintiff’s  treating  physician  described  her  con- 
dition and  presented  x-rays,  but  did  not  reveal  her 
name.  The  defendant  rendered  his  medical  opinion 
that  surgery  was  indicated,  whereby  this  recom- 
mendation was  conveyed  to  the  plaintiff  by  the  treat- 
ing physician,  and  surgery  followed. 

The  California  court  held  that  the  non-treating 
physician’s  response  to  the  hypothetical  situation 


did  not  constitute  an  acceptance  or  undertaking  of 
treatment  so  as  to  create  a physician-patient  rela- 
tionship. The  defendant  had  no  contact  with  the 
patient.  He  merely  used  the  case  presented  by  her 
treating  physician  as  a teaching  vehicle.  Accord- 
ingly, the  defendant  did  not  have  any  duty  of  care 
towards  plaintiff  so  as  to  be  liable  for  negligence 
in  allegedly  recommending  unnecessary  surgery. 

In  conclusion,  the  present  case  law  indicates  an 
unwillingness  to  impose  liability  upon  a non-treat- 
ing consulting  physician  who  responds  to  telephone 
inquiries  regarding  the  diagnosis  or  treatment  of  a 
patient.  The  mere  discussion  of  hypothetical  situ- 
ations among  professionals  should  not  be  a basis 
for  liability. 
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Young  Physicians: 
A Hidden  Resource 


Deborah  Atby  and  J.  R.  Henwood,  M.D. 


So  YOU  HNISHED  medical  school.  Said  goodbye  to 
the  all-night  sessions,  stacks  of  medical  books,  empty 
wallets.  And  now  that  you’ve  finally  completed  your 
residency  — learned  the  ropes,  made  the  rounds, 
answered  the  late-night  calls  — you’re  on  easy  street, 
right? 

Not  so  fast.  According  to  young  physicians  al- 
ready plying  their  trade  out  in  the  field,  suddenly 
there’s  a whole  new  agenda  of  concerns  to  contend 
with;  how  to  pay  off  those  looming  student  loans; 
what  kind  of  practice  to  join  — or  should  you  start 
your  own  practice;  how  to  learn  the  “business”  of 
medicine;  how  to  balance  a hectic  practice  and  still 
see  your  family  on  a regular  basis;  how  to  beat  the 
heat  of  the  malpractice  cauldron  . . . and  so  on. 

According  to  the  AM  A,  young  physicians  are 
“those  individuals  who  are  under  age  40  or  within 
the  first  five  years  of  professional  employment,  ex- 
cluding physicians  in  residency  or  fellowship  train- 
ing.” While  53%  of  all  practicing  physicians  fall 
into  this  category,  less  than  30%  of  young  physi- 
cians have  taken  the  plunge  into  the  rank-and-file 
of  organized  medicine. 

The  question  is:  “Why?”  In  1984,  the  AM  A 
established  a two-year,  ad-hoc  Committee  on  Young 
Physicians  to  come  up  with  some  answers  that  might 
explain  the  low  young  physician  membership. 

Several  years  of  research,  surveys  and  analyses 
later,  the  committee  presented  a report  to  the  AM  A 
House  of  Delegates  with  the  following  recommen- 
dations: “1)  That  the  AMA  establish  an  Assembly 
of  Young  Physicians  to  be  comprised  of  one  dele- 
gate and  one  alternate  delegate  from  each  state  . . . 
and  2)  That  the  AMA  strongly  encourage  and  assist 
each  state  in  establishing  a state-level  Assembly  of 
Young  Physicians  as  a means  of  strengthening  the 
direct  and  meaningful  participation  of  young  phy- 
sicians throughout  the  Federation.” 

In  April  1987,  following  the  AMA  recommen- 
dation, the  KMS  Council  voted  in  favor  of  estab- 
lishing a Young  Physician  Committee.  This  com- 
mittee is  presently  in  its  infancy  but  is  organizing 
rapidly. 

The  objective  of  the  committee  (and  of  the  AMA 
in  general)  is  to  improve  the  quality  of  medical  care 
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K-lUR 

(potassium  chloride)  Sustained  Release  Tablets 

INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIDNS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene).  . j- 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  Is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g. , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  Ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,'the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity,  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperiralemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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without  limiting  the  physician  from  practicing  as  he 
should.  The  Young  Physician  Group  intends  to  do 
this  by  increasing  the  AMA  enrollment  of  younger 
physicians;  providing  new  ideas  and  insight;  and 
affecting  necessary  medical-political  changes. 

The  group  hopes  to  include  more  young  physi- 
cians in  medical  politics  at  the  local,  state  and  na- 
tional levels.  It  also  would  address  proactively  sa- 
lient medical  problems,  e.g.,  malpractice,  third-party 
reimbursement.  The  group  will  also  assist  recent 
resident  graduates  in  starting  their  practices. 

Kansas  has  been  active  in  this  organization  since 
its  inception,  having  sent  two  delegates  to  each  of 
the  first  three  organizational  meetings.  The  group 
will  meet  twice  this  spring  to  organize  as  either  a 
section  or  a caucus.  The  group  has  already  surveyed 
physicians  about  their  concerns  and  is  identifying 
interested  young  doctors  and  encouraging  them  to 
become  delegates  on  the  county  and  state  levels. 

Ultimately,  the  group  hopes  to  spur  doctors  into 
taking  control  of  their  futures  and  strengthening 
medicine.  It  hopes  to  become  a bridge  for  strength 
and  improvement  of  medicine. 
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Spring  1988 

Dear  Doctor: 

The  KANSAS  MEDICAL  SOCIETY  introduced  its  magazine  subscription  program  a few 
years  ago.  Subscription  Services,  Inc.  continues  to  administer  this  program  on 
our  behalf.  Many  members  have  already  taken  advantage  of  the  opportunity  to 
purchase  magazine  subscripions  at  greatly  reduced  prices.  If  you  have  not  yet 
done  so,  why  not  simplify  your  magazine  ordering  procedures  and  save  money  as 
well . 

► FULL  SERVICE  MAGAZINE  SUBSCRIPTION  PROGRAM 

KMS  members  qualify  for  low  professional  subscription  rates  on  magazines  for 
office  reception  room  use.  Many  publishers  offer  their  lowest  prices  for  such 
placement. 

► CONVENIENT  SINGLE  SOURCE  FOR  ALL  MAGAZINES 

This  program  can  save  you  valuable  office  time  by  providing  for  all  of  your 
needs  from  a single  source.  Renewals,  extensions,  and  new  subscriptions  may 
all  be  obtained  at  the  same  low  rates. 

► DEDICATED  COMPUTER  RLE  FOR  PERSONAL  MAGAZINE  INVENTORY 

Even  if  your  magazines  do  not  expire  soon,  you  may  still  benefit  by  using  the 
PERSONAL  MAGAZINE  INVENTORY.  Your  magazine  titles  will  be  recorded  and  you 
will  be  alerted  when  it's  time  to  renew.  This  procedure  enables  you  to 
disregard  all  of  those  other  magazine  solicitations  and  renewal  notices. 

Just  send  us  your  magazine  mailing  labels,  print  the  publication's  name  on 
each,  and  we  will  do  the  rest.  Of  course,  no  subscription  order  will  ever  be 
placed  without  your  approval! 

► LOWEST  AVAILABLE  PRICES 

In  the  event  that  you  discover  a lower  advertised  price  for  any  magazine 
offered  through  our  Program,  let  the  Plan  administrator  know.  Send  in  the 
promotional  offer  with  your  order  and  that  rate  will  virtually  always  be 
accepted.  Please  refer  all  subscription  correspondence  to: 

SSI  MAGAZINE  PROGRAM 

29  Glen  Cove  Avenue  Telephone 

Glen  Cove,  New  York  11542  (516)  676-4300 

We  hope  that  you  continue  to  use  this  program  and  that  you  derive  years  of 
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enjoyment  from  it. 
Thank  you. 

Jerry  Slaughter 
Executive  Director 
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Our  members  qualify  for  the  lowest  subscription  rates  on  magazines  for  office 
reception  room  use.  In  addition  to  the  lowest  rates,  we  provide  a free  Renewal 
Service  for  all  of  your  current  subscriptions.  To  take  advantage  of  this  service,  be 
sure  to  complete  the  Personal  Inventory  Profile  portion  of  this  form. 
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Poster  Is  Aimed  at 
Reducing  Teen  Fatherhood 

The  Kansas  Medical  Society  has  lent  its  support 
to  a poster  produced  by  Kansas  Action  for  Children. 
The  poster,  which  is  designed  to  appeal  to  teenage 
males,  encourages  them  to  act  responsibly  to  avoid 
unwanted  fatherhood.  It  features  the  Topeka  Siz- 
zlers  basketball  team  and  an  action  shot  of  Cedric 
Hunter,  with  the  admonition  “Become  a teen  father 
and  you’ll  wonder  what  you  could’ve  been.’’ 

The  idea  for  the  poster  came  from  Mike  Brown, 
R.N.,B.S.N.,  (below)  a graduate  student  in  nursing 
at  the  KU  Medical  Center  and  author  of  articles  on 
related  topics  in  Kansas  Medicine.  Concerned  by 
the  rising  number  of  pregnancies  and  cases  of  sex- 
ually transmitted  diseases  among  Kansas  teens  and 
pre-teens.  Brown  has  sought  ways  to  make  young 
men  aware  of  their  role  in  this  trend.  He  cites  sta- 
tistics that  reveal  the  need  for  a change:  4,490  births 
and  about  1,200  abortions  among  Kansas  teenagers 
in  1986,  and  a pregnant  11 -year-old  girl  attending 
elementary  school  in  Topeka. 

Since  teenagers  tend  to  receive  little  prenatal  care, 
babies  bom  to  them  often  have  low  birth  weights. 
Low  birth  weight  infants  are  10  times  more  likely 
to  be  mentally  retarded.  And  since  teenage  mothers 
often  do  not  finish  school,  they  have  trouble  sup- 
porting themselves  and  their  offspring,  according 
to  Elisa  Sabatini  of  Kansas  Action  for  Children. 
“We’ve  figured  that  if  we  could  cut  the  teen  birth- 
rate in  Kansas  by  half,  we  could  reduce  costs  by 
$20  million  by  1990,’’  she  said. 

Kansas  physicians  are  encouraged  to  order  the 
free  posters  and  to  display  them  prominently.  Re- 
quests should  be  sent  to  Kansas  Action  for  Children, 
701  Jackson,  P.O.  Box  463,  Topeka,  KS  66601, 
(913)  232-0550. 
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New  this  year 


One  more  reason  to  join 
the  AMA 


Special  benefit  packages  available  with 
1988  membership 


A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 


mation and  education 
designed  to  enhance  your 
practice,  profession,'  and  the 
public  health. 

Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  change  to  the 
right  of  the  address  shown  Be  sure  to  retain  your  membership  card 
Use  this  portion  of  the  card  for  changes  only. 


IMPORTANT:  In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 

return  this  card. 

In  addition  to  my  usual  benefits.  I prefer  a specially  designed  package  of  publications,  topical 

conferences,  participatory  panels,  focused  issue  updates . . . which  focus  on  the  following; 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  wit!  enhance  my  practice, 
profession,  and  the  health  of  the  public 

D Representation  Concentrated  Specifically  on  Economic  Concerns  ^cing  my 
practice  and  profevsion,  such  as  professional  liability  and  third-party  reimbursement. 

D Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession, 
including  not  only  professional  liability  and  third  part>'  reimbursement  but  also  quality 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc 


Look  for  this  card  in  your  AMA  Membership  Kit 


To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 


Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDCATOM 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


Presenting 

the  winners  of  the  1988 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  this  outstanding  sales  representative, 
chosen  for  his  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  this 
exceptional  individual. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Slow-IC  r 


potassium  chloride 
slow-retecise  tciblets 

8mEq(600mg) 


It  means  dependcibility " in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.  CiBA,  I’harrnaceu  tical  Company 
Capsule  or  tablet  slow-release  potassium  chloride  preparatiori:s (Should  beires^rved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance. |;^|oblhmS  :W  liquid  or  effervescent 
pottissium  preparations  because  of  reports  of  intestinal apcl -gastric  ul^  and  bleeding 

with  slow-release  kCl  preparations.  : ■ . 

Before  prescribing,  please  consult  Brief  Prescribinglnformation  on  next  page. 
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The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy’ 

□ It^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow'Felease  tablets  s mEq  (6oo  m3) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 
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References:  1,  Data  on  file,  CIBA  Pharmaceutical  Company.  2.  Skoutakis 
VA,  Acchiardo  SR.  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailabilityand  safety.  Pharmacotherapy  ^^60^A{S):3^2-397. 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intell  Clin  Pharm 
1987:21:436-440. 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-cohtainihg  foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  ihdicated. 
CONTRAINDICATIONS 

Potassium  supplemeots  are  cohtraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  admihistratioh  of  a potassium-sparihg  diuretic 
(e.o.,  spiroholactone,  triamtereue)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastroihtestinal  tract.  Ih  these  ihstances,  potassium  supple- 
mehtatioh  should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparatiohs  have  produced  esophageal  ulceration  in  certain  cardiac 

aatients  with  esophageal  compression  due  to  an  enlarged  left  atrium, 
fARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  cah  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patiehts  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concehtration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  aomlnlstratioh  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  steootic  ahd/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesiohs  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation , Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concehtration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General; 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium , while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  m animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed, 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastroihtestinal  conditions  ihcluding  obstruction , bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely, 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  Is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  Is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked, 

HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit 

12  Bottles- 100  tablets  each NDC  0083-0165-65 

Accu-Pak*  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  nof  store  above  86°F  (30”C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


DIst.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  In  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotcs  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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CAPSULES 
60.80.120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INOERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INOERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  te  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  intermption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INOERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore,  i 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid-  i 
ism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and  ' 
reverse  T3,  and  decreasing  T3.  1 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in  : 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand  j 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired  I 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten-  | 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told  | 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase.  . 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser-  ij 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension.  | 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol.  | 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance.  < 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of  1 
both  drugs.  I 

Antipyrine  and  iidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 
Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with  j 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals  1 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc-  1 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal  i 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used  i 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  | 
required  the  withdrawal  of  therapy.  ! 

Cardiovascuiar:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension;  j 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type,  j 
Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude,  I 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu-  I 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and  I 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor-  I 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis.  j 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress.  i 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura.  I 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported.  j 
Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and  ( 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL  j 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION -Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  onw 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 

ANGINA  PECTORIS -Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  - Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six  : 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Introduction 


AIDS  (Acquired  Immunodeficiency  Syndrome)  pre- 
sents a major  challenge  to  the  health  care  system  of 
Kansas,  as  well  as  the  nation.  This  issue  of  Kansas 
Medicine  covers  a broad  range  of  topics  and  dis- 
cusses in  detail  this  complicated,  new  pandemic. 

AIDS  first  appeared  in  the  United  States  in  1981. 
In  that  year,  271  cases  were  diagnosed  nationwide; 
92%  of  those  individuals  are  now  dead.  The  latest 
statistics  (February  1,  1988)*  reveal  that  in  the  United 
States  52,256  cases  of  AIDS  have  been  diagnosed 
since  1981;  29,206  of  these  patients  are  dead,  a 
mortality  rate  of  56%.  During  the  same  time,  in 
Kansas,  117  cases  have  been  diagnosed;  77  are  dead, 
a mortality  rate  of  66% . Best  estimates  are  that  one 
to  two  million  individuals  are  infected  with  the  virus 
and  are  seropositive,  but  present  no  symptoms  of 
the  disease.  Obviously,  these  individuals  present  a 
major  health  threat  to  those  with  whom  they  may 
come  in  contact,  as  well  as  to  the  blood  supply  of 
the  nation,  to  health  workers  and  others. 

Two  groups  of  human  immunodeficiency  virus  in- 
fect man,  HIV-1  and  HIV-2.  Both  are  related  to  a 
retrovirus  which  infects  monkeys  in  equatorial  Af- 
rica. In  some  manner,  the  virus  was  transmitted  to 
man  from  monkey,  and  AIDS  has  been  endemic  in 
equatorial  Africa  for  many  years.  Epidemiological 
evidence  shows  the  disease  originated  in  Zaire  and 
was  carried  by  travelers  from  that  nation  to  Haiti  and 
then  subsequently  spread  to  San  Francisco  and  New 
York  and  then  the  rest  of  the  nation.  Cases  of  AIDS 
have  been  reported  from  almost  every  country  in  the 
world.  Although  drug  therapy  prolongs  life,  ulti- 
mately, all  AIDS  victims  die.  The  final  stages  of  the 
disease  may  last  for  a year  or  two,  requiring  much 
supportive  care  for  the  patient  at  high  cost.  Often, 
the  patient  is  unable  to  continue  or  obtain  health 
insurance  coverage. 

Because  of  the  deadly  nature  of  this  epidemic, 
there  has  been  intense  research  activity  in  the  phar- 
maceutical industry  to  develop  an  antiviral  agent  that 
will  hold  in  check  or  perhaps  cure  the  disease.  A 
current  drug  of  choice  is  AZT  (Zidovudine).  This 
preparation  is  effective  particularly  in  Pneumocystis 
carinii  pneumonia,  the  most  common  cause  of  death 
in  AIDS.  Unfortunately,  the  drug  has  side  effects 
including  leukopenia  and  anemia  and  is  quite  toxic. 

The  disease  progresses  from  the  seropositive 
through  a prodromal  stage,  followed  by  a period 

* Statistics  provided  by  Kansas  Department  of  Health  and  En- 
vironment, February  1988. 


known  as  ARC  (AIDS  related  complex).  This  stage 
is  characterized  by  lymphadenopathy,  anemia,  night 
sweats  and  malaise,  and  then  converts  to  the  disease, 
AIDS.  Common  symptoms  are  recurring  bouts  of 
Pneumocystis  carinii  pneumonia,  as  well  as  Kapo- 
si’s sarcoma,  a once  relatively  rare  skin  tumor  now 
frequently  seen  in  AIDS  victims.  The  central  nervous 
system  may  also  be  involved  with  the  development 
of  psychoses. 

It  is  well  known  that  routes  of  transmission  are 
by  sexual  contact,  sharing  of  infected  needles  by 
intravenous  drug  abusers  and  transmittal  from  in- 
fected mother  to  unborn  child.  Occurrences  of  ac- 
cidental infection  in  health  workers  are  very  few,  and 
close  contact  with  victims  of  AIDS  does  not  result 
in  infection. 

The  issues  of  discrimination,  confidentiality  of 
test  results,  loss  of  jobs  and  health  insurance,  and 
other  societal  matters  are  major  concerns  for  every- 
one. Those  who  are  ill  with  the  disease  need  much 
supportive  care,  and  their  health  needs  are  currently 
being  met  either  in  hospitals  or  in  hospice  settings. 
Physicians  and  health  workers  have  an  obligation  to 
treat  these  individuals,  as  we  have  done  in  all  past 
major  epidemics  in  the  history  of  our  nation. 

Scientific  knowledge  about  the  disease  is  chang- 
ing rapidly:  Indeed,  some  of  the  statistics  given  in 
this  journal  will  be  obsolete  even  as  the  magazine 
is  being  printed.  Physicians  and  health  care  workers 
must  continue  to  keep  informed  of  new  develop- 
ments, therapy  and  diagnostic  techniques. 

William  J.  Reals,  M.D. 

Vice  Chancellor 

The  University  of  Kansas 

School  of  Medicine-Wichita 
Chairman,  Governor’ s Task  Force  on  AIDS 


AIDS  Policy  for  Hospitals 

A manual  produced  by  the  Kansas  Hospital 
Association,  AIDS  Policy  Considerations 
for  Hospitals,  offers  information  on  setting  up 
policies,  case  management,  personnel  consid- 
erations, AIDS  education  and  other  subjects  of 
concern  to  hospital  administrators  and  employ- 
ees. If  you  would  like  a copy  of  this  report, 
call  or  write  KMS  at  1300  Topeka  Avenue, 
Topeka,  KS  66612;  (913)  235-2383  or  (800) 
332-0156. 


Kansas  Medicine  • April  1988  • 87 


vt'N 


I think  I noGd 
lessons  in  eating! 


Putting  good  dietary  practices  to 
may  reciiiiie  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  laced  the  challenge 
of  diaiige  several  years  ago.  We  re- 
affirmed Diet-Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ [foster  new  breeding  and 
feeding  tecliniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

Tliis  continuing  commitment  to 
meet  Diet-Healtli  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you . 

A lean , trimmed , cooked 
3~oiince  serving  of  beef  can  be 
included  in  meal  plans  tliat  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booWet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  truly  enjoy,  in  ways  tiliat 
recognize  the  needs  of  clianging  life- 
styles to  control  total  M,  saturated 
fatty  acids,  dietary  cholesterol  and 
sodium. 


V of  "Mealstyles"  is 
available  for  your  revimv  and  comments 
immediately^  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  lielp  them,  succeed. 
Use  ‘'Mealstyles"  to  provide  specific 
flow- to  s to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  bEEFj 
evervdav  eating  stvles. 


Please  send  "Mealsiyles' 
andthebeefindiisriy's 
Diet  Health  Principles. 
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Crisis  of  Confidence 


The  history  of  mankind  is  recorded  in  the  flow 
and  ebb  of  civilizations.  Their  record  is  punctuated 
by  the  appearance  and  departure  of  rulers  and,  be- 
cause they  insinuate  themselves  in  the  process  and 
are  more  comfortably  assigned  dates,  wars.  On  oc- 
casion, when  the  magnitude  of  effect  warranted  it, 
epidemics  of  disease  have  been  accorded  social  and 
political  roles  in  history,  notably  the  bubonic  plague’s 
devastating  march  through  Europe  in  the  mid- 14th 
century.  One  can  well  use  the  disease  framework  as 
an  inclusive  statement  not  only  of  medical  activity 
but  of  the  world’s  condition  as  well. 

The  point  at  which  an  epidemic  (with  its  impli- 
cation of  local  occurrence)  qualifies  as  a plague  can 
be  defined  both  quantitatively  and  geographically  as 
it  moves  through  multiple  cultures  and  broad  areas. 
The  word  “plague”  has  so  long  been  identified  with 
Pasteurella  pestis  infection  that  one  tends  to  forget 
that  other  diseases  — smallpox,  typhus,  cholera,  for 
example  — have  earned  the  title,  a reminder  that  our 
security  is  fragile  at  best. 

In  recent  decades,  disease  has  become  more  in- 
dividually focused  as  some  of  the  ancient  scourges 
(again,  smallpox,  for  example)  have  been  brought 
under  control  with  the  cautious  hope  that  they  are 
relics  of  earlier  days.  Others,  because  of  public  and 
personal  controls,  have  remained  a threat  to  the  in- 
dividual but  less  to  the  populace.  But,  preoccupied 
with  current  matters,  we  tend  to  ignore  history.  The 
admonition  that  our  failure  to  learn  from  the  past 
condemns  us  to  repeat  its  mistakes  has  become  a 
glib  truism.  Our  own  perspective  reflects  the  sense 
of  security  that  has  developed  in  the  last  century  or 
more  as  medical  methodology  has  produced  what 
we  are  pleased  to  call  miracles,  and  the  public  and 
medical  profession  alike  have  come  to  expect  an 
answer  to  everything,  relief  from  any  danger  and  a 
sense  of  superiority  that  we  chose  to  live  in  this  age. 

The  confidence  that  has  been  built  in  these  dec- 
ades, however,  has  been  rudely  shaken  with  the  ap- 
pearance of  this  new  adversary,  one  which  informs 
us  painfully  that  invulnerability  is  not  yet  an  estab- 
lished human  trait.  Acquired  immune  deficiency 
syndrome  is  contending  for  the  title  of  a modem 
plague.  True,  its  course  and  vimlence  are  of  a dif- 


ferent order  from  its  predecessors,  but  in  a socially 
conscious  world  served  by  a panoply  of  eager  media 
forms,  it  has  come  to  have  a very  special  character. 
It  tends  to  be  less  immediate  in  its  appearance  than 
we  are  accustomed  to,  slower  in  progress,  all  the 
more  devastating  because  of  the  pressures  of  un- 
answered questions  and  almost  capricious  in  its  be- 
havior. And  history  does  teach  us  that  this  situation 
has  evolved  in  a civilization  far  differently  oriented 
from  those  of  the  past. 

Public  reaction  has  not  been  surprising.  The  evi- 
dence that  transmission  is  primarily  the  result  of 
culturally  repugnant  activities  and  the  numerous  un- 
answered questions  have  led  to  an  intense  ostracism, 
a social  quarantine,  of  the  victims,  extending  even 
to  those  who  are  now  seen  to  be  innocently  affected. 
Equating  money  with  success,  it  demands  more  funds 
for  the  effort  to  overcome  the  disease  and  considers 
tomorrow  too  late  for  results.  In  its  anxiety,  it  all 
but  ignores  the  remarkable  progress  already  made, 
considering  the  medical  and  social  obstacles,  and  the 
lack  of  firm  answers  aggravates  the  emotional  im- 
pact. 

Physicians  are  confronted  with  another  character- 
istic of  the  age:  the  fact  that  social  implications  all 
but  overcome  medical  efforts.  Internal  conflicts  de- 
velop as  the  age-old  dedication  to  service  is  tested: 
some  in  high-risk  branches  condition  or  refuse  that 
service,  facing  the  criticism  of  colleagues  (usually 
in  low-risk  services).  The  nature  of  the  disease  means 
that,  at  this  point  at  least,  relatively  few  physicians 
will  personally  meet  up  with  it  and  thereby  gain 
experience,  but  none  can  be  free  from  the  anxieties 
of  their  patients,  however  remote  the  possibilities. 
Nor,  with  the  inevitable  increase  of  the  general  pop- 
ulation pool,  can  they  be  certain,  without  particular 
diagnostic  caution,  that  they  can  ignore  such  pos- 
sibilities. And  problems  in  confidentiality,  with  their 
particular  impact  on  the  profession,  abound. 

So  we  are  having  our  own  plague  and,  whatever 
our  differences,  we  can  know  some  of  the  feelings 
of  our  predecessors  — social  and  medical.  But  they 
taught  us  this:  humanity  is  tough  and  will  survive 
— and  one  day  we  shall  be  a footnote  in  the  history 
of  plagues.  Confidence  is  in  order.  — D.E.G. 
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US.  A.  won  the  Olympics, 

Amelia  Earhart  became 
the  first  female  pilot  to  cross 

Atlantic  Ocean  and 
United  Missouri  opened 
Its  Investment  Banking  Divisioa 


United  Missouri  announced  Investment  Banking  Ser- 
vices in  ’28:  It  didn’t  make  national  headlines.  It  did  make 
a difference. 

Since  then,  United  Missouri  has  helped  thousands  of 
professionals  build  solid  investment  portfolios. 

United  Missouri’s  investment  specialists  have  combined 
imaginative  ideas  with  top  quality  investment  recommenda- 
tions, especially  in  the  area  of  tax-exempt  municipal  bonds. 

They  can  advise  you  on  the  best  tax-exempt  investments 
available.  Every  municipal  bond  must  pass  the  toughest  test 
of  all,  United  Missouri’s  high  standards. 

Tbday,  United  Missouri’s  Investment  Banking  Division 
stni  makes  a difference.  It  can  make  a difference  for  you.  Call 
United  Missouri  for  consistent,  long-term  results.  And,  pick 
the  proven  performer. 

lb 

UNITED  MISSOURI  BANKS 

Members  FDIC 

P.O.  Box  419226,  Kansas  City,  Missouri  64141-6226 
816-556-7200 


AIDS  Care:  Challenges  and  Opportunities 


American  Medical  News  reports  in  a recent  issue 
that  “the  AIDS  epidemic  is  putting  unprecedented 
pressures  on  New  York  City’s  beleaguered  hospitals 
— demands  that  threaten  to  deplete  already  limited 
financial  and  manpower  resources  and  compromise 
care  to  both  AIDS  and  non- AIDS  patients.”  The 
report  points  out  the  frustrations  of  dealing  with  the 
AIDS  crisis.  It  is  all-pervasive;  the  crisis  even  af- 
fects care  of  the  non- AIDS  patient.  From  the  med- 
ical aspect,  physicians  and  patients  are  faced  with 
no  curative  treatment.  Drugs  such  as  Retrovir  or  the 
generic,  zidovudine  (formerly  azidothymidine),  of- 
fer hope  of  altering  the  viral  invasion,  but  the  results 
have  been  less  than  anticipated.  Therefore,  treat- 
ment largely  involves  targeting  secondary  oppor- 
tunistic infections  and  offering  psychological  sup- 
port. Because  of  the  immense  burdens  of  caring  for 
AIDS  patients,  the  medical  team  approach  has  been 
needed  to  avoid  physician  burnout. 

Similarly,  payment  for  the  care  of  AIDS  patients 
has  been  difficult.  Most  AIDS  patients  either  have 
no  insurance  or  are  on  Medicaid.  Medicaid’s  pro- 
grams have  been  inadequate  and  stressed  by  the 
burden.  Many  city  hospitals,  such  as  those  in  New 
York,  have  been  stressed  by  the  financial  and  phys- 
ical burdens  of  large  numbers  of  patients  demanding 
more  hospital  care. 

But  the  solution  to  the  AIDS  crisis  will  not  be 
found  only  in  the  scientific/medical  community.  The 
virus  now  has  a foothold  in  the  population,  and  to 
stop  its  spread  behavior  will  need  to  be  altered.  The 
National  AIDS  Commission  has  focused  on  one  of 
the  most  difficult  areas;  IV  drug  abuse.  AIDS  in 
the  drug  abuse  culture  will  be  stopped  only  when 
abusers  stop  sharing  needles  and  syringes.  Neces- 
sarily, the  solution  to  AIDS  will  involve  many  dis- 
ciplines, a lot  of  hard  work  and  luck. 

The  AIDS  crisis  lends  physicians  an  opportunity 
to  evaluate  our  medical  care  system,  and  gives  us 
a chance  to  approach  illness  and  disease  from  a new 
front.  Ihe  solution  for  the  indigent  care  problem 


has  been  pointed  out  to  the  Kansas  Hospital  As- 
sociation as  being  the  most  important  problem  that 
it  can  address.  Similarly,  the  Medical  Society  should 
accept  the  challenge  of  finding  ways  to  provide  care 
for  the  medically  indigent  — AIDS  patients  and 
others.  I ask  the  Society  to  consider  an  ad  hoc  com- 
mittee on  medical  services  to  evaluate  possible  new 
approaches  and  to  brainstorm  new  ways  to  provide 
care  attempting  to  retain  the  feature,  fee-for-service 
medicine,  that  has  made  our  medical  care  system 
the  best  in  the  world. 


President 
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Eli  Lilly  and  Company 

Indianapolis,  Indiana 


Then  thousands... 


DIET...EXERCISE... 

Humulin 

human  insulin 
[recombinant  DNA  origin] 
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Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have. The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


For  your  insulin-using  patients 


1987.  ELI  LILLY  AND  COMPANY 
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Recording  HIV  Test  Results 


WAYNE  T.  STRATTON,  J.D.,  Topeka^ 

The  rapid  growth  of  the  AIDS  crisis  has  generated 
a number  of  concerns  relating  to  the  recording  of 
HIV  test  results.  Because  of  the  sensitive  nature  of 
the  disease,  some  physicians  have  suggested  that 
the  results  of  testing  not  be  included  in  the  medical 
record  or  hospital  chart.  For  a number  of  reasons, 
this  suggestion  should  not  be  followed. 

Physicians  and  other  hospital  personnel  must  fol- 
low statutory  guidelines  which  mandate  the  record- 
ing of  lab  results  and  the  medical  condition  of  the 
patient.  These  medical  records  are  maintained  pri- 
marily to  provide  accurate  and  complete  information 
about  care  and  treatment.  They  serve  as  a basis  for 
planning  the  patient’s  course  of  treatment  and  are 
the  principal  means  of  communication  between  phy- 
sician and  nurse  in  matters  relating  to  patient  care. 
Furthermore,  failure  to  place  lab  results  and  other 
essential  medical  data  in  the  medical  record  may 
subject  the  physician  to  disciplinary  action  such  as 
revocation,  suspension  or  limitation  of  his  or  her 
license. 

Kansas  statutes  define  “professional  incompe- 
tency’’ to  include  the  failure  to  keep  written  medical 
records  which  describe  the  services  rendered  to  the 
patient,  including  patient  histories,  pertinent  find- 
ings, examination  results  and  test  results.  This  re- 
quires inclusion  of  relevant  laboratory  reports  in  the 
patient’s  record. 

In  addition  to  the  reporting  requirement  for  main- 
taining the  physician’s  license,  most  hospitals  are 
required  to  enforce  a specific  reporting  policy  for 
accreditation  licensing  purposes.  Each  health  care 
facility  must  adopt  record  maintenance  policies 
which  conform  with  applicable  state  law.  While 
following  statutory  guidelines  ensures  accreditation 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
infoiTnation,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


for  the  hospital,  information  regarding  infectious  or 
communicable  disease  is  more  importantly  used  for 
epidemiologic  purposes  to  control  the  spread  of  in- 
fection. 

Besides  the  risk  of  revocation  of  a license  to  prac- 
tice medicine  and  loss  of  staff  privileges,  physicians 
face  potential  tort  liability  for  failure  to  include  test 
results  in  the  record.  The  patient  might  sue  if  the 
lack  of  the  information  on  his  medical  records  ad- 
versely impacts  upon  his  future  course  of  treatment. 
Another  health  care  provider  who  is  exposed  to  the 
AIDS  virus  while  treating  the  patient,  including  the 
physician’s  own  employees,  might  sue.  In  essence, 
for  the  protection  of  the  patient,  other  health  care 
workers  and  the  physician,  HIV  lab  results  should 
be  recorded  in  the  hospital  or  office  chart. 
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It  is  also  possible  to  conceive  of  potential  liability 
to  third  parties.  If  an  insurance  company  relies  upon 
a physician’s  records  for  underwriting  the  patient, 
and  the  records  are  not  kept  as  required  by  law, 
then  the  insurance  company  might  have  a cause  of 
action  against  the  physician.  Other  similar  situations 
can  be  envisioned. 

While  placing  the  test  results  in  the  medical  rec- 
ord safeguards  the  health  care  provider’s  profes- 
sional standing  and  ensures  adequate  care  for  the 
patient,  the  confidentiality  of  these  lab  results  cre- 
ates another  set  of  problems.  Because  of  the  phy- 
sician-patient relationship,  certain  communications 
are  considered  privileged  and  should  not  be  dis- 
closed without  the  patient’s  authorization. 

In  conclusion,  HIV  lab  results  should  be  recorded 
in  the  hospital  or  office  chart  for  the  protection  of 
the  patient,  third  parties,  other  health  care  workers 
and  the  physician.  These  records  should  be  treated 
as  confidential,  and  only  those  authorized  by  the 
patient  or  those  who  need  access  to  the  record  for 
patient  care  should  be  allowed  access.  The  handling 
of  these  records  by  the  physician  and  medical  staff 
is  of  utmost  importance  in  treating  the  AIDS  patient 
and  protecting  the  public  welfare. 


Professional  Liability  Insurance 

PREMIUM  FINANCING  PLAN 
For  KMS  MEMBERS  Only 

Finance  your  professional  liability  insurance  premium  over  a period  of  9 
months  at  a simple  interest  rate  of  1 0.5 %* 

Your  signature  on  a promissory  note  is  all  that  is  required  to  secure  the 
loan. 

To  apply,  call  the  KMS  office  and  provide  the  following  information: 

• Policy  number(s) 

• Premium  amount(s)  & due  date(s) 

• Name  & address  of  insurance  agent. 

• Rate  subject  to  change  based  upon  prevailing  market  conditions. 

Services,  Inc. 

1300  TOPEKA  AVENUE 
TOPEKA,  KANSAS  66612 

In  Topeka  235-2383  A subsidiary  of  the  Kansas  Medical  Society 


CALL 

1-800-332-0156 


I<A1SER  PERMANEIVrnE 

The  Nation's  most  experienced  provider  of 
high  quality  prepaid  health  care 

The  Kansas  City  Region  is  currently 
seeking  BE/BC  primary  care 

INTERNISTS 
OB-GYN  PHYSICIANS 


Competitive  Salary 
Excellent  Fringe  Benefits 
Academically  Affiliated  Program 
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Governor’s  Task  Force  on  AIDS: 
Executive  Summary 


Human  Immunodehciency  Virus  (HIV)  is  one  of 
the  most  virulent  infectious  agents  ever  encountered, 
and  preventing  its  spread  is  Public  Health’s  number 
one  priority.  This  virus,  estimated  to  kill  at  least  half 
of  those  infected  by  causing  Acquired  Immunode- 
ficiency Syndrome  (AIDS),  has  spread  to  approxi- 
mately two  million  Americans. 

Currently  there  is  no  safe  and  effective  treatment, 
nor  is  there  a vaccine.  The  characteristic  of  lifelong 
infectiousness  with  the  virus  is  a major  concern  in 
considering  strategies  for  prevention,  control  and 
surveillance.  Therefore,  policymakers  must  be  made 
acutely  aware  of  these  facts  and  of  the  serious  impact 
the  AIDS/HIV  epidemic  will  have  on  our  society. 

From  our  knowledge  of  HIV  transmission,  further 
spread  of  the  virus  can  be  prevented  by  the  use  of 
various  techniques.  The  only  tools  currently  avail- 
able are  educational,  aimed  at  promoting  behavioral 
change,  and  are  dependent  upon  individual  moti- 
vation. The  combined  use  of  education-motivation- 
counseling, voluntary  serological  testing,  and  part- 
ner notification,  could  eliminate  or  substantially  re- 
duce transmission.  Only  through  a concerted,  vig- 


orous, and  sustained  prevention  program  which  deals 
frankly  with  this  problem  will  those  individuals  at 
risk  be  reached  and  motivated  to  take  personal  re- 
sponsibility to  protect  themselves,  and  others. 

The  serologic  test  for  HIV  and  appropriate  profes- 
sional counseling  are  important  tools  for  prevention. 
Controversy  still  surrounds  testing  and  its  use,  es- 
pecially in  the  areas  of  confidentiality  and  discrim- 
ination. Maintenance  of  confidentiality  is  central  to 
and  of  paramount  importance  for  the  control  of  AIDS. 
Information  regarding  HIV  infection,  sexual  activity 
and  contacts,  illegal  drug  use  and  diagnostic  infor- 
mation regarding  AIDS -related  diseases  are  sensi- 
tive, private  issues  that  if  released  could  adversely 
affect  the  individual’s  personal  and  professional  life. 
Discrimination  against  those  with  AIDS  or  HIV  in- 
fection caused  by  fear  of  any  health  risk  they  may 
pose  to  others  in  the  workplace,  housing,  school, 
health  care  or  mortuary  services  is  not  justified  and 
should  not  be  tolerated. 

As  the  number  of  AIDS  cases  increases,  the  health 
care  system  is  making  a major  commitment  to  the 
treatment  of  AIDS  and  HIV-related  conditions.  Since 
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Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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AIDS  is  a disease  that  manifests  itself  in  a bewil- 
dering variety  of  clinical  presentations,  most  of  which 
are  severe  and  disabling,  patients  require  extensive 
and  specialized  care  resulting  in  enormous  costs. 

The  health  care  system  must  be  prepared  to  meet 
the  continuum  of  needs  of  patients  with  AIDS  and 
HIV-related  conditions  with  emphasis  placed  on  out- 
patient, hospice  and  home  care  services.  State  pol- 
icymakers must  be  aware  of  the  following  issues: 

• The  enormous  expense  of  treating  AIDS  in  the 
acute-bed  setting; 

• The  growing  number  of  people  who  have  AIDS 
or  are  HIV  infected  who  are  medically  indigent; 

• The  absence  of  appropriate  facilities  and  programs 
for  hospice  and  home  health  care; 

• The  need  of  adequate  funding  and  reimbursement 
for  treatment  in  the  outpatient  setting. 

AIDS  puts  a staggering  burden  on  the  state’s  Med- 
icaid Program,  which  is  already  economically  trou- 
bled, as  well  as  the  entire  health  care  system.  The 
situation  is  becoming  critical  for  public  hospitals 
because  they  are  threatened  by  inadequate  reim- 
bursement for  care  while  providing  for  a growing 
number  of  patients.  The  Federal  Government,  the 
states  and  third  party  payers  must  continue  to  develop 
health  care  strategies  which  are  economical  while 
meeting  the  needs  of  patients  with  AIDS  and  other 
manifestations  of  HIV  infection. 

AIDS  has  become  a major  policy  and  manage- 
ment issue  for  prisons  and  state  institutions.  In  Kan- 
sas, as  elsewhere,  the  prison  inmate  population  has 
a growing  incidence  of  individuals  infected  with 
HIV.  The  majority  of  infected  individuals  are  IV 
drug  users,  from  ethnic  groups  and  female.  These 
institutions  have  the  responsibility  for  the  medical 
care,  safety  and  welfare  of  their  populations  and  are 
developing  rational  approaches  to  this  epidemic, 
which  include  expansion  of  HIV  testing/counseling 
programs  and  seeking  legislative  help  in  meeting 
medical,  facility,  staff  and  education  needs. 

Public  education  about  HIV  infection  is,  and  will 
continue  to  be,  the  critical  public  health  prevention 
measure.  Education  must  be  vastly  expanded  and 
diversified.  It  must  be  targeted  not  only  at  the  gen- 
eral public  and  our  schools  and  colleges,  but  at 
individuals  in  whom  significant  transmissions  can 
be  anticipated  because  of  their  high  risk  behaviors 
(e.g.,  sexual  and  drug  use  practices).  Special  atten- 
tion must  be  paid  to  AIDS  education  for  young 
people  in  schools  and  college,  the  age  at  which 
experimentation  with  sex  and  drugs  begins.  Frank 
discussions  of  behaviors  that  do  and  do  not  transmit 
HIV  has  become  an  urgent  necessity  for  this  and 
all  other  populations. 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indoialkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '2  /\iso  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''■3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
5315C-001-10. 
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Author 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  14  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 

cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
tiirough  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


KMS  Position  Statement 
on  AIDS 

The  Kansas  Medical  Society  recognizes  the  impact 
that  virally  transmitted  AIDS  and  AIDS-related  com- 
plex have  on  our  state  and  country.  Projected  medical 
and  economic  concerns  increase  daily,  reflecting  the 
growing  number  of  cases  reported  to  the  Centers  for 
Disease  Control. 

Consistent  with  KMS  policy  that  all  patients  should 
have  competent  and  humane  medical  care,  no  patient 
should  be  discriminated  against  or  denied  medical 
care  on  the  basis  of  a known  or  suspected  diagnosis. 
All  physicians  and  surgeons,  nurses,  other  health 
care  professionals,  and  hospitals  should  either  render 
services  to  patients  with  AIDS  or  AIDS-related  com- 
plex, or  promptly  refer  to  another  physician  who  is 
competent  to  care  for  such  patients. 

In  the  area  of  professional  and  public  education, 
the  Kansas  Medical  Society  will  strive  to  keep  its 
members  informed  by  disseminating  information  on 
AIDS  in  a timely  manner,  to  reprint  information  about 
AIDS  in  Kansas  Medicine,  and  to  promote  contin- 
uing education  on  AIDS  to  KMS  members. 

Additionally,  KMS  will  help  establish  a speakers 
bureau  for  health  care  professionals  that  can  help 
educate  both  professionals  and  lay  people  concerning 
AIDS.  The  Kansas  Medical  Society  also  supports 
appropriate  educational  efforts  which  will  enable  all 
citizens  of  Kansas  to  become  informed  about  AIDS . 

In  the  area  of  HIV  testing,  the  KMS  suggests  that 
testing  be;  I)  voluntary  and  with  informed  consent; 

2)  that  a positive  ELISA  test  be  confirmed  with  a 
Western  Blot  test;  and  3)  that  testing  be  administered 
only  if  trained  personnel  are  available  for  pre-  and 
post-test  counseling. 

The  KMS  also  adopts  by  reference  the  guidelines 
and  recommendations  contained  in  the  following 
Centers  for  Disease  Control  publications: 

1.  CDC  Recommendations  for  Control  of  AIDS  and  j 
for  the  Protection  of  Health  Care  Workers  and  | 
Their  Patients. 

2.  CDC  Perspectives  in  Disease  Prevention  and  ' 

Health  Promotion.  ' 

3.  CDC  Guidelines  for  the  Control  of  Perinatal 
Transmission  of  HIV. 

4.  CDC  Revision  of  CDC  Surveillance  Case  Defi- 
nition for  AIDS  of  August  1987.  i 

Finally,  KMS  endorses  the  recommendations,  i 
findings  and  guidelines  for  physicians  contained  in  { 
the  following  AMA  reports:  1)  AMA  Board  of  Trus-  j 
tees  Report  YY  (A-87);  and  2)  Council  on  Ethical  ; 
and  Judicial  Affairs  Report  A (1-87). 
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MEDICAL  PROFESSIONAL  LIABILITY  INSURANCE 


Only  Doctors  Know 
What  Doctors  Are  Going  Through 

These  Days. 


Let’s  face  it.  Times  are  tough  for  both 
doctors  and  medical  liability  insurance 
companies.  Rates  are  up.  Again.  Doc- 
tors just  like  you  are  wondering  how 
to  handle  rate  increases  and  keep  their 
doors  open. 

The  tort  reform  has  been  repealed. 
More  changes  are  imminent.  Medical 
Defense  Insurance  Company  is  con- 
tinuing to  stay  in  the  marketplace  for 
Kansas  doctors. 

MDI  was  formed  by  doctors  to  serve 
only  doctors.  Since  1983,  it  has  been 


our  goal  to  offer  superior  career  pro- 
tection at  competitive  rates.  MDI  has 
a reputation  for  protecting  YOUR 
reputation  with  aggressive  defense  of 
unmerited  claims. 

At  MDI,  we  know  what  you’re  going 
through.  We  would  like  a chance  to 
put  that  knowledge  to  work  for  you. 

Call  us  toll  free  1-800-325-9154  if  we 
may  be  of  help  in  these  ever  changing 
times. 

Medical  Defense  Insurance  Company. 


Medical  Defense 
^ Insurance  Company 

for  information  and  rates,  contact: 
Woodsmall  Risk  Services 
Q Five  Crown  Center 
p Kansas  City,  Missouri  64108 
<r  816-421-7788 


Bridging  the  Financial  Gap 


A financial  chasm  has  no  bottom 
line.  So,  when  you  leap  from  invest- 
ment to  investment,  you  must  choose 
your  path  carefully. 

A Certified  Public  Accountant  can 
help  you  bridge  the  howling  finan- 
cial gap  with  a structured,  knowl- 
edgeable approach  to  investment 
opportunities  or  business  planning. 

Your  Kansas  CPA  will  help 
you  work  through  tax  problems, 
minimize  future  liabilities,  prepare 
loan  applications,  devise  retirement 
plans  and  improve  accounting 


systems.  He  or  she  can  professionally 
determine  the  profitability  of  your 
business— or  a business  you  have 
your  eye  on. 

This  time,  listen  before  you 
leap— to  the  sound  advice  of  a 
Kansas  CPA. 

Consult  your  Yellow  Pages  for  an 
‘Accountant— Certified  Public”  today. 


Kansas  Society  of 
Certified  Public  Accountants 


Report  of  the  AM  A Board  of  Trustees: 
Prevention  and  Control  of  AIDS  — 

An  Interim  Report 

Following  are  excerpts  from  the  AMA’s  Report  YY  {A-87). 


Introduction 

Responding  sensitively,  intelligently,  and  effec- 
tively to  the  growing  AIDS  crisis  is  one  of  the  cru- 
cial public  health  problems  facing  the  nation.  Pre- 
vention and  control  of  the  disease  must  be  an  essential 
part  of  that  response  because  there  is,  at  present, 
no  known  cure  for  AIDS  patients. 

Recommendations  in  this  report  have  as  their 
foundation  an  overriding  concern  for  a judicious 
balance  between  the  well-being  of  HIV-positive  pa- 
tients and  the  protection  of  the  public  health.  These 
recommendations  are  based  upon  the  best  infor- 
mation and  data  available  at  present.  The  AM  A will 
continuously  monitor  and  analyze  developments  in 
AIDS  and  update  AMA  policy  and  recommenda- 
tions as  dictated  by  advances  in  knowledge. 

Education  continues  to  be  the  major  weapon 
against  spread  of  HIV  infection.  Physicians  should 
assume  the  leadership  role  in  educating  themselves, 
their  patients  and  the  public.  Individuals  in  society 
also  must  assume  responsibility  for  being  well-in- 
formed and  for  actions  that  affect  their  own  health 
and  the  health  of  others.  In  developing  this  report, 
the  Board  emphasizes  the  need  for  concerted  and 
cooperative  efforts  by  all  members  of  society  in  the 
fight  against  AIDS . The  recommendations  outlined 
below  are  designed  to  help  in  successfully  confront- 
ing this  challenge  to  society’s  well-being.  . . . 

RECOMMENDATION  1: 

A commission,  modeled  after  the  commission  which 
made  recommendations  on  the  problems  of  Social 
Security  financing  in  the  early  1980s,  should  be 
constituted  with  representatives  from  the  Executive 
branch  of  the  federal  government,  the  Congress, 
state  and  local  government,  and  the  private  sector 
and  directed  to  develop  a consensus  position  for 
consideration  by  the  Congress,  the  Executive,  state 
and  local  governments  and  private  associations  and 
institutions.  The  presidential  commission  an- 
nounced, but  not  yet  appointed,  by  the  Administra- 
tion could  be  broadened  to  implement  this  recom- 
mendation. A high-level  body  with  representatives 
from  the  different  branches  and  levels  of  govern- 


ment, but  operating  to  the  side  of  the  more  formal 
political  processes,  may  have  the  best  chance  of 
forging  the  necessary  national  consensus  which  can 
then  become  the  basis  for  concerted  and  coordinated 
action  by  both  the  public  and  private  sectors. 

The  Special  Role  of  Physicians  and 
Other  Health  Care  Counselors 

Because  there  is  no  cure  for  AIDS,  effective  pre- 
ventive techniques  are  vital.  This  involves  both  those 
who  are  infected  and  those  who  are  not.  Those  who 
are  infected  must  be  identified  so  that  they  will  not 
unknowingly  transmit  the  disease  to  others.  Many 
who  are  not  infected  wilt  need  to  change  their  be- 
havior substantially  to  minimize  their  risk  of  infec- 
tion by  the  AIDS  virus. 

The  key  to  changed  behavior  is  public  education 
coupled  with  counseling  which  must  be  given  by 
physicians  and  other  health  care  counselors. 

A . Public  Awareness 

The  public  is  well  aware  of  AIDS  in  a general 
sense.  The  attention  of  the  media  has  been  inten- 
sively focused  on  the  disease.  Translating  general 
awareness  into  modifications  of  behavior  is  the  chal- 
lenge. 

The  groups  that  are  most  at  risk  for  AIDS,  e.g., 
IV  drug  abusers,  homosexuals,  bisexuals,  and  pros- 
titutes, have  reason  to  know  they  are  at  risk.  Their 
contacts,  however,  may  not  know  they  are  at  risk 
and  hence  spouses,  unborn  babies,  and  premarital 
and  extramarital  sexual  partners  may  become  in- 
fected. Education  and  counseling  aimed  at  the  high- 
risk  groups  must  be  the  first  priority.  The  education 
should  urge  immediate  counseling  with  a physician 
or  other  health  care  counselor  about  the  risk  of  AIDS, 
the  uses  of  antibody  testing  and  preventive  meas- 
ures. Also,  it  must  be  recognized  that  persons  in 
these  groups  may  not  respond  to  education  and 
counseling  and,  when  they  do  not,  more  aggressive 
programs  — such  as  expanded  methadone  mainte- 
nance programs  or  penalties  for  knowingly  exposing 
others  — must  be  considered. 
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Education  aimed  at  the  more  general  population 
is  difficult  for  at  least  two  reasons.  First,  reaching 
all  Americans  with  an  effective  message  can  be 
expensive  and  not  all  people  respond  in  the  same 
way  or  to  the  same  method  of  learning.  Messages 
must  therefore  be  tailored  to  the  target  audience  in 
question.  Second,  preventive  messages  must  nec- 
essarily deal  with  controversial  subject  matter. 
Widespread  use  of  the  electronic  media  — espe- 
cially television  — appears  to  be  the  most  effective 
way  to  reach  the  general  public.  Accordingly,  pub- 
lic service  advertising  on  the  electronic  media  must 
be  greatly  increased  and  these  announcements  must 
be  shown  at  times  and  in  places  where  they  will  be 
viewed  by  those  who  need  the  message  most. 

The  AMA  will  continue  its  efforts  to  place  its 
own  public  service  ads  on  national  television. 
AMA’s  Tony  Danza  public  service  advertisement 
(PSA)  directed  at  teenagers  about  abstinence  and 
condoms,  and  other  PSAs  which  the  networks  have 
agreed  to  use,  are  significant  first  steps.  But,  more 
must  be  done  and  it  must  be  nationally  coordinated. 

RECOMMENDATION  2: 

The  communications  industry  must  develop  vol- 
untary guidelines  for  public  service  advertising  re- 
garding AIDS  in  consultation  with  the  health  care 
community  and  government  officials.  The  AMA 
intends  to  be  a catalyst  in  this  effort  to  immediately 
bring  the  communications  and  health  care  com- 
munities together. 

B.  Counseling  — And  Educating  Counselors 

Perhaps  the  greatest  need  at  the  present  time  is 
effective  counseling  of  both  low-risk  and  high-risk 
populations  by  physicians  or  other  health  care  coun- 
selors. A massive  education  effort  for  physicians 
and  other  counselors  is  necessary  as  a first  step. 
Complete  and  accurate  information  on  the  disease, 
the  modes  of  transmission,  the  appropriate  appli- 
cation of  antibody  testing,  and  effective  ways  to 
change  behavior  must  be  understood  by  counselors 
if  it  is  to  be  properly  communicated  to  patients.  In 
conjunction  with  face-to-face  counseling,  printed 
materials  — like  the  Surgeon  General’s  recent  36- 
page  report  on  AIDS  — should  be  widely  dissem- 
inated. 

Even  more  challenging  than  preparing  physicians 
and  others  for  generic  counseling  on  AIDS  is  pre- 
paring these  counselors  to  assist  those  who  test  pos- 
itive and  are  infected  with  the  virus.  It  is  at  that 
time  that  a change  of  behavior  on  the  part  of  the 
person  infected  is  most  critical,  and  it  is  then  that 
the  most  sophisticated  counseling  is  required  due  to 
the  emotional  impact  of  the  test  results.  There  is  no 


higher  prevention  priority  than  ensuring  that  the 
community  of  individuals  who  provide  health  care 
counseling  be  given  adequate  tools  to  be  effective. 
And  the  AMA,  as  the  largest  organization  of  phy- 
sicians in  the  world,  must  take  a leading  role  in  this 
undertaking. 

RECOMMENDATION  3: 

A conference  should  be  immediately  held  between 
the  AMA,  other  physician  organizations  and  public 
health  officials  at  all  levels  of  government  to  de- 
termine: 

1 . The  types  of  education  and  training  that  are  nec- 
essary for  effective  counseling. 

2.  The  people  in  the  health  care  community  who 
should  receive  this  education  and  training. 

3.  The  current  resources  available  for  such  edu- 
cation and  training. 

4.  Recommendations  for  providing  additional  re- 
sources, including  consideration  of  the  respec- 
tive roles  of  medical  associations  and  govern- 
ment at  all  levels. 

5 . Recommendations  on  how  to  update  information 
continually  as  new  scientific  data  are  developed. 

6.  Recommendations  as  to  alternative  measures  to 
prevent  the  spread  of  AIDS  where  education  and 
counseling  are  not  likely  to  be  effective,  partic- 
ularly among  IV  drug  users,  through  such  pro- 
grams as  expanded  methadone  maintenance. 

The  AMA  will  promptly  and  widely  report  on  the 
conference  findings  and  assist  in  the  implementation 
of  the  conference  recommendations. 

C.  Voluntary  and  Mandatory  Testing 
Knowledge  that  a person  is  infected  with  the  AIDS 
virus  can  be  the  crucial  predicate  to  changing  be- 
havior. Thus,  testing  for  an  antibody  to  the  AIDS 
virus,  when  used  in  conjunction  with  appropriate 
counseling  (and  when  offered  in  the  context  of  ap- 
propriate anti-discrimination  and  confidentiality 
protections  discussed  below),  serves  the  important 
public  health  purpose  of  providing  impetus  for  be- 
havior changes  that  minimize  the  risk  of  transmit- 
ting the  AIDS  virus. 

Clearly,  the  need  for  HIV-antibody  testing  has 
expanded  beyond  its  original  purpose,  the  screening 
of  blood  donors.  Guidelines  for  the  appropriate  use 
of  HIV-antibody  testing  must  center  on  the  follow- 
ing justifications: 

1 . To  identify  infected  persons  and  to  offer  treat- 
ment where  possible  and  to  protect  uninfected 
third  parties. 
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SENATE  PASSES  On  April  1 the  Kansas  Senate  passed  four  tort  reform  measures. 

TORT  REFORMS  All  four  bills  were  passed  with  overwhelming  majorities,  mark- 

ing another  major  victory  for  the  Kansas  Medical  Society. 


House  Bill  2692  was  amended  by  the  Senate  Judiciary  Committee 
to  limit  awards  for  all  non-economic  damages  to  $250,000. 

The  House-passed  version  would  have  applied  only  to  pain  and 
suffering  awards.  The  Senate  Committee  version  passed  by  a 
vote  of  32-7. 
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House  Bill  2731  also  passed  the  Senate  by  a 32-7  vote.  This 
is  the  bill  that  places  stringent  requirements  on  when  and 
how  plaintiffs  may  file  for  punitive  damages. 

House  Bill  2693  was  almost  completely  overhauled  by  the  Sen- 
ate Judiciary  Committee  before  being  passed  31-8.  The  House 
version  would  have  allowed  introduction  of  evidence  of  col- 
lateral source  benefits  received  by  an  injured  party,  whereas 
currently  the  common  law  rule  precludes  such  evidence.  The 
Senate  version  would  allow  introduction  of  the  evidence  and 
also  mandate  that  any  awards  be  adjusted  to  reflect  benefits 
already  received,  such  as  health  or  disability  insurance 
coverage  of  expenses  incurred. 

The  Senate  Judiciary  Committee  also  recommended  passage  of 
SB  631,  which  limits  the  amount  of  contingency  fee  an  attor- 
ney can  collect  from  an  award  paid  out  of  the  Health  Care 
Stabilization  Fund.  The  maximum  of  25%  contingency  compares 
to  normal  fees  that  average  40%  to  as  much  as  half  the  award. 
This  bill  passed  the  Senate  by  a margin  of  14  votes. 


As  of  adjournment,  on  April  9,  all  tort  reform  measures  re- 
main assigned  to  a conference  committee  of  three  senators 
and  three  representatives.  As  is  the  case  with  other  major 
issues  of  the  1988  Session,  tort  reforms  will  be  decided  in 
final  form  during  the  veto  session,  which  commences  April  27. 


HEALTH  CARE  At  the  request  of  KMS,  the  House  Appropriations  Committee  in- 

STABILIZATION  FUND  troduced  HB  3112,  a bill  which  would  phase  out  the  Health 

"SUNSET"  Care  Stabilization  Fund  in  five  years.  The  bill  was  intro- 

duced late  in  the  session  because  many  technical  details 
needed  time  to  be  worked  out. 

If  HB  3112  is  enacted,  it  will  set  in  place  a target  date  for 
eventually  getting  the  state  out  of  the  medical  malpractice 
insurance  business.  It  is  important  to  emphasize  that  cover- 
age under  the  Fund  would  remain  exactly  as  it  is  today  for 
the  next  five  years,  including  providing  "tail"  insurance  for 
any  claims  which  occurred  prior  to  July  1,  1993. 


to  be  delivered  to  the  HHS  Secretary  on  July  14,  and  publi- 
cized within  30  days  thereafter.  Even  if  Congress  chooses  to 
implement  the  RVS  approach  in  its  attempts  to  change  the  pres- 
ent reimbursement  system,  January  1990  is  the  earliest  that 
the  RVS  payment  mechanism  could  be  implemented. 

AIDS  DRUG  APPROVED 
FOR  WIDER  USE 

Federal  health  officials  have  approved  for  wider  use  an 
experimental  drug  to  treat  AIDS  patients  with  Pneumocystis 
carinii  pneumonia.  The  drug,  trimetrexate,  is  so  toxic  at 
the  doses  required  for  treatment  of  the  pneumonia  that  it 
must  be  administered  with  leucovorin  to  protect  the  patient's 
cells  from  injury.  It  is  to  be  used  only  for  patients  who 
cannot  tolerate  the  two  standard  medications,  trimethoprim- 
sulfamethoxazole  and  injectable  pentamidine.  The  National 
Institute  of  Allergy  and  Infectious  Diseases  will  distribute 
trimetrexate  and  leucovorin  free  to  patients  who  qualify. 
Physicians  seeking  information  may  call  (800)  426-7527  from 
7 a.m.  to  7 p.m.  Central  time  weekdays. 

"WALK  WITH  YOUR  DOC" 

On  May  14,  thousands  of  Americans  in  more  than  300  com- 
munities will  join  to  walk  with  local  physicians  in  "Walk 
with  Your  Doc,"  an  event  designed  to  introduce  the  benefits 
of  walking,  promote  improved  understanding  among  doctors, 
patients  and  hospitals,  and  raise  funds  for  the  American 
Diabetes  Association. 

Within  each  participating  community,  a local  hospital  will 
tailor  the  walk  to  fit  the  location.  Hometown  physicians 
will  lead  the  walks.  For  information,  call  (213)  850-WALK. 

MEDICAL  PHOTOGRAPHY 
COMPETITION 

Health  care  professionals  are  invited  to  enter  the  annual 
Society  of  Clinical  Pathologists  Medical  Photography  Compe- 
tition, sponsored  by  Nikon,  Inc.  Up  to  three  entries  may 
be  submitted  in  each  of  three  categories:  gross  or  macro- 
scopic, microscopic,  and  electron  microscope.  Each  entry 
will  be  judged  on  its  scientific  merit,  content,  composi- 
tion, quality  of  image  and  originality. 

Cash  prizes  and  certificates  of  merit  will  be  awarded,  and  the 
winning  entries  will  be  displayed  at  the  1988  ASCP/CAP  Fall 
Meeting  in  Las  Vegas,  and  will  be  published  in  the  ASCP  jour- 
nal. Entries  must  be  submitted  no  later  than  June  1.  For 
information  and  entry  forms,  write  ASCP,  2100  W.  Harrison  St., 
Chicago,  IL  60612,  Attn:  Medical  Photography  Competition. 

ALZHEIMER'S  BOOKS 

"Losing  a Million  Minds:  The  Tragedy  of  Alzheimer's  Disease 
and  Other  Dementias"  is  a special  report  from  the  National 
Technical  Information  Service,  a self-supporting  agency  of 
the  U.S.  Department  of  Commerce.  The  study  is  comprehensive 
in  its  attention  to  these  complex  problems.  It  may  be  ob- 
tained in  a full  edition  of  540  pages  at  $44.95,  or  in  an  80- 
page  summary  prepared  for  the  U.S.  Congress  at  $14.95.  There 
is  a $3.00  handling  charge  for  each  edition.  Orders  may  be 
placed  with  NTIS,  Springfield,  VA  22161,  (703)  487-4650. 

2.  To  offer  education  and  counseling  that  would 
modify  high  risk  behavior. 

3.  To  solicit  patient  cooperation  for  locating  and 
referring  sex  partners. 

4.  To  obtain  broadened  epidemiological  statistics 
on  the  prevalence  of  HIV  infection  in  the  pop- 
ulation. 

In  addition,  in  considering  the  merits  of  voluntary 
versus  mandatory  testing,  these  facts  about  AIDS 
must  be  kept  in  mind: 

1.  AIDS  is  caused  by  an  infectious  agent,  and 
therefore  is  an  infectious  disease.  Appropriate 
precautions,  procedures,  and  policies  should  be 
applied  to  protect  the  community  from  the 
spread  of  the  disease. 

2.  The  extent  to  which  the  AIDS  virus  already  has 
spread  into  the  general  population  is  not  com- 
pletely understood.  Current  projections  are 
based  on  a number  of  unverified  assumptions. 

3.  The  transmission  of  the  AIDS  virus  does  not 
occur  through  casual  contacts.  Sexual  contact, 
septic  intravenous  equipment,  and  the  admin- 
istration of  infected  blood  and  blood  products 
are  the  main  modes  of  transmission. 

4.  Heterosexual  transmission  of  the  AIDS  virus, 
especially  from  males  to  females,  does  occur. 

5 . Seropositive  pregnant  females  will  transmit  the 
virus  to  their  babies  in  a high  percentage  of 
cases. 

6.  Health  care  workers,  especially  those  who  per- 
form invasive  surgical  procedures,  and  emer- 
gency room  and  laboratory  personnel,  are  at 
some  risk  when  caring  for  AIDS  patients. 

7.  No  patient  with  a clinical  case  of  AIDS  has 
survived  the  disease.  The  disease  has  been  uni- 
formly fatal. 

8.  The  disease,  not  its  victims,  is  the  threat  from 
which  society  must  be  protected. 

9.  The  confidentiality  of  the  doctor-patient  rela- 
tionship is  vitally  important  but  not  absolute. 

10.  Physicians  have  an  ethical  and  professional  ob- 
ligation to  behave  in  a scientifically  responsible 
manner. 

All  of  these  considerations  guided  the  Board  of 
Trustees  as  it  considered  the  issues  that  have  been 
raised  by  the  wide  variety  of  proposals  for  HIV- 
antibody  testing  that  are  being  discussed  in  society. 

General  Conclusions 

Except  for  individuals  in  the  limited  categories  listed 
in  Recommendation  5 below  (blood,  organ  and  se- 
men donors,  immigrants,  military  personnel,  prison 


inmates)  with  regard  to  whom  testing  serves  well- 
established  and  well-accepted  protection  goals, 
mandatory  national  testing  should  not,  at  present, 
be  broadly  extended. 

Military  personnel  have  traditionally  been  subject 
to  mandatory  immunizations  and  our  defense  forces, 
of  course,  must  be  as  strong  as  possible.  Prison 
inmates,  because  they  are  confmed  and  have  a higher 
incidence  of  high-risk  individuals  than  the  general 
population,  require  special  protection.  Immigrants 
should  be  tested  so  that  we  can  focus  on  the  AIDS 
problem  already  here,  and  the  nation  certainly  has 
the  right  to  bar  entrants  with  communicable  dis- 
eases. The  need  to  test  donors  of  blood,  organs  and 
semen  has  never  been  questioned. 

Public  health  authorities  have  advanced  a plau- 
sible premise  for  their  opposition  to  mandatory  test- 
ing of  homosexuals  and  drug  abusers:  such  testing 
will  only  drive  people  underground  and  away  from 
the  health  care  system.  Public  health  authorities  also 
have  advanced  a premise  for  not  requiring  manda- 
tory testing  of  large  segments  of  the  general  pop- 
ulation, such  as  all  those  seeking  marriage  licenses 
or  all  those  admitted  to  hospitals:  such  testing  in 
low  prevalence  populations  would  result  in  a high 
proportion  of  false  positives,  and  would  not  be  cost- 
effective,  given  the  demand  for  voluntary  testing 
and  the  shortage  of  testing  and  counseling  resources 
for  those  who  want  them  voluntarily  or  who  will 
want  them  following  effective  public  awareness 
campaigns. 

Until  those  premises  are  shown  by  superior  stud- 
ies to  be  incorrect,  a policy  regarding  mandatory 
testing  which  has  been  rejected  by  the  vast  majority 
of  public  health  officials,  including  the  Centers  for 
Disease  Control  and  the  Surgeon  General,  cannot 
be  recommended. 

But  certain  high  risk  groups  should  be  regularly 
tested,  with  a right  to  informed  consent  and  to  refuse 
the  test.  Those  groups  are  defined  in  Recommen- 
dation 6. 

In  addition,  physicians  and  other  hospital  per- 
sonnel involved  in  invasive  surgical  procedures  who 
necessarily  and  unavoidably  come  in  contact  with 
the  blood  of  patients,  need  to  be  aware  of  their  risks. 
Limited  regular  testing  of  patients  will  assure  that 
the  CDC  guidelines  for  the  protection  of  hospital 
personnel  are  followed  rigorously  and  will  further 
assure  that  all  patients  receive  prompt  and  full  treat- 
ment. The  Board  emphasizes  here  that  physicians 
have  a long  and  honored  tradition  of  tending  to 
patients  afflicted  with  infectious  diseases  with  com- 
passion and  courage.  That  tradition  must  and  will 
be  continued  throughout  the  AIDS  epidemic. 
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Because  the  risk  to  health  care  personnel  will  be 
slight  in  most  areas,  any  effort  at  mandatory  testing 
of  certain  kinds  of  patients  should  be  instituted  after 
voluntary  testing  has  failed  and  where  a variety  of 
factors,  e.g.  the  costs  and  availability  of  proper 
testing  and  counseling  as  measured  against  the  risk 
presented  by  the  relative  presence  of  a high  risk 
patient  population,  weigh  in  favor  of  mandatory 
testing. 

The  AMA  does  not  believe  it  appropriate  at  this 
time  to  extend  regularly  offered  testing  to  persons 
other  than  those  listed,  e.g.,  recommended  testing 
should  not  be  extended  to  all  individuals  anywhere 
who  are  considering  marriage  or  to  all  persons  in 
hospitals.  Decisions  about  whether  there  should  be 
generally  recommended  testing  to  other  types  of 
individuals  should,  at  this  time,  be  left  to  the  de- 
cision of  the  local  community  depending  on  its  own 
circumstances  and  the  judgments  of  its  own  public 
health  officials. 

At  present,  each  case  of  AIDS  must  be  reported 
by  the  individual  physician  to  state  public  health 
authorities  either  by  name  or  identifier.  Anony- 
mous, or  if  carefully  implemented,  confidential  re- 
porting should  also  be  extended  to  all  confirmed 
instances  of  persons  infected  with  AIDS  virus  but 
not  afflicted  with  ARC  or  AIDS.  Individuals  who 
are  seropositive  for  the  HIV  antibody  are  infected 
with  the  virus  and  can  spread  the  disease  as  certainly 
as  those  with  symptoms  of  AIDS.  A sound  epide- 
miologic understanding  of  the  potential  impact  of 
AIDS  on  society  requires  the  reporting  of  those  who 
are  confirmed  as  testing  positive  for  the  antibody 
to  the  AIDS  virus. 

Testing  Recommendations 

RECOMMENDATION  4: 

Tests  for  the  AIDS  virus  should  be  readily  available 
to  all  who  wish  to  be  tested.  The  tests  should  be 
routinely  subsidized  for  individuals  who  cannot  af- 
ford to  pay  the  cost  of  their  test. 

RECOMMENDATION  5: 

Testing  for  the  AIDS  virus  should  be  mandatory  for 
donors  of  blood  and  blood  fractions,  organs  and 
other  tissues  intended  for  transplantation  in  the  U.S. 
or  abroad,  for  donors  of  semen  or  ova  collected  for 
artificial  insemination  or  in  vitro  fertilization,  for 
immigrants  to  the  United  States,  for  inmates  in  fed- 
eral and  state  prisons  and  for  military  personnel. 

RECOMMENDATION  6: 

Voluntary  testing  should  be  regularly  provided  for 
the  following  types  of  individuals  who  give  an  in- 
formed consent: 


1.  Patients  at  sexually  transmitted  disease  clinics. 

2.  Patients  at  drug  abuse  clinics. 

3.  Pregnant  women  in  high  risk  areas  in  the  first 
trimester  of  pregnancy. 

4.  Individuals  who  are  from  areas  with  a high  in- 
cidence of  AIDS  or  who  engage  in  high-risk 
behavior  seeking  family  planning  services. 

5.  Patients  who  are  from  areas  with  a high  inci- 
dence of  AIDS  or  who  engage  in  high  risk  be- 
havior requiring  surgical  or  other  invasive  pro- 
cedures. If  the  voluntary  policy  is  not  sufficiently 
accepted,  the  hospital  and  medical  staff  should 
consider  a mandatory  program  for  the  institution. 

RECOMMENDATION  7: 

As  a matter  of  medical  judgment,  physicians  should 
encourage  voluntary  HIV  testing  for  individuals 
whose  history  or  clinical  status  warrants  this  meas- 
ure. 

RECOMMENDATION  8: 

Individuals  who  are  found  to  be  seropositive  for  the 
AIDS  virus  should  be  reported  to  appropriate  public 
health  officials  on  an  anonymous  or  confidential 
basis  with  enough  information  to  be  epidemiolog- 
ically  significant. 

RECOMMENDATION  9: 

Physicians  should  counsel  patients  before  tests  for 
AIDS  to  educate  them  about  effective  behaviors  to 
avoid  the  risk  of  AIDS  for  themselves  and  others. 

In  public  screening  programs,  counseling  may  be 
done  in  whatever  form  is  appropriate  given  the  re- 
sources and  personnel  available  as  long  as  effective 
counseling  is  provided. 

RECOMMENDATION  10: 

Physicians  should  counsel  their  patients  who  are 
found  to  be  seropositive  regarding  (a)  responsible 
behavior  to  prevent  the  spread  of  the  disease,  (b) 
strategies  for  health  protection  with  a compromised 
immune  system,  and  (c)  the  necessity  of  alerting 
sexual  contacts,  past  (5-10  years)  and  present,  re- 
garding their  possible  infection  by  the  AIDS  virus. 
Long-term  emotional  support  should  be  provided  or 
arranged  for  seropositive  individuals. 

RECOMMENDATION  II:  \ 

Patients  should  knowingly  and  willingly  give  con-  j 
sent  before  a voluntary  test  is  conducted.  ! 

j 

Resources  * 

Only  recently  has  Congress  and  the  Administration  ? 
begun  to  seriously  consider  the  vast  resources  needed  ■ 
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to  deal  effectively  with  AIDS.  Federal  funding  for 
1988  is  expected  to  reach  $1  billion.  But  that  amount 
will  not  be  enough.  The  AM  A endorses  the  bill 
introduced  by  Congressman  Waxman  to  increase 
resources  for  testing  and  counseling. 

Testing  for  the  HIV  virus  in  America  will  require 
substantially  more  resources  than  are  currently  being 
made  available.  Trained  counselors,  materials  for 
counseling,  and  research  on  effective  counseling 
approaches,  for  the  variety  of  population  groups  that 
need  these  services,  are  urgently  required.  Also, 
dependable  testing  facilities  with  sufficient  capacity 
to  respond  to  the  epidemic  are  needed  now.  In  ad- 
dition, funds  for  research  and  care  must  be  increased 
to  fully  exploit  the  nation’s  capacity  to  respond  ef- 
fectively to  this  crisis. 

The  key  premise  of  a prevention  strategy,  when 
there  is  no  vaccine,  is  behavioral  change  on  the  part 
of  those  infected  and  those  at  risk  of  infection  by 
AIDS  virus.  It  is  therefore  crucial  that  there  be  im- 
mediate and  systematic  studies  conducted  of  how 
behavior  of  affected  groups  may  have  changed  in 
recent  years,  and  if  possible,  what  factors  caused 
the  changes.  Most  particularly,  it  is  necessary  to 
study  and  evaluate  the  types  of  counseling  that  have 
been  effective  so  that  the  techniques  may  be  rep- 
licated widely.  There  can  be  little  question  that  in 
a free  society  suasion  and  voluntary  change,  if  ef- 
fective, are  far  preferable  to  compulsion. 

RECOMMENDATION  12: 

Public  funding  must  be  provided  in  an  amount  suf- 
ficient (1)  to  promptly  and  efficiently  counsel  and 
test  for  AIDS  (2)  to  conduct  the  research  necessary 
to  find  a cure  and  develop  an  effective  vaccine,  (3) 
to  perform  studies  to  evaluate  the  efficiency  of  coun- 
seling and  education  programs  on  changing  behav- 
ior and  (4)  to  assist  in  the  care  of  AIDS  patients 
who  cannot  afford  proper  care  or  who  cannot  find 
appropriate  facilities  for  treatment  and  care. 

Protection  Against  Discrimination 

A.  Anti-Discrimination 

The  AMA  believes  strongly  that  AIDS  victims  and 
those  who  test  positively  for  the  antibody  to  the 
AIDS  virus  should  not  be  treated  unfairly  or  suffer 
from  arbitrary  or  irrational  discrimination  in  their 
daily  lives.  Last  year,  the  AMA  filed  a friend  of 
the  court  brief  in  School  Board  of  Nassau  County 
V.  Arline,  a case  before  the  Supreme  Court  which 
addressed  the  question  of  how  the  federal  handi- 
capped anti-discrimination  laws  should  apply  to  per- 
sons afflicted  with  contagious  diseases.  The  AMA 
set  forth  a framework  for  the  application  of  the  law 


which  the  Supreme  Court  adopted,  quoting  verbatim 
from  the  AMA  brief  in  its  key  holding. 

A sound  anti-discrimination  approach  does  not 
allow  reflexive  discrimination  against  AIDS  victims 
based  on  fear  or  stereotype  or  prejudice.  Nor  does 
it  require  that  all  employers  or  other  federal  fund 
recipients  automatically  accommodate  a person  af- 
flicted with  a communicable  disease.  Instead,  based 
on  an  individualized  analysis  of  the  nature  and  du- 
ration of  the  handicap  and  the  nature  and  duration 
of  the  communicability,  a federal  fund  recipient  must 
make  a reasonable  accommodation  based  on  rea- 
sonable medical  judgments,  given  the  state  of  med- 
ical knowledge  at  the  time.  This  sound  framework 
for  carefully  balancing  the  two  competing  concerns 
— the  right  of  the  victim  to  be  free  from  irrational 
acts  of  prejudice  and  the  right  of  others  to  be  pro- 
tected against  an  unreasonable  risk  from  disease  — 
should  also  guide  state  anti-discrimination  efforts. 

A key  question  left  open  by  the  Supreme  Court 
is  whether  a person  who  is  not  afflicted  with  AIDS 
or  AIDS  Related  Complex,  but  who  nonetheless 
tests  positive  for  the  antibody,  is  protected  by  the 
federal  anti-discrimination  law. 

In  order  to  encourage  people  to  seek  counseling, 
and  testing  if  necessary,  the  AMA  strongly  urges 
that  anti-discrimination  laws  at  both  the  federal  and 
state  levels  be  clarified  either  by  regulatory  inter- 
pretation or  statutory  amendment  to  cover  those  who 
test  HIV  antibody  positive.  Allowing  irrational  dis- 
crimination against  those  who  test  positive  serves 
no  useful  purpose:  it  only  has  the  destructive  effect 
of  removing  those  who  are  otherwise  productive 
members  of  society  from  the  work  force  or  other- 
wise denying  them  access  to  an  important  aspect  of 
normal  life.  While  the  federal  law  should  continue 
to  apply  only  to  federal  fund  recipients,  state  laws 
should  be  sought  to  prevent  irrational  discrimination 
by  entities  or  individuals  within  those  jurisdictions. 

RECOMMENDATION  13: 

Anti-discrimination  laws  must  be  clarified  or 
amended  to  cover  those  who  test  positive  for  the 
antibodies  to  the  AIDS  virus. 

B.  Confidentiality 

The  ability  of  the  health  care  community  to  main- 
tain the  confidentiality  of  patient  information  and 
restrict  its  use  to  only  those  purposes  essential  for 
maintenance  of  health  is,  like  clarification  of  anti- 
discrimination  laws,  vital  to  an  effective  program 
of  preventing  and  controlling  AIDS.  Even  if  anti- 
discrimination  laws  were  completely  effective, 
which  unfortunately  is  not  likely,  pesons  who  test 
positive  (such  as  those  with  ARC  or  AIDS),  will 
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suffer  stigma.  Thus,  confidentiality  is  crucial. 

The  basic  principle  should  be  that  access  to  pa- 
tient information  should  be  limited  only  to  health 
care  personnel  who  have  a legitimate  need  to  have 
access  to  the  information  in  order  to  assist  the  patient 
or  to  protect  the  health  of  others  closely  associated 
with  the  patient. 

As  with  anti-discrimination  laws,  laws  protecting 
the  confidentiality  of  patient  information  should  be 
on  both  federal  and  state  agendas. 

RECOMMENDATION  14: 

Model  confidentiality  laws  must  be  drafted  which 
can  be  adopted  at  all  levels  of  government  to  en- 
courage as  much  uniformity  as  possible  in  protect- 
ing the  identity  of  AIDS  patients  and  carriers,  except 
where  the  public  health  requires  otherwise. 

Questions  for  the  Future 

As  the  national  debate  on  prevention  and  control  of 
AIDS  continues,  other  important  issues  will  need 
to  be  addressed. 

A.  Research  and  Data 

There  is  an  urgent  and  critical  need  for  more 
scientifically  sound  data  on  the  prevalence  and  spread 
of  virus  in  the  general  population.  At  the  present 
time  only  those  cases  that  meet  the  current  CDC 
surveillance  definition  of  AIDS  are  reported  to  that 
institution.  Since  AIDS  is  the  terminal  and  fatal 
stage  of  HIV-infection,  it  represents  only  the  tip  of 
the  huge  HIV-infection  iceberg.  There  are  protean 
manifestations  of  HIV-infection  ranging  from  in- 
fected asymptomatic  to  full-blown  AIDS.  How  large 
the  base  of  that  iceberg  really  is  — that  is,  how 
many  people  are  actually  infected  — can  only  be 
estimated  from  the  number  of  reported  AIDS  cases. 
That  has  been  done  by  using  a multiple  (50  to  100 
times  the  number  of  AIDS  cases)  that  has  been 
extracted  largely  from  surveys  done  in  high-prev- 
alence areas.  Yet  this  same  multiple  has  been  used 
to  estimate  the  number  of  current  and  potential  HIV- 
infected  persons  in  low-prevalence  areas  and  for  that 
matter  the  entire  country  and  even  the  world.  The 
CDC  itself  is  unsure  about  the  accuracy  of  its  es- 
timates. Yet  if  economic  and  medical  plans  are  to 
be  made  for  the  future,  reliable  projections  must  be 
available.  How  sufficient  or  exaggerated  these  plans 
may  be  depends  upon  the  accuracy  of  current  and 
future  estimates  of  HIV-infected  persons,  particu- 
larly as  to  the  extent  of  its  spread  into  the  low-risk 
heterosexual  population. 

Not  only  are  accurate  estimates  of  HIV-infected 
persons  needed,  but  so  too  are  reliable  data  on  the 


rate  conversion  of  asymptomatic  seropositive  per- 
sons to  clinical  illness,  including  AIDS,  that  re- 
quires increased  medical  care.  This  information  is 
important  for  the  formulation  of  plans  for  the  future 
cases  of  potentially  hospitalizable  patients  and  the 
economic  consideration  thereof.  HIV-infection  has 
protean  manifestations  and  death  can  result  not  only 
from  AIDS  itself,  but  from  severe  ARC  or  pro- 
gressive CNS  disease  as  well.  In  order  to  obtain 
accurate  information  in  HIV-infected  persons  on  the 
rate  of  conversion  from  asymptomatic  to  clinically 
severe  illness,  baseline  data  on  their  serologic  status 
must  be  obtained  as  early  as  possible  — not  after 
clinically  manifest  disease  is  present.  The  presence 
of  HIV  antibodies  indicates  not  only  current  infec- 
tion with  the  virus,  but  also  that  the  patient  is  po- 
tentially capable  of  transmitting  the  disease.  This 
follows  from  the  fact  that  HIV  integrates  its  genome 
into  the  host  cell  genome  with  the  result  that  once 
infected,  the  patient  remains  infected  for  life  and 
is,  therefore,  capable  of  life-long  transmission  of 
the  agent.  The  earlier  the  infected  person  is  de- 
tected, the  earlier  he  or  she  may  be  advised  of  this 
contagious  state  and  counseled  on  how  to  avoid 
further  transmission  of  this  lethal  virus. 

RECOMMENDATION  15: 

Consistent  with  the  proposal  by  the  Secretary  of 
Health  and  Human  Services,  a national  study  in 
various  areas  of  the  country  must  be  immediately 
undertaken  to  determine  the  prevalence  and  con- 
version rate  of  the  virus  in  the  United  States  pop- 
ulation, and  the  study  must  be  repeated  at  appro- 
priate intervals  to  gauge  the  spread  of  the  disease. 

B.  Warning  to  Third  Parties 

One  of  the  more  difficult  issues  for  society  is  how 
to  warn  unsuspecting  spouses  or  sexual  partners  of 
persons  who  test  HIV  positive.  Such  a warning  would 
allow  the  third  party  to  practice  “safer”  sex  or  to 
abstain  from  sexual  relations  with  the  infected  per- 
son altogether.  Given  the  life-or-death  conse- 
quences, the  unsuspecting  third  party  should,  as  a 
general  matter,  be  warned  because  there  is  no  cure 
and  because  it  may  not  be  responsible  to  rely  solely 
on  the  infected  person  to  provide  a suitable  warning. 

Physicians  who  have  reason  to  believe  that  there 
is  an  unsuspecting  sexual  partner  of  an  infected  in- 
dividual should  be  encouraged  to  inform  public 
health  authorities.  The  duty  to  warn  the  unsuspect- 
ing sexual  partner  should  then  reside  in  the  public 
health  authorities  as  well  as  the  infected  person  and 
not  in  the  physician  to  the  infected  person. 

The  AM  A believes  that  mechanisms,  analogous 
to  those  used  by  public  health  authorities  to  warn 
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sexual  partners  about  other  sexually  transmitted  dis- 
eases, should  be  put  in  place  to  warn  unsuspecting 
third  parties  about  an  infected  sexual  partner.  Such 
warning  may  be  appropriate  whether  the  infected 
person  is  bisexual,  heterosexual  or  homosexual. 

This  problem  raises  the  general  question  of 
whether  anonymous  reporting  should  continue  to  be 
the  standard  for  persons  who  test  seropositive.  Our 
recommendation  at  this  time  is  limited  to  situations 
where  physicians  or  health  officials  already  know 
the  identity  of  the  AIDS  carrier  and  have  reason  to 
believe  a risk  to  third  parties  exists. 

RECOMMENDATION  16: 

Specific  statutes  must  be  drafted  which,  while  pro- 
tecting to  the  greatest  extent  possible  the  confiden- 
tiality of  patient  information,  (a)  provide  a method 
for  warning  unsuspecting  sexual  partners,  (b)  pro- 
tect physicians  from  liability  for  failure  to  warn  the 
unsuspecting  third  party  but  (c)  establish  clear 
standards  for  when  a physician  should  inform  the 
public  health  authorities,  and  (d)  provide  clear 
guidelines  for  public  health  authorities  who  need  to 
trace  the  unsuspecting  sexual  partners  of  the  in- 
fected person. 


C.  Sanctions  for  Reckless  Disregard  for  the  Safety 
of  Others 

A related  question  which  must  be  explored  is 
whether  an  infected  person,  who  knows  he  or  she 
is  infected  and  who  knowingly  fails  to  warn  a sexual 
partner  of  the  infection,  should  be  subject  not  just 
to  tort  suits,  but  to  a proceeding  brought  by  state 
authorities  to  sanction  the  individual. 

RECOMMENDATION  17: 

Given  the  risk  of  infection  being  transmitted  sex- 
ually, and  given  the  dire  potential  consequences  of 
transmission,  serious  consideration  should  be  given 
to  sanctions,  at  least  in  circumstances  where  an  un- 
suspecting sexual  partner  subsequently  finds  out 
about  a partner’s  infection  and  brings  a complaint 
to  the  attention  of  authorities.  Pre-emptive  sanctions 
are  not  being  endorsed  by  this  recommendation. 

CONCLUSION 

The  Board  intends  to  review  its  evaluation  of  the 
developing  AIDS  epidemic  on  a constant  basis. 
Modifications  of  the  AMA’s  positions  will  be  made 
as  the  situation  warrants. 


Summary  of  AIDS  Testing  Policy 
Promulgated  by  AMA 


In  brief,  the  American  Medical  Association’s 
new  policy  recommends: 

Mandatory  testing  of: 

• Donors  of  blood  and  blood  fractions,  or- 
gans, tissues,  semen  and  ova. 

• Inmates  in  federal  and  state  prisons. 

• Immigrants  to  the  United  States. 

• Military  personnel. 

Routine  voluntary  testing  with  informed 
consent  for  the  following  types  of  individ- 
uals who  are  from  areas  with  a high  inci- 
dence of  AIDS  or  who  engage  in  high-risk 
behavior: 

• Patients  at  sexually  transmitted  disease  clin- 
ics and  drug  abuse  clinics. 


• Pregnant  women  in  the  first  trimester  of 
pregnancy. 

• People  seeking  family  planning  services. 

• Patients  who  require  surgical  or  other  in- 
vasive procedures.  (If  the  voluntary  policy 
is  not  sufficiently  accepted  by  such  patients, 
the  hospital  and  medical  staff  should  con- 
sider implementing  a mandatory  program.) 

As  a matter  of  medical  judgment,  voluntary 

testing  should  be  encouraged  for: 

• Individuals  whose  history  or  clinical  status 
warrants  this  measure. 

• Anyone  who  is  homosexual,  bisexual  or  has 
a history  of  intravenous  drug  use,  or  who  is 
the  sexual  partner  of  anyone  in  these  groups. 
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Report  of  the  AMA  Council  on  Ethical  and 
Judicial  Affairs:  Ethical  Issues  Involved 
in  the  Growing  AIDS  Crisis 

The  article  below  contains  a portion  of  the  introduction  and  the  entire  summary  of  Report  A (T87). 


The  Council  on  Ethical  and  Judicial  Affairs  of  the 
American  Medical  Association  recognizes  the 
growing  AIDS  crisis  as  a crucial  health  problem 
involving  the  physician’s  ethical  responsibility  to 
his  patients  and  to  society.  The  House  of  Delegates 
adopted  Report  YY  (A-87)  of  the  Board  of  Trustees 
which  provides  excellent  guidance  for  a responsible 
public  policy.  As  stated  therein,  AIDS  patients  are 
entitled  to  competent  medical  service  with  compas- 
sion and  respect  for  human  dignity  and  to  the  safe- 
guard of  their  confidences  within  the  constraints  of 
the  law.  Those  persons  who  are  afflicted  with  the 
disease  or  who  are  seropositive  have  the  right  to  be 
free  from  discrimination. 

In  summary,  the  Council  on  Ethical  and  Judicial 
Affairs  believes  that: 

• A physician  may  not  ethically  refuse  to  treat  a 
patient  whose  condition  is  within  the  physician’s 
current  realm  of  competence  solely  because  the 
patient  is  seropositive.  Persons  who  are  seropos- 
itive should  not  be  subjected  to  discrimination 
based  on  fear  or  prejudice. 

• Physicians  are  dedicated  to  providing  competent 
medical  service  with  compassion  and  respect  for 


human  dignity. 

• Physicians  who  are  unable  to  provide  the  services 
required  by  AIDS  patients  should  make  referrals 
to  those  physicians  or  facilities  equipped  to  pro- 
vide such  services. 

• Physicians  are  ethically  obligated  to  respect  the 
rights  of  privacy  and  of  confidentiality  of  AIDS 
patients  and  seropositive  individuals. 

• Where  there  is  no  statute  that  mandates  or  pro- 
hibits the  reporting  of  seropositive  individuals  to 
public  health  authorities  and  a physician  knows 
that  a seropositive  individual  is  endangering  a 
third  party,  the  physician  should:  (1)  attempt  to 
persuade  the  infected  patient  to  cease  endangering 
the  third  party;  (2)  if  persuasion  fails,  notify  au- 
thorities; and  (3)  if  the  authorities  take  no  action, 
notify  the  endangered  third  party. 

• A physician  who  knows  that  he  or  she  is  sero- 
positive should  not  engage  in  any  activity  that 
creates  a risk  of  transmission  of  the  disease  to 
others. 

• A physician  who  has  AIDS  or  who  is  seropositive 
should  consult  colleagues  as  to  which  activities 
the  physician  can  pursue  without  creating  a risk 
to  patients. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle’’  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially . 

IMPAIRED  PHYSICIANS  PROGRAM 

(913)  235-2383 

Toll-free  in  Kansas:  (800)  332-0156 
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When  you  need  special 
help  from  DIue  Cross  and 
Blue  Shield  of  Kansas... 


we're  os  close  os 
your  phone! 

Just  use  our  Hot  Line 
number  1-800-432-3587  for  questions  about: 


■ Policies  and  claim  procedures 

■ Claims  problems  not  resolved  by 
regular  correspondence 


■ Government  Program  policies 

■ Professional  Relations  matters  that 
need  a staff  member’s  help 


Remember.  . . 


Calls  on  the  “HOT  LINE’’  cannot  be 
transferred  to  a specific  person 
because  they  do  not  come  in  on  the 
regular  switchboard.  If  you  want  to 
talk  to  a specific  person,  call  through 
the  regular  number: 

TOPEKA  OFFICE  - 1-913-232-1000 
WICHITA  OFFICE  - 1-316-269-3674 
DODGE  CITY  OFFICE  - 
1-316-225-0884 

and  ask  for  the  person  by  name. 


However,  you  may  call  on  the  “HOT 
LINE”  1-800-432-3587  and  leave  a 
message  for  your  assigned 
representative. 


When  you  need  a visit  to  your  office, 
you  have  a specially  assigned 
Professional  Relations  Representative 
who  is  ready  to  help.  Call  for  your 
Blue  Cross  and  Blue  Shield 
representative  by  name  or  leave  your 
rep  a message. 


Blue  Cross  and  Blue  Shield 

ol  Kansas 

1133  TOPEKA  AVE.  TOPEKA,  KANSAS  66629 

® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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AIDS  in  Kansas 


CINDY  WOOD,  M.D.,  Topeka* 


Kansas  recorded  just  one  AIDS  case  — its  first 
— in  1982.  In  1987,  53  cases  were  reported.  By 
March  1,  1988,  a cumulative  total  of  121  Kansas 
cases  had  been  recorded.  No  more  than  one-third 
of  all  the  known  victims  still  survive. 

The  incidence  of  AIDS  is  increasing  faster  in 
Kansas  than  in  the  United  States  as  a whole  (Table 
1).  In  the  U.S.,  10%  more  cases  were  reported  in 
1987  than  in  1986.  In  Kansas,  45%  more  cases  were 
reported.  These  figures  are  deceptive,  and  not  a 
cause  for  undue  concern.  National  figures  are  heav- 
ily weighted  by  cases  from  major  coastal  metro- 
politan areas,  where  the  rate  of  increase  of  AIDS 
in  homosexual  men  has  begun  to  fall.  Just  as  the 
disease  arrived  first  on  the  coasts  and  later  spread 
to  the  Great  Plains,  this  welcome  trend  in  its  inci- 
dence is  expected  eventually  to  extend  to  Kansas. 

In  Kansas,  AIDS  is  primarily  a disease  of  gay, 
white,  male  city-dwellers.  Seventy-five  percent  of 
reported  victims  have  been  homosexual  or  bisexual 
males  (of  whom  5%  were  also  users  of  intravenous 
drugs).  Eighty-eight  percent  have  been  non-His- 
panic  whites.  Ninety-six  percent  of  adults  have  been 
males.  Just  24%  of  victims  have  resided  outside  of 
Johnson,  Wyandotte,  Shawnee,  or  Sedgwick  coun- 
ties. 

For  the  most  part,  the  AIDS  epidemic  appears  to 
have  spared  Kansas’  children.  Just  two  victims  — 
both  bom  to  mothers  at  risk  — have  been  younger 
than  13  years  of  age.  More  than  40%  of  victims 
have  been  in  their  30s,  and  the  average  age  when 
reported  has  been  35. 

The  tme  picture  of  AIDS  in  Kansas  is  unknown. 
AIDS  cases  are  attributed  to  the  state  where  the 
victim  was  residing  at  the  onset  of  symptoms.  Many 

*State  Epidemiologist,  KDHE.  Address  correspondence  to  the 
author  at  Mills  Building,  Suite  #605,  109  SW  9th  Avenue, 
Topeka,  KS  66612. 

The  assistance  of  the  AIDS  Section,  Bureau  of  Epidemiol- 
ogy, KDHE,  is  gratefully  acknowledged.  The  statistical  infor- 
mation for  this  article  was  provided  by  the  AIDS  Section  and 
by  the  Centers  for  Disease  Control,  U.S.  Public  Health  Service. 


gay  male  residents  of  large  cities  on  the  east  and 
west  coasts  migrated  there  from  less-cosmopolitan 
areas  of  the  United  States.  When  stricken  with  AIDS, 
their  cases  are  assigned  to  their  adopted  states  — 
most  often  New  York,  California,  Florida  or  New 
Jersey.  As  their  disease  progresses,  these  young 
men  often  choose  to  or  are  forced  to  spend  their 
last  months  in  the  care  of  their  parents.  Thus,  many 
AIDS  patients  decline  and  die  in  their  childhood 
homes,  not  in  the  city  or  state  where  their  case  was 
assigned. 

Reporting 

On  the  other  hand,  the  Kansas  Department  of  Health 
and  Environment  (KDHE)  is  aware  that  many  Kan- 
sas AIDS  cases  are  not  reported.  While  nationally 
29%  of  victims  reported  in  1987  are  known  dead, 
55%  of  1987  Kansas  victims  are  already  dead.  This 
suggests  that  Kansas  cases  are  being  reported  later 
in  the  course  of  illness,  resulting  in  an  artificially 
low  case  count.  In  fact,  the  majority  of  reports  are 
now  being  received  after  the  patient’s  death.  The 
AIDS  staff  in  the  Bureau  of  Epidemiology  reviews 
communicable  disease  reports,  laboratory  reports 
and  death  certificates  for  indications  of  AIDS. 
Whenever  such  a source  suggests  an  unreported  case, 
a report  is  solicited.  These  requests  are  seldom  suc- 
cessful. In  several  instances,  physicians  have  signed 
a death  certificate  listing  AIDS  as  the  underlying 
cause  of  death,  but  have  neglected  to  submit  a case 
report. 

Some  physicians  have  declined  to  diagnose  AIDS 
in  the  face  of  obvious  clinical  and  laboratory  evi- 
dence. A few  have  admitted  they  did  not  report  an 
AIDS  case  because  of  pressure  from  the  patient  or 
his  family. 

These  actions  are  not  in  compliance  with  Kansas 
law.  AIDS  is  a Kansas  notifiable  disease  under  KAR 
28-1-2,  authorized  by  KSA  65-128.  KSA  65-118  : 

stipulates  that  all  notifiable  diseases  must  be  re- 
ported by  persons  licensed  by  the  Board  of  Healing 
Arts.  Additionally,  hospital  administrators  are  spe- 
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cifically  required  by  KAR  28-1-4  to  report  AIDS 
cases  in  their  facilities.  Reports  are  to  be  made  to 
the  county  health  department  but  are,  in  practice, 
accepted  when  made  directly  to  KDHE.  Any  person 
required  to  report  diseases  is  immune  to  criminal 
and  civil  liability  for  doing  so,  as  long  as  the  report 
is  made  in  good  faith  and  without  malice.  KSA  65- 
127  establishes  a penalty  of  up  to  $100  for  failure 
to  comply  with  reporting  statutes.  KSA  65-129  fur- 
ther designates  failure  to  comply  with  public  health 
regulations  as  a Class  C misdemeanor,  punishable 
by  a fine  of  up  to  $500  and  a jail  term  of  up  to  one 
month. 

Legal  considerations  aside,  physicians  and  others 
who  fail  to  report  deprive  public  health  profession- 
als of  tools  needed  to  combat  this  epidemic.  Federal 
AIDS  control  funds  are  allocated  to  states  largely 
on  the  basis  of  the  numbers  of  cases  each  has  re- 
ported. Consequently,  Kansas  must  contend  with 
the  reported  plus  the  concealed  cases,  with  funding 
sufficient  for  no  more  than  the  reported  ones.  Ep- 
idemiologists cannot  accurately  predict  the  future 
occurrence  patterns  of  a disease  about  which  so 
much  data  is  concealed,  and  health  planners  cannot 
accurately  predict  future  needs  in  acute  and  long- 
term care  beds,  health  care  financing,  and  profes- 
sional education.  Without  accurate  reporting, 
alarmists  can  freely  disseminate  panic  and  hatred, 
unencumbered  by  the  sobering  restraint  of  statistics. 

Prevention 

KDHE  supports  several  preventive  programs  for 
AIDS,  among  them  the  HIV  Counseling  and  Test 
Sites.  These  45  sites  were  initially  established  to 
discourage  persons  at  high  risk  for  infection  (and 
thus  infectiousness)  with  the  human  immunodefi- 
ciency virus  from  donating  blood  in  order  to  learn 
their  infection  status.  While  all  donated  blood  is 
now  rigorously  screened  for  anti-HIV  antibody,  no 


test  is  perfect,  and  the  chance  exists  that  blood  from 
a newly  infected  person  would  contain  so  little  an- 
tibody as  to  escape  detection  and  disposal. 

Most  counseling  and  test  sites  are  located  in  county 
health  departments,  staffed  part-time  by  public  health 
nurses  who  must  intersperse  pre-  and  post-test  coun- 
seling with  their  more  traditional  duties.  The  ser- 
vices of  the  test  sites  are  available  to  anyone.  Clients 
are  not  asked  to  show  proof  of  county  or  even  state 
residence,  and  may  remain  anonymous  at  the  ma- 
jority of  sites.  Persons  presenting  for  counseling  and 
testing  are  asked  to  describe  voluntarily  their  risk 
situation,  both  so  that  clients  can  be  advised  in  a 
specific,  personalized  fashion  and  so  that  CDC  and 
KDHE  can  continue  to  assess  the  general  risks  of 
various  behaviors.  Whether  positive  or  negative  for 
anti-HIV  antibody,  clients  are  counseled  in  lower- 
risk  sexual  practices  and  warned  not  to  share  drug 
paraphernalia.  Positive  clients  are  counseled  about 
the  hazard  they  pose  to  sex  and  needle-sharing  part- 
ners. Positive  female  clients  are  strongly  cautioned 
to  avoid  pregnancy. 

About  2%  of  those  tested  at  Kansas  test  sites  are 
positive.  The  meaning  of  the  proportion  of  positive 
clients  is  debatable,  as  all  are  self-selected,  presum- 
ably because  of  real  or  perceived  past  or  present 
high-risk  conduct.  Because  of  self-selection  and  be- 
cause of  an  incompletely  described  but  presumably 
lengthy  incubation  period,  the  effectiveness  of  these 
sites  in  preventing  AIDS  is  unknown. 

Nevertheless,  education,  through  both  group  in- 
struction and  individualized  counseling,  is  the  only 
real  weapon  against  AIDS.  The  value  of  testing 
alone  must  not  be  overemphasized.  Someone  neg- 
ative today  may  already  be  infected,  and  become 
positive  next  month.  Someone  free  from  infection 
today  may  become  infected  tomorrow.  Truly  effec- 
tive prevention  can  only  result  from  awareness  of 
the  peril  and  knowledge  of  how  to  avoid  it. 


TABLE  1 

AIDS  INCIDENCE  IN  KANSAS  AND  THE  UNITED  STATES,  BY  YEAR  OF  REPORT 

Year 

Kansas 

No.  of  Cases 

% Increase 

United  States 

No.  of  Cases 

% Increase 

1981 

0 

271 

— 

1982 

1 

— 

1,015 

275 

1983 

2 

100 

2,829 

179 

1984 

2 

0 

5,712 

102 

1985 

16 

700 

10,157 

78 

1986 

38 

138 

15,297 

51 

1987 

55 

45 

16,862 

10 

1988' 

7 

— 

497 

— 

Total 

121 

54,723 

'Reported  as  of  March  1,  1988. 
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Psychiatric  Aspects  of  HIV  Infection 

JOYCE  E.  DAVIDSON,  M.D.,  Topeka^ 


Between  1 and  1.5  million  Americans  are  thought 
to  be  infected  with  the  AIDS  virus,  but  only  a small 
percentage  of  these  actually  have  AIDS.  However, 
even  for  those  who  are  asymptomatic,  the  prognosis 
is  bleak.  Unless  an  effective  treatment  is  found, 
20%  to  30%  of  persons  infected  with  the  virus  will 
develop  AIDS  within  the  next  five  years.  It  has  been 
predicted  that  almost  all  of  the  others  will  eventually 
develop  AIDS. 

Only  recently  have  we  begun  to  appreciate  fully 
the  extent  of  psychiatric  morbidity  that  accompanies 
HIV  infection.  This  morbidity  can  be  divided  into 
two  broad  categories:  organically  based  insult  to 
brain  tissue,  and  functional  syndromes  involving 
psychological  and  interpersonal  reactions  to  HIV 
infection  or  the  threat  of  it. 

Neuropsychiatric  symptoms  seen  in  persons  with 
HIV  infection  have  multiple  etiologies.  They  may 
be  the  result  of  a systemic  problem  in  the  patient, 
which  may  be  caused  by  factors  such  as  septicemia 
or  an  electrolyte  imbalance.  Opportunistic  brain  in- 
fections such  as  toxoplasmosis,  cryptococcosis,  As- 
pergillus, coccidioidomycosis,  histoplasmosis, 
Candida  and  mycobacterium  may  cause  psychiatric 
symptoms  in  AIDS  patients.  Progressive  multifocal 
leukoencephalopathy  caused  by  a papovavirus  may 
present  with  personality  change  and  cognitive  def- 
icit. Herpes  viruses  have  been  responsible  for  direct 
brain  infection  in  AIDS  patients.  Central  nervous 
system  lymphomas  and  cerebrovascular  changes  are 
also  frequent  causes  of  psychiatric  symptoms. 

In  addition  to  these  opportunistic  diseases  of  the 
brain,  direct  CNS  infection  with  the  virus  is  seen 
in  the  majority  of  AIDS  patients  at  autopsy.  This 
direct  infection  of  the  neurons  may  lead  to  psychi- 
atric symptoms  that  can  mimic  almost  any  psychi- 
atric syndrome.  A person  with  an  HIV  infection 
may  present  with  initial  symptoms  that  are  neuro- 
psychiatric. In  fact,  a dementia  or  organic  affective 
syndrome  may  develop  even  before  the  HIV  anti- 
body test  becomes  positive.  AIDS  dementia  com- 
plex (ADC)  is  common  in  patients  in  the  advanced 
stages  of  AIDS.  This  disease  is  characterized  by 
both  cognitive  and  motoric  abnormalities.  Patients 


*Staff  Psychiatrist,  The  Menninger  Clinic.  Address  corre- 
spondence to  the  author  at  the  Menninger  Clinic,  Box  829, 
Topeka,  KS  66601. 


may  develop  apathy  about  work  and  social  activi- 
ties, as  well  as  mental  slowing,  which  may  be  mis- 
taken at  first  for  depression.  In  some  persons,  mania 
or  frank  psychosis  may  develop.  The  motoric  effects 
include  gait  impairment  and  weakness,  and  they 
may  develop  incontinence.  Studies  such  as  com- 
puted tomographic  scanning  and  magnetic  reso- 
nance imaging  may  reveal  minimal  brain  atrophy. 
Most  helpful  in  making  the  diagnosis  is  neuropsy- 
chological testing,  which  often  shows  a character- 
istic impairment.*  Psychotropic  medication  may  be 
useful  but  needs  to  be  kept  at  low  doses,  as  patients 
with  organic  mental  impairment  tend  to  be  sensitive 
to  both  the  therapeutic  actions  and  the  side  effects 
of  the  medication. 

The  psychological  and  interpersonal  issues  as- 
sociated with  HIV  infection  are  equally  important. 
Receiving  a diagnosis  of  AIDS  involves  much  more 
than  simply  learning  that  one  has  an  invariably  fatal 
illness.  For  some,  it  may  mean  that  family  members 
find  out  for  the  first  time  that  a person  is  homosexual 
or  an  IV  drug  abuser.  Although  there  is  still  a great 
deal  that  needs  to  be  learned  about  HIV  infection, 
it  does  not  appear  that  casual  contact  spreads  AIDS . 
Studies  of  families  of  AIDS  patients  have  shown 
that,  aside  from  sexual  or  prenatal  transmission, 
family  members  are  not  at  increased  risk  for  de- 
veloping HIV  infection.  Despite  this  evidence,  fear 
of  contagion  may  cause  others  to  withdraw  from  an 
AIDS  sufferer.  One  study  suggests  that  a large  num- 
ber of  AIDS  patients  are  estranged  from  their  fam-  | 
ilies.  They  may  feel  a need  to  disguise  their  diag- 
nosis because  of  fear  of  losing  employment,  j 
insurance  coverage  or  housing.  Frequent  and  pro- 
longed hospitalizations,  painful  treatment  with  sig-  j 
nificant  side  effects  and  isolation  techniques  may  | 
greatly  add  to  an  AIDS  patient’s  discomfort  and 
loneliness.^  Patients  at  various  stages  of  their  dis-  j 
ease  experience  depression  and  suicidal  ideation.  In 
some  cases,  psychiatric  hospitalization  may  be  | 
needed  to  prevent  self-destructive  acts. 

Those  who  treat  AIDS  patients  are  also  at  psy-  | 
chological  risk.  Health  care  workers  involved  with  j 
AIDS  patients  are  under  considerable  stress  from 
watching  the  physical  deterioration  and  death  of 
relatively  young  persons.  Moreover,  many  are  anx- 
ious about  the  possibility  of  becoming  infected  with  i 
the  virus  in  the  course  of  their  work,  despite  reas-  j 
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surances  they  may  receive  at  educational  meetings. 
Some  health  professionals  have  even  refused  to  treat 
AIDS  patients. 

Newly  diagnosed  AIDS  patients  mostly  need  ed- 
ucation and  support  from  health  care  providers.  De- 
nial may  be  present,  but  unless  this  results  in  irre- 
sponsible sexual  behavior  or  failure  to  obtain  needed 
medical  treatment,  it  should  not  be  challenged.  Later, 
as  the  disease  progresses,  grief  work  may  be  needed 
to  assist  patients  in  dealing  with  their  physical  de- 
cline. It  is  a good  idea  to  find  out,  in  the  early  stages 
of  AIDS,  the  nature  of  the  patient’s  wishes  regard- 


Higher Suicide  Risk 
in  AIDS  Patients 

Male  AIDS  patients  aged  20  to  59  years 
run  a suicide  risk  36  times  that  of  other 
men  the  same  age,  and  66  times  that  of  the 
general  population,  according  to  a study  re- 
ported in  JAMA*  The  typical  AIDS  patient 
who  committed  suicide  was  an  unmarried, 
white,  homosexual  man  aged  37  years,  who 
knew  of  his  diagnosis  less  than  six  months. 
Autopsies  suggest  all  victims  were  in  the  early 
stages  of  their  illness. 

Three  of  the  suicides  occurred  in  the  med- 
ical units  of  general  hospitals,  a finding  the 
authors  call  “striking.”  Two  other  suicides  of 
persons  who  did  not  have  AIDS  appeared  to 
be  related  in  part  to  the  earlier  deaths  of  their 
AIDS-stricken  lovers. 

The  absence  of  suicide  among  women  with 
AIDS  is  best  explained  “by  their  overall  small 
representation  in  the  AIDS  population,”  the 
authors  say.  And,  they  report,  the  suicide  rate 
for  women  is  less  than  that  for  men. 

The  study’s  findings  should  prompt  physi- 
cians treating  AIDS  patients  to  “evaluate  su- 
icide risk  . . . carefully,”  say  the  authors,  not- 
ing they  may  actually  have  underestimated  the 
AIDS-related  suicide  risk.  “Because  of  this 
risk  for  suicide,  the  presence  of  concomitant 
psychiatric  syndromes,  especially  depression 
and  delirium,  should  lead  to  early  psychiatric 
intervention.”  The  findings  also  “may  por- 
tend elevated  rates  of  suicide  in  populations 
at  risk  of  contracting  AIDS  ...  as  well  as 
those  indirectly  affected  by  persons  diagnosed 
with  AIDS.” 

*By  Peter  M.  Maxzuk,  M.D.,  et  al.,  in  the  March  4, 
1988  issue. 


ing  life  support  in  the  terminal  phase  of  the  disease. 
Since  mental  changes  can  present  at  any  time,  the 
patient  may  become  incompetent  to  make  such  de- 
cisions later. 

There  are  indications  that  persons  with  HIV  in- 
fection without  overt  symptoms  of  AIDS  may  ac- 
tually be  under  more  emotional  distress  than  persons 
with  the  full-blown  disease.  Often  these  patients  feel 
strangely  relieved  when  they  develop  AIDS  because 
at  least  the  uncertainty  is  gone.  There  are  indications 
that  there  is  an  increased  incidence  of  suicide  in 
persons  who  have  been  told  they  have  a positive 
HIV  antibody  test.  Support  groups  have  been  de- 
veloped in  some  regions  for  persons  who  test  pos- 
itive for  HIV.  A psychoeducational  approach  with 
these  people  may  be  beneficial. 

Another  group  of  patients  are  the  “worried  well.” 
These  persons  are  usually  in  high-risk  groups  but 
have  either  no  symptoms  or  some  vague  complaints . 
Since  early  symptoms  of  AIDS  often  mimic  com- 
mon, minor  illness,  they  may  be  convinced  that  they 
are  coming  down  with  AIDS . They  usually  respond 
to  reassurance  and  basic  education  about  the  signs 
and  symptoms  of  AIDS  and  preventive  measures. 
Those  who  do  not  respond  to  reassurance  may  need 
more  extensive  psychotherapeutic  intervention. 

Because  of  the  long  incubation  period  of  this  dis- 
ease, the  extent  of  the  AIDS  epidemic  has  been 
described  as  an  iceberg  with  the  tip  occupied  by  a 
small  portion  of  those  with  HIV  infection  who  have 
actual  symptoms  of  AIDS.  One  aspect  that  is  clear, 
however,  is  that  persons  infected  by  the  virus  have 
a high  rate  of  neuropsychiatric  morbidity.  Most  per- 
sons who  contracted  HIV  before  safe  sex  techniques 
were  used  widely  by  homosexuals  may  not  be  show- 
ing symptoms  until  1989,  and  IV  drug  abusers  are 
not  responding  to  educative  endeavors  designed  to 
decrease  their  risk  of  infection.  The  extent  to  which 
heterosexuals  are  at  risk  is  still  a controversial  issue. 
In  the  next  few  years,  we  will  gain  greater  clarity 
regarding  the  extent  of  the  infection  as  more  and 
more  persons  develop  frank  symptoms  of  the  dis- 
ease. 
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Spermicidal  Condoms 


MICHAEL  D.  BROWN,  R.N.,  B.S.N.,  Topeka* 
Introduction 

Kansas  Department  of  Health  and  Environment 
(KDHE)  statistics  reveal  that  during  1986  thousands 
of  state  residents,  including  3,808  children  school- 
age  or  younger,  either  (a)  had  a baby  out  of  wed- 
lock, (b)  obtained  an  induced  abortion,  or  (c)  were 
found  to  have  AIDS  or  another  sexually  transmitted 
disease  (STD).’  Such  serious  complications  from 
sexual  activity  can  have  economic,  health,  psycho- 
social, career,  and  other  significant  negative  con- 
sequences for  partners  of  both  sexes,  as  well  as  their 
families.  This  article  will  review  research  and  re- 
lated literature  on  spermicidal  latex  condoms’  com- 
mendable effectiveness  in  preventing  AIDS,  other 
STDs,  and  unplanned  conceptions.  The  author  hopes 
readers  will  deduce  that  those  condoms’  cost/benefit 
ratio  is  favorable  enough  to  warrant  Kansas  phy- 
sicians promoting  increased  public  health  education 
on  spermicidal  condoms’  ability  to  help  prevent 
health  complications  from  sexual  activity. 

Dependable  Prevention  of  AIDS  and 
Other  STDs 

In  1982,  United  States  condom  companies  began 
commercial  distribution  of  nonprescription  sper- 
micidal latex  condoms,  which  enhance  prophylaxis 
against  AIDS -causing  human  immunodeficiency  vi- 
rus (HIV).2’3  The  over-the-counter  spermicidal  latex 
condom  is  prelubricated  with  a gel  containing  non- 
oxynol-9,  the  active  agent  in  most  vaginal  sper- 
micides.^ Disease  control  experts  point  out  that  both 
sperm  and  lymphocytes  can  be  infected  with  the 
AIDS  virus  and  help  spread  HIV  through  sexual 
contact.^-'’  The  spermicidal  latex  condom  likely  helps 
provide  reliable  primary  prophylaxis  against  AIDS 
virus  transmission  through  at  least  five  mechanisms: 
(a)  the  condom’s  catching  ejaculated  sperm,  (b)  the 
condom’s  prohibiting  the  passage  of  HIV  and  larger 
lymphocytes  through  the  condom,  (c)  nonoxynol- 
9’s  quickly  decreasing  the  percentage  of  active 
sperm,  (d)  nonoxynol-9’s  rapidly  inactivating  HIV, 
and  (e)  nonoxynol-9’s  destroying  lymphocytes. 

Researchers,  including  some  from  the  Centers  for 
Disease  Control  and  the  National  Institutes  of  Health, 
obtained  findings  suggesting  that  the  latex  condom’s 


*Matemal-Child  Nursing  Graduate  Student,  School  of  Nursing, 
University  of  Kansas,  Kansas  City. 


physical  barrier  may  help  prevent  the  transmission 
of  the  AIDS  virus  during  coitus.^  Investigators  re- 
cently determined  the  latex  condom  to  be  a satis- 
factory physical  barrier  to  the  spread  of  HIV.^  Dale 
and  Rodgers-Neame  et  al.  examined  spermicidal 
condoms’  effect  on  sperm  motility. They  showed 
that  nonoxynol-9  rapidly  reduced  the  percentage  of 
motile  sperm.  Dale  determined  the  percentage  of 
motile  sperm  30,  60,  and  120  seconds  after  they 
were  ejaculated  into  either  spermicidal  or  nonsper- 
micidal  synthetic  condoms  (Table  1).  Investigators 
from  the  Centers  for  Disease  Control  and  the  Uni- 
versity of  Massachusetts  Medical  Center  indepen- 
dently found  that  only  a 0.05  percent  concentration 
of  nonoxynol-9  (over  100  times  more  dilute  than 
the  5-or-more  percent  concentration  in  spermicidal 
condoms’  lubricant)  quickly  inactivated  the  AIDS 
virus  and  decreased  the  viability  of  HIV-infected 
lymphocytes  in  vitro. 

One  investigation  suggests  that  the  nonprescrip- 
tion spermicidal  latex  condom,  used  properly,  can 
help  give  dependable  primary  prophylaxis  against 
particular  STDs.’°  Other  studies  collectively  suggest 
that  either  the  condom  alone  or  spermicides  by 
themselves  help  protect  against  most  STDs.^ 

Efficacious  Contraception 

In  an  investigation  by  Potts  et  al.,  the  contraceptive 
user  failure  rate  of  over-the-counter  spermicidal 
synthetic  condoms  was  0.83  percent  — better  than 
both  the  commonly  cited  user  failure  rates  of  10 
percent  for  nonspermicidal  condoms  and  2 percent 
for  commonly  used  birth  control  pills. ^ Those  find- 
ings are  indirectly  corroborated  by  the  findings  of 
both  Dale  and  Rodgers-Neame  etal.,  cited  above. 


TABLE  1 

PERCENT  MOTILE  SPERM  AFTER  SPERM 
EJACULATION  INTO  EITHER  SPERMICIDAL  OR 
NONSPERMICIDAL  SYNTHETIC  CONDOMS 


(see  Hatcher  et  al.,  p. 

236) 

Seconds 

Spermicidal 

Nonspermicidal 

After 

Condoms’  Motile 

Condoms’  Motile 

Collection 

Sperm  (%) 

Sperm  (%) 

30 

10.3 

55.9 

60 

4.3 

52.3 

120 

1.5 

50.2 
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(The  term  “user  failure  rate’’  indicates  how  many 
pregnancies  will  normally  occur  for  each  100  typical 
birth  control  users  by  the  end  of  the  first  year  of 
practicing  a particular  contraceptive  method.)^  The 
combination  of  vaginal  spermicidal  foam  containing 
nonoxynol-9  with  a spermicidal  latex  condom  in- 
creases protection  in  case  the  condom  breaks,  leaks 
or  slips  off. 2 

Consumer  Satisfaction  and  Safety 

In  investigations  by  Potts  et  al.,  Rodgers-Neame  et 
al.,  Judson  et  al.,  and  the  October  1979  issue  of 
Consumer  Reports,  respondents  generally  consid- 
ered both  spermicidal  and  nonspermicidal  condoms 
to  be  esthetically  satisfactory. Condoms  and 
spermicides  have  lower  mortality  risks  relative  to 
illegal  induced  abortions,  legal  elective  abortions, 
intrauterine  devices  (lUDs),  and  birth  control  pills. ^ 
In  1981,  Jick  et  al.  published  widely  circulated  re- 
search findings  indicating  that  spermicide  use  may 
be  correlated  with  an  increased  incidence  of  birth 
defects. 2 However,  the  authors  themselves,  and  other 
relevant  experts,  have  since  reported  that  spermi- 
cides are  probably  not  teratogenic. ^ 

Conclusion 

Research  reports  and  other  pertinent  literature 
strongly  indicate  that  nonprescription  spermicidal 
latex  condoms  are  comparatively  safe,  convenient, 
esthetically  acceptable  and  efficacious  in  helping 
protect  against  AIDS,  other  STDs,  and  unintended 
conceptions."^  However,  it  is  imperative  to  note  that 
those  condoms  do  not  provide  absolute  protection 
against  such  complications  from  sexual  activity; 
sexual  abstinence  is  the  only  100  percent  effective 
method  of  contraception  and  STD  prophylaxis. 

Kansas  physicians  who  work  in  public  health 
clinics  and  similar  settings  may  wish  to  consider 
persuading  their  facilities  to  purchase  and  dispense 
spermicidal  latex  condoms,  as  the  Shawnee  County 
and  Douglas  County  Health  Departments  have  done. 
For  example,  spermicidal  synthetic  condoms  con- 
taining a 6.6  percent  concentration  of  nonoxynol-9 
can  be  obtained  from  Ansell  for  just  8.20/condom. 
Ansell  also  manufactures  a stronger,  extra-durable 
latex  condom  coated  with  the  same  concentration 
of  nonoxynol-9  for  11.00  each. 
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IV  Drug  Abuse  a Major 
Factor  in  Spread  of  AIDS 

In  a recent  interview,*  James  W.  Curran, 
M.D.,  M.P.H.,  director  of  the  AIDS  pro- 
gram at  the  Centers  for  Disease  Control  in 
Atlanta,  identified  intravenous  drug  abuse  as 
"‘the  key  to  controlling  the  widening  of  the 
epidemic.  Three  of  every  five  heterosexuals 
with  AIDS  acquired  it  because  they  abuse  IV 
drugs,  and  three  of  every  four  acquired  it  either 
because  they  abuse  drugs  themselves  and/or 
are  sexual  partners  of  someone  who  does.  Four 
of  every  five  babies  with  AIDS  are  bom  to 
mothers  who  abuse  IV  dmgs.  Three  of  every 
four  female  prostitutes  with  AIDS  acquired  it 
from  IV  dmg  abuse.  Of  the  total  1,920  het- 
erosexual cases  of  AIDS  reported  to  CDC 
through  December  14,  1,086  (241  men,  845 
women)  have  had  heterosexual  contact  with 
someone  either  with  AIDS  or  at  risk  for  AIDS, 
and  the  overwhelming  majority  of  these  cases 
are  due  to  IV  drug  abuse.  . . . 

“Since  heroin  abuse  is  central  to  the  spread 
of  AIDS  among  heterosexuals  and  children, 
our  two  key  goals  for  the  future  are  to  reach 
and  treat  the  heroin  addicts  and  to  provide 
family-planning  services  for  infected  women 
to  prevent  them  from  givinc  birth  to  kids  with 
AIDS” 


*Puh\ishc(i  'm  American  Medical  News.  Januaiy’  15.  1988. 
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Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


PRACTICE  AVAILABLE 


Will  introduce  and  furnish 
completely  equipped  office  to  start, 
with  three  months  free  rent. 


EQUIPMENT 

PURCHASE 

RETAIL 

AGE 

SALE 

PRICE 

Ritter  Autoclave 

$ 3,200 

3 yr. 

$1,500 

Kodak  DT-60 

$ 6,250 

Chemistry  Machine 

Kodak  DTE 

$ 1,575 

2yr. 

$7,000 

Kodak  Disc 

$ 2,900 

Burdick  EK-4 

$ 250 

Electrocardiograph 

Machine 

Vitalograph  Model  #20 

$ 700 

6 yr. 

$ 300 

Technicare  Ultrasound 

$14,000 

4 yr. 

$7,000 

with  Camera 

Colposcope  Frigitonics 

$ 2,655 

$1,200 

NO  Fiberoptic 

$ 2,900 

3yr. 

$1,500 

Proctosigmoidoscope 

60  cm. 

Bililight,  Portable 

$ 3,500 

3 yr. 

$1,500 

Equipment 

50%  off  List 

Practice 

Free 

Call  316/624-4601. 


Interesting  Facts  about 
the  KMS  Auxiliary 

The  Kansas  Medical  Society  Auxiliary  was  founded 
in  1925  and  was  one  of  the  first  members  of  the 
American  Medical  Association  Auxiliary  (AMAA) 
when  it  was  organized  in  1927.  Our  first  president 
was  Mrs.  Jonathan  B.  Carter,  and  the  first  state 
convention  was  held  in  Kansas  City. 

In  1988  our  membership  numbers  1,107,  and  the 
budget  is  $15,070.  The  state  auxiliary  has  22  or- 
ganized county  auxiliaries.  A physician’s  spouse 
who  resides  in  a county  without  an  auxiliary  can 
join  by  being  a member  at  large  of  the  state  orga- 
nization. 

The  KMSA  theme  for  this  year  is  “Training 
Leaders  for  Tomorrow.”  We  work  hard  for  health 
issues,  legislation  and  AMA-ERF.  The  national 
AMA  directive  for  the  AMAA  beginning  in  1987 
is  to  give  special  emphasis  to  adolescent  health  is- 
sues. The  national  philanthropic  responsibility  for 
AMAA  is  AMA-ERF;  funds  in  this  state  are  donated 
to  the  Kansas  City  and  Wichita  campuses  of  the 
University  of  Kansas  Medical  School. 

Do  You  Know? 

• Until  about  1950,  a doctor’s  wife  was  known 
publicly  only  by  her  husband’s  name.  (For  in- 
stance, I would  have  been  introduced  as  Mrs. 

F.  Calvin  Bigler,  not  as  Phyl  Bigler.) 

• We  were  called  the  Kansas  Medical  Women’s 
Auxiliary  until  1977. 

• Kansas  has  had  several  doctor-wife  pairs  who 
served  as  presidents  of  KMS  and  KMSA.  In  the 
past  63  years  of  the  KMSA,  13  husband- wife 
teams  were  presidents  of  these  two  state  organi- 
zations. 

• Kansas  has  had  two  national  auxiliary  presidents: 
Irma  (Mrs.  Leo  J.)  Schaefer,  of  Salina  (1955-56); 
and  Lela  May  (Mrs.  Chester)  Young,  of  Kansas 
City  (1977-78). 

The  Auxiliary  is  dedicated  to  furthering  the  work  j 
of  the  AMA,  KMS  and  county  medical  societies. 
We  work  hand  in  hand  for  better  health  care  in  all 
communities  of  the  state,  doing  what  our  medical 
societies  direct  us  to  do. 

Does  your  spouse  belong  to  the  Auxiliary?  He  or 
she  should.  Our  purpose  is  to  help  the  Kansas  Med-  j 

ical  Society  attain  its  many  worthwhile  goals.  ! 

« 
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Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for 

an  impaired 

colleague,  yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your 

area.  All  information  and  identities  will  be  held  in  strictest  confidence.  This  program  is  an 

advocacy  program  with  emphasis  on  identification  and  treatment  of  impaired  individuals  with  the 

least  disruption  in  their  daily  lives. 

Laurie  Stuewe,  R.N. 

, Nurse  Coordinator 

1-800-332-0156 

913-235-2383 

Elizabeth  Alexander,  M.D., 

Robert  D.  Parman,  M.D., 

Wichita  

316-261-2607 

Topeka  

913-232-8224 

316-261-2622 

Eugene  W.  J.  Pearce,  M.D., 

Larry  R.  Anderson,  M.D., 

Shawnee  Mission  

913-722-3102 

Wellington  

316-326-3301 

Michael  J.  Randles,  M.D., 

Norman  W.  Berkley,  M.D. 

Wichita  

316-265-2924 

Seneca  

913-336-2128 

Ivan  E.  Rhodes,  M.D., 

John  A.  Billingsley,  Jr.,  M.D., 

Wichita  

316-685-9289 

Olathe  

913-755-3151 

Timothy  M.  Scanlan,  M.D., 

Ext.  711 

Wichita 

316-689-4850 

L.  Theil  Bloom,  M.D., 

Pratt  

316-672-9300 

Clifton  C.  Schopf,  M.D., 
Wichita 

316-945-0142 

John  P.  Brockhouse,  M.D., 

Alex  Scott,  M.D., 

Emporia 

.316-343-2900 

Junction  City  

913-238-2518 

David  H.  Clark,  M.D., 

Richard  Siemens,  M.D., 

Salina 

913-825-8221 

Lyons  

316-257-5124 

Victor  M.  Eddy,  M.D., 

Max  E.  Teare,  M.D., 

Hays  

.913-625-2551 

Garden  City  

316-276-7689 

Modesto  Gometz,  M.D., 

George  R.  Tiller,  M.D., 

Pittsburg  

.316-231-2490 

Wichita  

316-684-5255 

Richard  A.  Gruendel,  M.D., 

Don  R.  Tillotson,  M.D., 

Kansas  City  

.913-281-5252 

Ulysses  

316-356-1261 

Herman  W.  Hiesterman,  M.D. 

9 

Donald  R.  Tucker,  M.D., 

Quinter  

.913-754-3333 

Lawrence  

913-232-4566 

Victor  H.  Hildyard  II,  M.D., 

Virginia  L.  Tucker,  M.D., 

Colby  

.913-462-3332 

Topeka  

913-296-1205 

Robert  R.  Laing,  M.D., 

Wayne  O.  Wallace,  Jr.,  M.D., 

Kansas  City  

913-371-4301 

Atchison 

913-367-7300 

David  A.  Leitch,  M.D., 

Nancy  Jane  Welsh,  M.D., 

Garnett 

.913-448-5421 

Topeka  

913-272-3111 

Ext.  533 

Frank  C.  Lyons,  Jr.,  M.D., 

Donald  L.  Wikoff,  M.D., 

Manhattan  

.913-539-7641 

Great  Bend  

316-792-7353 

Connie  M.  Marsh,  M.D., 

James  W.  Wilson,  M.D., 

Halstead 

.316-835-3435 

Coffeyville  

316-251-5210 

James  I.  Morgan,  M.D., 

Jackie  Burnett,  R.N., 

Wichita  

. 316-522-2266 

Halstead,  Auxiliary 

316-835-2920 
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POSITION  WANTED.  Physician  Assistant,  certified,  AMA 
approved.  Graduate  Wichita  State  University,  KS  — P.A.  pro- 
gram. Desires  position  with  doctor.  Quality  references.  Doug 
Starnes,  tel.  (303)  848-2517,  618  S.  Elm  Street,  Yuma,  CO 
80759. 


ENT,  GENERAL  INTERNIST,  OB/GYN  & FAMILY  PRAC- 
TICE needed  for  two-hospital,  historic  river  town  of  20,000. 
Drawing  area  of  approximately  60,000  with  new  19,000  acre 
recreational  lake.  Unlimited  potential.  Contact  Carol  Murphy, 
Physician  Recruitment,  623  Broadway,  Hannibal,  MO  63401 
or  call  314-221-3107. 


EXCELLENT  OPPORTUNITY  for  Board  Eligible  or  Board 
Certified  Family  Practitioner  to  join  busy,  rapidly  growing  FP 
group  practice  in  NE  Kansas,  just  40  minutes  from  Kansas 
City.  Excellent  compensation  program  includes  base  salary, 
incentive,  malpractice,  group  health,  and  life  insurance.  Send 
CV  to  Box  #388-1,  do  this  magazine. 


INTERNIST  — Grand  Island,  Nebraska.  Board  Certified/El- 
igible Internist,  with  or  without  subspecialty,  wanted  for  ad- 
dition to  medical  service  staff.  Grand  Island  Veterans  Admin- 
istration Medical  Center.  Attractive  compensation,  vacation 
time,  retirement  plan  and  other  benefits.  Comfortable  living  in 
city  of  near  40,000.  Send  CV  to  Stephen  W.  Maks,  M.D., 
Grand  Island  VAMC,  Grand  Island,  NE  68803. 


THE  DOCTOR’S  BUILDING  and  Norton  County  Hospital, 
located  in  Norton,  Kansas,  are  cooperatively  seeking  the  ser- 
vices of  a Family  Practice  physician  and  a General  Surgeon. 
If  you  are  interested  in  a rural  practice  this  is  an  excellent 
opportunity  to  join  an  established  group  of  3 Family  Practice 
physicians.  We  are  prepared  to  discuss  levels  of  income,  pay- 
ment of  malpractice  premiums,  relocation  expenses,  etc.  If 
interested  contact  Roger  L.  Hartman,  M.D.,  Chief  of  Medical 
Staff,  at  913-877-3305;  or  Richard  Miller,  Administrator,  Nor- 
ton County  Hospital,  at  913-877-3351. 


N onder  hooFs 

Dif  ult  Fo  im. 

If  your  eyes  worked  like  Michael’s  ears — this  is 
what  you’d  see. 

Because  Michael  has  epilepsy.  But  you  might 
not  have  noticed  the  symptoms  of  unexplained 
daydreaming,  brief  spells  of  confusion,  momentary 
blackouts,  sudden  falls,  muscle  spasms,  or  rapid 
blinking. 

The  Epilepsy  Center  at  St.  Francis  Regional 
Medical  Center  is  designed  to  help  control  Mike’s 
epilepsy.  We  combine  every  resource  available  to  the 
largest  medical  center  in  Kansas  for  a unique, 
comprehensive  program. 

To  refer  a patient  or  for  more  information  call 
the  Epilepsy  Center  at  (316)  268-8500  or  toll  free 
1-800-362-0070  Ext.  8500. 

St.  Francis  Regional  Medical  Center,  929  N. 

St.  Francis,  Wichita,  Kansas  67214 

Comprehensive  Diagnosis,  Treatment  And  Control. 

Epilepsy4§^Center 

St.  Francis  Regional  Medical  Center 
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PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  6?c 12x 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
^ of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS 
AT  COMPETITIVE  PRICES. 


• RELIABLE  COURIER  SERVICE 

• FAST  TURN-AROUND  TIMES 

• 24-HOUR-A-DAY  PATHOLOGIST  CONSULTATION 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE 

• AN  EVER-EXPANDING  TEST  MENU 


HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • KS  WATS  800-332-0053 
YOUR  TOTAL  RESOURCE  LABORATORY 


Kansas  Medicine  • April  1988  * 119 


New  this  year 


One  more  reason  to  join 
the  AMA 


Special  benefit  packages  available  with 
1988  membership 


A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship, In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 
mation and  education 
designed  to  enhance  your 
practice,  profession,'  and  the 
public  health, 

■ Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  charige  to  the 
ri^i  of  the  address  shown.  Be  sure  to  retain  your  membership  card. 

Use  this  portion  of  the  card  for  changes  only. 


Representation  on  a broad 
range  of  issues,  including  not 
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Cover  Story 

The  photographer,  Philip  H.  Hostetter,  M.D., 
places  this  tranquil  pasture  scene  as  being  ten  miles 
west  of  Holton  in  Jackson  County,  but  it  could  be 
duplicated  in  most  parts  of  Kansas.  It  is  not  a scene 
to  invite  long  contemplation  on  the  part  of  passersby 
focused  on  urban  attractions  (as  Kansas’  tourism 
proponents  know). 

But  it  has  appeal  for  those  who  have  a feeling 
for  the  land  — as  did  those  who  came  to  live  and 
work  on  it.  With  a little  imagination,  one  can  read 
the  history  of  Kansas  in  it.  There  was  the  time  in 
1859-60,  for  example,  when  the  impending  birth 
of  the  state  was  threatened  by  the  worst  drought  yet 
recorded.  It  has  been  estimated  that  one-third  of  the 
populace  left  as  a result  of  it.  Even  more  ominous 
was  the  estimate  that  an  additional  third  would  have 
done  the  same  but,  lacking  the  money  to  leave,  were 
forced  to  stay. 

But  those  who  stayed  were  stronger  than  the 
drought,  and  the  state  did  grow.  Then,  in  1874,  the 
grasshoppers  arrived  and  proceeded  to  devastate 
large  areas  — in  real  life  as  harrowing  for  the  in- 
habitants as  any  horror  picture  from  Hollywood  could 
portray  in  a later  age.  And  prairie  fires  were  a con- 
stant threat  (particularly  during  droughts)  without 
the  protection  of  modem  firefighting  and  control 
methods. 

Then,  in  nature’s  perverse  book-balancing,  the 
winters  could  respond  with  blizzards,  taking  their 
tolls  on  stock,  potential  crops  — and  people.  In  the 
words  of  Anne  Bingham,  recorder  of  life  in  her 
adopted  state  and  wife  of  an  early  Abilene  busi- 
nessman, “Kansas  was  always  distinctly  erratic  like 
a child  — happy  and  laughing  one  minute  and  hate- 
ful and  contrary  the  next.’’ 

So,  it  is  not  truly  a tranquil  scene.  Perhaps  the 
old  tree  tells  the  story:  weatherbeaten,  stmggling  in 
its  annual  leafing  to  gain  continued  life.  But  now, 
even  if  it  does  not  make  it  much  longer,  there  are 
other  trees  and  other  pastures  — and  the  people. 
Yes,  Kansas  has  changed  greatly,  and  tourists  may 
hurry  through  — but  the  people  know  the  land  and 
feel  its  hold,  despite  the  modern  scourges  of  politics 
and  economics. 


More  on  the  March  Cover 

The  March  cover  photo  was  taken  by  Edwin 
D.  Rathbun,  M.D.,  formerly  of  Liberal,  now 
at  Texas  Tech  in  Odessa.  To  photograph  the 
Chase  County  Courthouse,  Dr.  Rathbun  used 
a Nikon  F,  50mm,  1.4  lens  with  settings  of 
F8  and  1/500  second,  and  Ektachrome  film. 
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Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 


Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Robert  E.  McCurdy,  Thomas  E.  Meierant  ! 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222  j 
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Point  of  Contact 


In  the  changing  world  of  medical  service,  no  fea- 
ture has  undergone  a more  compelling  metamor- 
phosis than  the  medical  assistant.  It  seems  not  too 
long  ago  that  the  qualifications  of  this  individual 
were  considered  to  be  the  ability  to  write  with  some 
legibility  (at  least,  better  than  the  employer),  type, 
make  up  and  clean  up  the  examining  room,  field 
telephone  calls  — and  try  to  keep  track  of  the  em- 
ployer’s whereabouts. 

There  were  individual  examples  of  physician  con- 
cern and  the  mutual  benefits  to  be  gained  from  such 
employees,  but  the  profession  — considering  those 
modest  qualifications  to  be  sufficient  to  the  purpose 
— was  slow  to  understand  the  potential  of  these 
individuals  in  the  conduct  of  the  office.  More  from 
preoccupation  than  intent,  physicians  accepted  good 
assistance,  eliminated  bad  (when  recognized)  and 
otherwise  let  it  go.  Occasionally  a physician,  usu- 
ally as  an  expression  of  affluence  or  specialization, 
might  hire  a trained  nurse  (arousing  the  ire  of  the 
hospitals  who  thereby  lost  them).  The  general  need 
was  perceived  (not  incorrectly  in  those  more  in- 
nocent days)  to  be  for  clerical  service,  with  any 
minor  medical  requirements  being  introduced  (and 
tailored)  by  the  employer.  In  keeping  with  such  an 
attitude,  the  pay  was  hardly  munificent.  The  phy- 
sician, buoyed  by  a personal  sense  of  profession- 
alism, rarely  thought  of  the  “office  girl’’  in  that 
category. 

Though  painfully  aware  of  the  business  elements 
that  were  increasingly  intruding  on  their  concepts 
and  practices,  physicians,  more  attentive  to  the  de- 
manding professional  changes,  assumed  their  staffs 
would  function  with  appropriate  regard  for  such 
changes.  Consequently,  the  major  effort  to  upgrade 
the  staff’s  abilities  — and  images  — was  initiated 
by  those  individuals.  Pride  in  their  services  led  to 
efforts  to  improve  quality.  In  the  time-honored  man- 
ner of  such  intents,  they  organized,  locally  at  first, 
then  by  coalescence,  statewide  and  nationally. 

By  this  time,  physicians  were,  indeed,  paying 
attention.  From  a state  of  passive  acceptance,  they 


moved  to  active  participation.  They  became  in- 
volved as  physician  organizations  established  liai- 
sons with  their  state  and  national  counterparts.  Med- 
ical assistants’  meetings  were  scheduled  to  coincide 
with  medical  meetings,  enhancing  the  increasing 
interdependence.  Physicians  became  active  partic- 
ipants as  they  were  sought  by  medical  assistants’ 
groups  for  talks  on  pertinent  subjects. 

It  must  be  admitted,  however,  that  the  most  com- 
pelling pressure  on  the  physicians  has  probably  been 
the  realization  that  they  were  dependent  upon  the 
abilities  and  attitudes  of  these  individuals  to  a degree 
never  seen  before.  The  bureaucratic  demands  of 
present-day  medical  service  require  abilities  and  in- 
terest on  the  part  of  the  assistants  of  a type  that 
would  hardly  have  been  believed  a generation  ago. 
Specialization  of  activity  within  the  office  is  no 
longer  convenience  but  necessity.  Complaints 
against  physicians  point  to  the  significance  of  as- 
sistants in  determining  patient  reactions  to  medical 
service,  since  they  are  frequently  the  initial  and  most 
continuing  point  of  direct  contact  of  the  office  with 
the  public. 

A repeated  evolutionary  pattern  is  observed  in 
nearly  every  aspect  of  medical  service.  These  grad- 
ual changes  in  requirement  (and  status)  applying  to 
the  medical  assistants  are  a case  in  point.  The  phy- 
sician-assistant relationship  is  at  a significant  stage 
of  maturation,  however,  as  the  next  step  becomes 
an  actuality:  the  establishment  of  certified  academic 
preparation  for  the  medical  assistant’s  role.  Kansas 
Newman  College,  in  Wichita,  has  initiated  a course 
of  study  of  nine  months’  duration  leading  to  a degree 
of  certification  in  this  field.  At  this  point,  it  is  Kan- 
sas’ only  such  program,  but  we  can  expect  others 
since  it  is  an  expression  of  need  on  the  part  of  both 
groups.  We  can  look  forward  to  seeing  “CMA’’ 
following  the  names  of  these  assistants  with  in- 
creasing frequency. 

Physicians  are  known  for  resisting  change  on  the 
basis  of  giving  up  autonomy.  But  this  is  one  time 
when  it  can  be  of  considerable  benefit.  — D.E.G. 
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AUXILIARY  NEWS 


President’s  Message 


Each  year  at  this  time,  the  Kansas  Medical  Society 
Auxiliary  turns  over  its  leadership  to  new  people. 
I consider  it  a privilege,  as  well  as  a heavy  respon- 
sibility, to  assume  the  position  of  President.  My 
Board  and  I have  great  respect  for  the  previous 
Auxiliary  leadership  and  their  numerous  accom- 
plishments. We  hope  that  we  can  do  as  well. 

With  all  the  changes  taking  place  in  Kansas  med- 
icine, many  of  which  were  created  by  the  political 
and  social  atmosphere,  we  realize  that  we  must  re- 
evaluate the  Auxiliary’s  role.  In  the  process  of  eval- 
uating our  projects  — the  type  of  participation  and 
the  new  challenges  presented  to  us  by  KMS  — we 
have  decided  to  change  some  of  the  approaches  the 
Auxiliary  will  use  during  this  next  year.  New  ap- 
proaches, some  new  faces,  and  many  experienced 
Auxilians  should  be  a winning  combination. 

A survey  was  taken  of  our  membership,  and  the 
demographics  show  that  almost  half  of  the  Kansas 
physicians’  spouses  are  under  age  forty,  yet  the 
majority  of  the  work  was  being  done  by  the  over- 
forty age  group.  That  survey  gave  me  the  target  age 
group  for  the  upcoming  year.  As  you,  the  physi- 
cians, realize,  the  baby-boomer  generation  has  its 
own  way  of  accomplishing  its  goals.  There  is  no 
doubt  in  my  mind  that  the  over-forty  members  will 
remain  active,  willingly  becoming  mentors  and 
sharing  their  expertise  with  this  new  group.  For 
perhaps  the  first  time  in  our  Auxiliary  history,  we 
have  two  distinct  groups  of  members  whose  ap- 
proach to  projects  is  quite  different  from  the  other’s. 
Both,  however,  share  the  common  goal:  a quality 
medical  auxiliary. 

Our  purpose  will  be  to  give  both  groups  the  types 
of  activities  and  projects  that  appeal  to  them,  and 
to  provide  the  opportunity  for  them  to  work  their 
way.  If  we  can  utilize  the  vast  abilities  and  energies 
of  both  groups  under  one  organization,  we  can  do 
spectacular  things. 

The  potential  is  present  among  our  membership 
to  help  the  Kansas  Medical  Society  in  areas  of  leg- 
islation, adolescent  health  and  public  relations,  and 
at  the  same  time  to  create  stronger  medical  families. 

Each  county  auxiliary  and  MAL  region  will  have 
one  or  more  members  on  the  KMS  Auxiliary  Board, 
so  medical  families  should  be  able  to  have  effective 
input  in  everything  we  do  during  the  year. 


They  say  that  imitation  is  the  highest  form  of 
flattery,  and  imitation  of  an  old  — but  good  — idea 
is  what  we  plan  to  do.  We  are  redesigning  the  work- 
shop idea.  This  means  that  we  plan  to  take  five 
workshops  to  five  communities,  presenting  the  KMS 
Auxiliary  message  and  leadership  skills  to  the  county 
members.  Look  for  us  in  Hays,  Dodge  City,  To- 
peka, Fort  Scott  and  McPherson.  As  previous  pres- 
idents realized,  the  county  level  is  where  the  greatest 
potential  for  successful  projects  and  involvement 
remains  — so  to  the  counties  we  go. 

It  is  my  sincere  wish  that  communications  be- 
tween the  Kansas  Medical  Society  and  the  Auxiliary 
remain  at  the  highest  level  of  the  past.  I hope  that 
I can  be  as  successful  in  selecting  medically  related 
projects  and  finding  the  best  leadership  to  accom- 
plish our  objectives. 

The  Auxiliary  exists  because  our  members  are 
part  of  medical  families  and  care  about  the  quality 
of  health  care  that  our  fellow  Kansans  receive.  Our 
intent  is  to  accomplish  as  much  as  we  can  in  a short 
time,  while  maintaining  solid,  caring  medical  fam- 
ilies. To  do  all  of  this,  while  meeting  and  making 
new  friends  in  the  medical  communities  . . . that 
is  what  the  Auxiliary  is  all  about. 

We  ask  the  Kansas  Medical  Society  to  wish  us 
luck  and  be  supportive  of  our  efforts  and  projects 
as  we  continue  to  work  with  and  for  you  in  all  your 
endeavors. 


President  of  KMS  A,  1988-89 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf*  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  IS  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-dally  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  reiease  of  propranoioi  hydro- 
chloride. INDERAL  LA  is  avaiiable  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseiective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  avaiiable  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  .such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallsrgic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversiai.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HO),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranoioi  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS;  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL;  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS;  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attaclo, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calciutn- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  M 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarthion. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chiotpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  iidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophyiiine  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE;  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascuiar:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Centrai Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinai:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Altergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematoiogic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranoioi. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  Is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary,  | 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  Is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS — Dosage  must  be  individuaiized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  Is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  dally. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  sl> 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  U once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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Tell  us 
where  it 
hurts. 

Retirement  planning  shouldn’t  be  painful . . .but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 

We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 

• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 

• Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 

• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom- 
mended retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 

Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway 
Suite  345 

Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 


Retirement  Program 


Securities  offered  through  Registered  Representatives  ol  Integrated  Resources  Equity  Corporation,  member  N.ASD/SIPC 


Release  of  Information 

WAYNE  T.  STRATTON,  J.D.,*  Topeka 

The  American  public’s  demand  for  medical  and 
health  care  information  has  increased  dramatically 
in  the  past  10  years.  The  media  have  responded 
enthusiastically  to  this  public  interest;  a recent  sur- 
vey revealed  that  more  than  40%  of  all  stories  in 
daily  newspapers  are  health  related.  In  satisfying 
the  public’s  appetite  for  medical  news,  however, 
the  media  have  threatened  the  patient’s  right  to  pri- 
vacy and  the  doctor’s  professional  reputation  and 
standards.  This  article  will  address  some  of  the  ma- 
jor concerns  over  the  developing  relationship  be- 
tween the  health  care  profession  and  the  media.  It 
will  also  outline  briefly  some  of  the  current  profes- 
sional association  and  state  regulatory  standards 
which  govern  the  physician’s  right  or  privilege  to 
disclose  certain  medical  information  in  the  mass 
media. 

Both  the  American  Medical  Association  (AMA) 
and  the  Kansas  Hospital  Association  (KHA)  have 
drafted  ethical  guidelines  to  assist  health  care  pro- 
viders in  responding  to  media  inquiry.  While  these 
suggested  standards  recognize  the  news  media’s  re- 
sponsibility to  report  and  the  public’s  right  to  access 
of  newsworthy  information,  preserving  the  patient’s 
right  of  confidentiality  and  the  physician’s  profes- 
sional reputation  are  of  utmost  concern. 

Section  5 .03  of  the  Current  Opinions  of  the  Coun- 
cil on  Ethical  and  Judicial  Affairs  of  the  AMA  pro- 
vides in  pertinent  part:  “A  physician  should  not 
discuss  a patient’s  medical  condition,  disease  or 
illness  with  the  press  without  the  patient’s  author- 
ization. . . . The  physician  may  release  only  au- 
thorized information  or  that  which  is  public  knowl- 
edge.” Accordingly,  in  the  absence  of  the  patient’s 


*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  cormnents  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


to  the  Press 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


express  consent  to  disclose  medical  information,  the 
physician  must  refrain  from  divulging  this  material 
to  the  media. 

Both  the  AMA  and  the  KHA  define  certain  in- 
formation as  within  the  public  domain,  and  thus 
available  to  the  public  without  the  patient’s  author- 
ization. For  example,  the  following  information  may 
be  released  by  the  hospital:  cases  of  public  record, 
such  as  births,  deaths,  accidents  and  police  cases; 
cases  which  the  hospital  must  report  to  public  au- 
thorities, including  injuries  inflicted  by  deadly 
weapons,  or  child  abuse;  and  certain  information 
regarding  the  condition  of  patients  who  are  public 
figures  or  personalities.  While  it  is  permissible  for 
the  hospital  to  release  this  information  to  the  press, 
in  order  to  maintain  the  patient’s  privacy  and  the 
medical  profession’s  reputation,  it  is  advised  that 
only  general  information  regarding  the  nature  of  the 
patient’s  illness  or  condition  be  disclosed. 

The  preservation  of  patient  privacy  and  physi- 
cian’s professional  reputation  has  been  threatened 
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most  seriously  by  the  media’s  inability  to  report 
medical  information  accurately.  The  media  often  do 
not  possess  the  specialized  knowledge  necessary  for 
a complete  understanding  of  the  medical  conditions 
and  issues  involved.  Thus,  stories  reported  in  the 
newspaper  frequently  do  not  contain  sufficient  in- 
formation for  the  audience  to  comprehend  the  sit- 
uation fully.  It  should  also  be  noted  that  when  the 
situation  allows  for  press  reports,  the  medical 
profession  must  guard  against  the  release  of  inac- 
curate information.  In  order  to  minimize  this  neg- 
ative exposure  of  the  medical  profession,  while  co- 
operating with  the  media’s  efforts  in  reporting  certain 
issues,  hospitals  should  formulate  specific  proce- 
dures to  be  followed  in  dealing  with  the  press. 

The  KHA  suggests  that  in  order  to  have  an  ef- 
fective communications  system,  hospitals  should 
appoint  an  authorized  spokesperson.  This  spokes- 
person serves  as  a contact  person  for  the  media  and 
an  official  facilitator  for  information  concerning  the 
patient’s  condition  and  the  hospital’s  involvement 
in  treatment  of  the  patient.  The  appointment  of  a 
spokesperson  eliminates  or  minimizes  direct  contact 
between  the  treating  physician  and  the  press.  While 
reducing  the  interaction  between  the  reporter  and 
the  doctor,  the  hospital  spokesperson  must  also  work 
within  the  confines  of  the  patient’s  right  of  privacy 
and  confidentiality.  The  preservation  of  the  patient’s 
privacy  is  of  paramount  concern. 

In  responding  to  increased  public  demand  for 
medical  information,  the  health  care  profession  must 
take  precautions  to  protect  the  patient’s  interests. 
Information  should  be  released  only  with  the  pa- 
tient’s express  consent,  or  if  it  falls  within  the  pa- 
rameters of  the  public  domain.  To  avoid  inaccurate 
reporting  by  the  media,  information  should  be  gen- 
eral, but  clearly  expressed. 


Most 
patients 
need 
only  one. 


K-9UR20 

(potasaum  chloride)  20mEq 


Microburst 

Release 

System' 

Sustained  Release 
Tablets 


A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


/f=l/  Key  Pharmaceuticals,  Inc. 


Kenilworth,  NJ  07033 


World  leader  in  drug  delivery  systems. 
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IC-3UR 

(potassium  chloride) 


Microburst 

Release 

Sysleni' 


Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1.  For  therapeutic  use  m patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis, 

2.  For  the  prevention  ot  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states, 

3,  The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  baiance  and  appropriate 
monitoring  of  serum  electrolytes, 'the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR,  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  Is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  ol  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval),  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  toods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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r\RAFATE’ 

(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 


PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcei;  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or  cimetidine  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours.  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined.  However,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of ’drug-related  tumorigenicity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment.  Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B,  Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  In  121  (4,7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 


OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose. 
Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination. 


HOW  SUPPLIED 


CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49).  Light  pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1 71 2 bracketed  by  Cs  on 
the  other.  Issued  1/87 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smokiiig 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  dmetidine^  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'’  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^; 


All  patients 
Smokers 


All  patients 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Cimetidine: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't.go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

*Significantly  greater  than  cimetidine  smoker  group  (P<.05), 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  presuibing  infoimation. 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.7 


Soldier  being  examined  for  effects  of  high -altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


lilThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-in vasive  intracranial  pressure-monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skuU.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high- altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  ## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  l-SOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEAUYOUCANBE. 
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MEDICAL  PROFESSIONAL  LIABILITY  INSURANCE 


Only  Doctors  Know 
What  Doctors  Are  Going  Through 

These  Days. 


Let’s  face  it.  Times  are  tough  for  both 
doctors  and  medical  liability  insurance 
companies.  Rates  are  up.  Again.  Doc- 
tors just  like  you  are  wondering  how 
to  handle  rate  increases  and  keep  their 
doors  open. 

The  tort  reform  has  been  repealed. 
More  changes  are  imminent.  Medical 
Defense  Insurance  Company  is  con- 
tinuing to  stay  in  the  marketplace  for 
Kansas  doctors. 

MDI  was  formed  by  doctors  to  serve 
only  doctors.  Since  1983,  it  has  been 


our  goal  to  offer  superior  career  pro- 
tection at  competitive  rates.  MDI  has 
a reputation  for  protecting  YOUR 
reputation  with  aggressive  defense  of 
unmerited  claims. 

At  MDI,  we  know  what  you’re  going 
through.  We  would  like  a chance  to 
put  that  knowledge  to  work  for  you. 

Call  us  toll  free  1-800-325-9154  if  we 
may  be  of  help  in  these  ever  changing 
times. 

Medical  Defense  Insurance  Company. 


IVledical  Defence 
^ Insurance  Company 

for  information  and  rates,  contact: 
Woodsmall  Risk  Services 
^ Five  Crown  Center 

p Kansas  City,  Missouri  64108 

K 816-421-7788 


Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


KAISER  PERMAIMEJVTTE 

The  Nation's  most  experienced  provider  of 
high  quality  prepaid  health  care 


The  Kansas  City  Region  is  currently 
seeking  BE/BC  primary  care 

INTERNISTS 
OB-GYN  PHYSICIANS 


Competitive  Salary 
Excellent  Fringe  Benefits 
Academically  Affiliated  Program 
in  Metropolitan  Area 

Send  CV  to: 

Larry  V.  McDonald,  M.D. 

4240  Blue  Ridge  Blvd.,  #1000 
Kansas  City,  MO  64133 

816/737-2800 


9ii^p^unatio*i  AuHuyfii 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful . All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  V4  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


130  • Kansas  Medicine  ^ May  1988 


Some  doctors  would  rather  spend 
a weekend  feeling  like  Chuck  Yeager  than 
acting  like  Fuzzy,  Arnie  and  Jack. 


They’re  physicians  in  the  Air  National  Guard. 

Civilian  doctors  who  trade  their  golf  carts  for  jet  aircraft  one  weekend  a month. 
Qualify,  and  you’ll  serve  two  days  a month  and  15  days  a year.  You’ll  ride 
shotgun  on  simulated  comhat  missions.  Treat  pilots  for  acute  hypoxia.  And 
discover  how  it  feels  to  make  a house  call  at  45,000  ft. 

Find  out  more.  Call  collect  m= 

(913)  862-046S.  All  N3tl0ll&l  uU3f  Q 

Americans  at  their  best. 
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Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for 

an  impaired 

colleague,  yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your 
area.  All  information  and  identities  will  be  held  in  strictest  confidence.  This  program  is  an 
advocacy  program  with  emphasis  on  identification  and  treatment  of  impaired  individuals  with  the 

least  disruption  in  their  daily  lives. 

Laurie  Stuewe,  R.N. 

, Nurse  Coordinator 

1-800-332-0156 

913-235-2383 

Elizabeth  Alexander,  M.D., 

Timothy  M.  Scanlan,  M.D., 

Wichita  

316-261-2607 

316-261-2622 

Wichita  

316-689-4850 

John  A.  Billingsley,  Jr.,  M.D., 

Alex  Scott,  M.D., 

Olathe  

913-755-3151 

Junction  City  

913-238-2518 

Ext.  711 

L.  Theil  Bloom,  M.D., 

Pratt  

316-672-9300 

Richard  Siemens,  M.D., 

Lyons  

316-257-5124 

John  P.  Brockhouse,  M.D., 
Emporia 

David  H.  Clark,  M.D., 

.316-343-2900 

Max  E.  Teare,  M.D., 

Garden  City  

316-276-7689 

Salina 

.913-825-8221 

George  R.  Tiller,  M.D., 

Modesto  Gometz,  M.D., 

Wichita  

316-684-5255 

Pittsburg  

.316-231-2490 

Don  R.  Tillotson,  M.D., 

Victor  H.  Hildyard  II,  M.D., 

Ulysses  

.316-356-1261 

Colby  

.913-462-3332 

Donald  R.  Tucker,  M.D., 

Robert  R.  Laing,  M.D., 

Lawrence  

913-232-4566 

Kansas  City  

.913-371-4301 

Connie  M.  Marsh,  M.D., 
Halstead 

.316-835-3435 

Virginia  L.  Tucker,  M.D., 
Topeka  

913-296-1205 

James  I.  Morgan,  M.D., 

Wayne  O.  Wallace,  Jr.,  M.D., 

Wichita  

316-522-2266 

Atchison 

913-367-7300 

Michae!  J.  Randles,  M.D., 

Nancy  Jane  Welsh,  M.D., 

Wichita  

.316-265-2924 

Topeka  

913-272-3111 

Ext.  533 

Ivan  E.  Rhodes,  M.D., 

James  W.  Wilson,  M.D., 

WicMta  

.316-685-9289 

Coffeyville  

316-251-5210 
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Liberty  celebrated  her 
100th  birthd£^  Senate 
proceedings  b^an  airing  live  on 

television  and  United 
Missouri  Broterage 
Services,  Inc.  opened  for  business. 


United  Missouri  Brokerage  Services  opened  in  ’86.  It 
didn’t  make  national  headlines.  It  did  make  a difference. 

Since  then,  United  Missouri’s  brokerage  experts  have 
handled  transactions  for  thousands  of  investors  to  buy,  sell 
and  trade  stocks,  bonds  and  options. 

They’ve  used  their  brokerage  expertise  to  give  customers 
quick  and  accurate  transactions  at  a substantial  savings  when 
compared  to  full  commission  brokers’  fees. 

Tbday,  United  Missouri  still  makes  a difference.  It  can 
make  a difference  for  you.  For  more  information  and  an 
application,  stop  by  any  United  Missouri  Bank.  And,  pick 
the  proven  performer. 

UNITED  MISSOURI 
BROKERAGE  SERVICES,  INC. 

Member  NASD  and  SIPC 

A subsidiary  of  United  Missouri  Bancshares,  Inc. 

928  Grand  P.O.  Box  419226  Kansas  City,  Missouri  64141-6226 
(816)  556-7240 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Cecior"  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  Streptococcus 
pneumoniae,  Haemophitus  influenzae,  and 
Streptococcus  pyogenes  (group  A /3 -hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUOEANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics. It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclorshould  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome)  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict’s  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  (ositstli 

PA  0709  AMP 

©1987.  ELI  LILLY  AND  COMPANY  CR-5005-B-849318 

Additional  inlormalion  available  to  the  i 
profession  on  request  from  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46285. 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


Replantation  and  Revascularization  of 
Amputated  Digits:  A Review 

GEORGE  L.  LUCAS,  M.D.,*  Wichita 


Replantation  of  a severed  limb  or  digit,  regarded 
as  a medical  curiosity  25  years  ago,  is  now  a rather 
commonplace  occurrence.  For  thousands  of  patients 
who  have  had  the  benefit  of  modem  microvascular 
surgery,  useful  function  has  been  returned  to  their 
limbs.  It  is  the  rare  patient  who  has  had  such  surgery 
and  later  requests  an  amputation  or  regrets  having 
had  the  limb  salvaged.  These  are  not  perfect  limbs 
or  digits,  but  are  nevertheless  an  important  part  of 
the  patient’s  body.  Fortunately,  traumatic  amputa- 
tions do  not  occur  too  frequently  in  the  life  of  any 
individual  primary  care  physician,  but  unfamiliarity 
can  generate  questions  in  the  mind  of  those  provid- 
ing emergency  care  as  to  how  to  handle  the  situation 
most  expeditiously.  For  this  reason,  I offer  a brief 
review  of  how  to  manage  the  patient  who  suffers 
such  a catastrophic  event  and  who  may  be  a can- 
didate for  replantation. 

Two  terms  require  definition  before  they  can 
be  discussed:  replantation  and  revascularization.  It 
is  important  to  recognize  the  distinction  between  the 
two  because  there  are  some  differences  in  indica- 
tions and  surgical  approach,  not  to  mention  the  need 
for  scientific  accuracy  in  describing  such  patients. 
Replantation  refers  to  the  reattachment  of  a com- 
pletely severed  part,  whereas  revascularization  re- 
fers to  restoration  of  essential  circulation  to  a digit 
that  has  been  incompletely  amputated,  even  if  the 
incompleteness  consists  of  only  a tiny  bridge  of  skin 
or  perhaps  a digital  nerve  or  a flexor  tendon. 

The  majority  of  patients  who  are  candidates  for 
replantation  or  revascularization  are  those  who  have 
suffered  an  upper-extremity  amputation,  but  certain 
lower-extremity  amputations,  such  as  those  in  chil- 
dren or  bilateral  leg  or  foot  amputations  should  be 
considered.  Additionally,  scalp  avulsions,  ear  am- 
putations and  penile  amputations  may  be  salvaged 
by  replantation  techniques.  Occasionally,  valuable 


*Hand  surgeon,  Wichita  Clinic,  and  Associate  Clinical  Pro- 
fessor, Orthopedic  Surgery,  UKSM-Wichita. 

Address  correspondence  and  reprint  requests  to  the  author 
at  Wichita  Clinic,  3311  E.  Murdock,  Wichita,  KS  67208. 


additional  length  to  an  amputation  stump  can  be 
gained  by  replanting  only  part  of  the  amputated 
segment.  The  limiting  factors  for  the  surgeon  are 
almost  as  much  a lack  of  imagination  as  of  technical 
skills.  Thus,  the  primary  care  physician  should  be 
aware  of  the  possibility  of  restoration  of  severed 
parts  of  the  body  and  should  contact  a replant  service 
for  advice  regarding  feasibility  of  restoration.  Seek- 
ing the  advice  of  a replant  surgeon  implies  aware- 
ness of  such  centers.  Replantation  or  revasculari- 
zation services  are  currently  available  in  Wichita, 
Kansas  City,  Denver,  Oklahoma  City  and  Des 
Moines  — all  accessible  to  Kansas  patients  — and 
with  the  availability  of  air  travel,  more  remote  sites, 
such  as  Indianapolis,  Louisville  or  St.  Louis  may 
be  appropriate. 

W^o,  then,  is  a candidate  for  restoration,  by  either 
replantation  or  revascularization?  The  clinical  sit- 
uations for  upper-extremity  amputations  are  listed 
in  Table  1 and  Table  2. 

Given  these  technical  considerations  for  replan- 
tation surgery,  the  physician  must  remember,  of 
course,  that  he  is  dealing  with  a patient  with  an 
amputation;  the  patient’s  general  condition  is  of  par- 

TABLE  1 

INDICATIONS  FOR  REPLANTATION 


1.  Thumb  amputation. 

2.  Loss  of  multiple  digits. 

3.  One  digit  amputation  in  previously  compromised  hands. 

4.  Longitudinal  amputations,  except  for  the  5th  ray. 

5.  Transverse  hand  and  forearm  amputations. 

6.  More  proximal  levels  in  children. 


TABLE  2 

INDICATIONS  FOR  REVASCULARIZATION 

1 . Loss  of  essential  circulation  which  maintains  integrity  of 
other  tissues. 

2.  Loss  of  essential  circulation  to  digits  where  other  struc- 
tures can  be  repaired. 

3.  Loss  of  circulation  to  part  of  a multiply  injured  hand. 

4.  Loss  of  circulation  to  a part  which  may  be  useful  for  later 
reconstruction. 
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amount  concern.  Thus,  the  patient  must  be  stabi- 
lized in  terms  of  a compression  dressing  to  the  stump 
and  general  support  in  terms  of  intravenous  fluids, 
antibiotics,  and  tetanus  prophylaxis,  as  well  as  any 
other  specific  medical  problems  which  must  be  dealt 
with.  The  recognition  of  the  fact  that  one  is  dealing 
with  a patient  — rather  than  with  an  amputation 
stump  — leads  us  to  realize  that  there  are  some 
absolute  contraindications  for  such  surgery,  which 
are  identified  in  Table  3.  There  are  also  several 
relative  contraindications,  which  include  single-digit 
amputations,  excluding  the  thumb;  a patient  over 
60  years  of  age;  a patient  with  severe  pre-existing 
joint  disease;  laceration  or  avulsion  of  the  amputated 
part;  greater  than  five  to  eight  hours  of  warm  is- 
chemia time;  severely  contaminated  wounds  of  the 
amputated  parts;  significant  prior  injury  to  the  am- 
putated part;  multiple  levels  of  amputation  or  injury; 
proximal  amputations  of  the  arm  or  leg,  except  in 
a child;  and,  finally,  inability  of  the  patient  to  co- 
operate with  the  postoperative  rehabilitation  pro- 
gram. 

After  the  patient  has  been  stabilized  and  discus- 
sion carried  out  with  him  regarding  the  need  and/ 
or  desire  for  replantation,  attention  should  be  turned 
to  the  amputated  digit  (Table  4).  It  should  be  wrapped 
in  a moistened  gauze  sponge,  put  into  a plastic  bag, 
and  then  placed  in  a container  of  ice.  This  should 
not  be  dry  ice,  but  rather  regular  ice,  which  is  easily 
available  in  the  hospital.  The  ice  provides  hypo- 
thermia, extending  the  time  for  replantation  by  sev- 
eral hours.  A styrofoam  container  is  ideal,  but  any 
type  of  container  which  will  hold  ice  next  to  the 
specimen  is  appropriate.  Similarly,  partially  am- 
putated digits  should  be  cooled  and  ice  bags  incor- 
porated in  the  initial  dressing.  No  clamps  should  be 
used  on  the  vessels  at  any  time,  as  this  will  damage 
them,  precluding  vascular  repair.  Hemorrhage  from 
the  stump  is  rarely  a concern  if  an  appropriate  bulky 
compression  dressing  and  elevation  are  used. 

Once  the  above  steps  have  been  taken,  the  replant 
facility  should  be  contacted  by  telephone  and  a pre- 
liminary discussion  held  with  a member  of  the  re- 
plant team.  These  individuals  can  be  reached  through 
the  emergency  rooms  of  the  major  hospitals  in  the 
cities  mentioned  above.  After  discussion  with  the 
replant  person  from  the  replant  center,  it  may  be 
reasonable  to  send  the  patient  for  an  evaluation.  It 
must  be  emphasized  to  the  patient  that  he  is  going 
to,  say  Wichita,  for  consultation;  no  promises  should 
be  made  regarding  whether  a replantation  can  or 
shall  be  carried  out.  As  a matter  of  fact,  the  decision 
to  replant  often  cannot  be  made  definitely  until  the 
stump  and  part  are  examined  in  the  operating  room. 


TABLE  3 

ABSOLUTE  CONTRAINDICATIONS  TO 
REPLANTATION  SURGERY 


1.  Life-threatening  associated  injuries. 

2.  Severe  crush  of  the  amputated  part. 

3.  Severe  chronic  illnesses  which  will  not  allow  long  anes- 
thesia or  surgery. 


TABLE  4 

CARE  OF  THE  AMPUTATED  PART 


1.  Wrap  the  part  in  saline-moistened  gauze. 

2.  Place  the  wrapped  part  into  a sterile  plastic  bag. 

3.  Place  the  bag  with  the  part  into  a container  of  ice,  such 
as  a basin  or  a picnic  cooler. 

4.  Do  not  attempt  to  scrub,  medicate  or  cannulate  the  ves- 
sels of  the  amputated  part. 


Thus,  the  patient  should  come  prepared  to  have  a 
consideration  made  for  replantation,  but  undue  hope 
should  not  be  fostered.  It  goes  without  saying  that 
the  amputated  part  must  accompany  the  patient,  and 
that  frequently  transportation  should  be  arranged  by 
air  or  helicopter  to  save  valuable  time,  although  with 
an  hour  or  two  driving  distance  by  car  or  ambulance, 
if  the  part  has  been  cooled,  this  will  give  ample 
time  for  restoration. 

It  is  the  purpose  of  this  article  to  review  the  in- 
dications for  replantation/revascularization  in  ex- 
tremity amputations  and  to  remind  Kansas  physi- 
cians that  such  services  are  available  within  the  state 
or  in  major  cities  near  us. 


1988 

^KMS  Membership  Directory 

This  new  edition  is  now  being  compiled.  Is 
your  listing  correct?  Please  take  a moment 
to  check  your  1987  listing  and  be  certain  that 
all  information  is  current,  (Check  each  place 
your  name  appears.)  If  you  find  an  error  or 
omission,  or  if  you  will  be  moving,  retiring 
or  changing  your  telephone  number  by  August 
1988,  please  let  us  Imow  by  June  30,  1988. 

To  change  a directory  listing,  call  or  write 
KMSat 

1300  Topeka  Avenue 
Topeka,  Kansas  66612 

235-2383  or  1-800-332-0156 
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HOUSE  OF  DELEGATES  ACTIONS 
(Details  in  July  issue  of  KANSAS  MEDICINE) 


Among  the  Resolutions  adopted  by  the  House  of  Delegates  this  month  were  the  following: 

KFMC  was  endorsed  as  the  PRO  for  Kansas  for  the  coming  year.  Endorsement  is  to  be 
reviewed  annually.  (88-8) 

HCFA--Standards  of  Care--Hospital  Admissions.  A resolution  is  to  be  presented  to  the 
next  meeting  of  the  AMA  House  of  Delegates  to  encourage  a study  of  morbidity 
and  mortality,  and  the  liability  issues  associated  with  them.  (88-11) 

Controlled  Substances.  Legislation  is  to  be  introduced  next  session  to  prohibit  a 
physician  from  self-prescribing  and  self-administering  schedule  II,  III  and 
IV  substances.  (88-24) 

Emergency  Room  Services.  KMS  will  present  a resolution  to  the  June  AMA  House  of 
Delegates  meeting  requesting  the  AMA  to  study  and  attempt  to  amend  COBRA 
regulations  regarding  care  of  non-emergency  patients,  and  to  encourage 
increased  efforts  to  educate  patients  regarding  emergency  room  usage  and 
penalize  habitual  misuse  of  emergency  room  care.  (88-26) 

Unified  Membership.  This  membership  program  will  remain  in  place,  and  additional 
efforts  will  be  made  to  educate  non-members  regarding  the  benefits  of 
unified  membership.  (88-28) 

Captive  Insurance  Company.  A physician-owned  company  which  would  provide  pro- 
fessional liability  insurance  to  KMS  members  could  be  established.  (88-29) 

Nursing  Shortage.  KMS  endorses  reactivation  of  three-year  nursing  education  programs 
and  will  introduce  a resolution  at  the  June  AMA  House  of  Delegates  calling 
for  dialogue  with  the  ANA  regarding  these  programs.  (88-31) 

R^isk  Management  Reporting  Requirements.  KMS  will  recommend  amending  the  Kansas 

Statutes  to  require  reporting  only  of  incidents  confirmed  by  the  hospital 
peer  review  committee.  (88-32) 

j-UPer  PRO.  A task  force  of  the  AMA,  AHA  and  AARP  would  monitor  regional  office  case 
review  activities.  (88-35) 


MEET  YOUR  PRESIDENTS 


Roger  D.  Warren 
Hanover 

Pres i dent-E 1 ect 


Joseph  C.  Meek,  Jr. 
W i c li  i t a 

1st  Vice  President 


Larry  R.  Anderson 
Wellington 
2nd  Vice  President 


Terry  L.  Pol i ng 
Wichita 
Pres i dent 


AUXILIARY 

NEWS 


Carol  Loeffler 


BROCHURES  ON  AIDS 
WILL  BE  MAILED 
TO  107,000,000  HOMES 


NEW  HEALTH  INSURANCE 
PLAN  IN  MASSACHUSETTS 


MEDICARE  ASSIGNMENT 
RISES 


The  KMS  Auxiliary  has  elected  the  following  officers  for  the 
1988-89  term: 


Presi dent 
President-Elect 
First  Vice  President 
Second  Vice  President 
Recording  Secretary 
Treasurer 


Carol  Loeffler  (James),  Wichita 
Joan  Tempero  (Stephen),  Topeka 
Li-Ying  Lee  (Song-Ping),  Topeka 
Nancy  Macy  (Ted),  Salina 
Lisa  Barker  (Stanton),  Hutchinson 
Mary  Belle  Boyd  (Z.  Rex),  Wichita 


The  KMS  Auxiliary  will  be  honored  at  the  AMA  Annual  Session 
in  June  for  having  75%  or  more  unified  membership.  The 
Auxiliary's  name  will  appear  on  a poster  in  the  registration 
area,  and  the  KMSA  delegation  will  be  asked  to  stand  and  be 
recognized  on  Monday,  June  27. 


The  Centers  for  Disease  Control  in  Atlanta  recently  discussed 
with  state  health  departments  across  the  country  the  mailing 
of  an  AIDS  brochure  to  107,000,000  households  in  the  United 
States.  The  mailing  will  begin  on  May  26  and  will  be  completed 
by  June  30.  Both  the  mailing  and  the  completion  date  are  a 
Congressional  mandate  to  which  the  CDC  is  responding. 

The  brochure  will  contain  several  pages  of  detailed  infor- 
mation on  AIDS,  written  at  a seventh-grade  reading  level.  It 
will  advise  people  to  seek  additional  information  from  local 
health  sources  and  will  have  a national  800  AIDS  hotline 
number  from  which  calls  may  be  redirected  to  local  hotlines. 

As  many  as  11,000  phone  cal  1 s — possi bly  more— may  be 
generated  in  Kansas  by  readers  seeking  more  information, 
according  to  CDC  estimates. 


The  Massachusetts  Universal  Health  Insurance  Plan  has  been 
signed  into  law  by  Governor  Michael  Dukakis.  Under  the  plan, 
an  estimated  600,000  residents  of  the  state,  including  the 
uninsured,  the  working  poor,  part-time  workers  and  those  who 
are  unemployed,  would  receive  insurance  coverage.  All  as- 
pects of  the  program  are  expected  to  be  in  place  by  1992. 

The  Governor's  Office  estimates  annual  costs  will  be  about 
$622  million,  but  health  industry  analysts  predict  about 
$2  billion. 

Although  the  bill  does  not  mandate  employers  to  provide  cover- 
age for  their  workers,  it  will  levy  a special  tax  on  those 
who  do  not.  The  state  will  purchase  policies,  using  state  rev- 
enues and  hospital  surcharges,  for  employees  who  do  not  have 
coverage  and  for  the  unemployed.  Coverage  will  be  arranged 
through  a state-administered  pool. 


Physicians  continued  to  accept  Medicare  assignment  at  record  j 
levels  during  the  final  quarter  of  1987,  HCFA  has  reported.  i 
The  overall  rate  for  accepting  assignment  rose  to  70.8%.  That  | 
was  7.6  percentage  points  above  the  level  attained  for  the  com- j 
parable  quarter  one  year  earlier  and  was  a gain  of  .4  of  a 
point  from  the  preceding  quarter  of  1987.  Medicare  assign- 
ment rates  in  Kansas  are  just  over  50%. 


AMA  "WOMEN  IN  MEDICINE 
RECRUITMENT  MONTH" 


KMS-IPP  STATISTICS 


MEDICAID/MEDIKAN 
BILLING  PROCEDURES 


The  AMA  is  again  designating  the  month  of  May  as  "Women  in 
Medicine  Recruitment  Month"  to  encourage  female  MDs  to  join 
the  association.  At  the  end  of  1987,  46%  of  the  active  male 
physician  population  were  AMA  members,  while  only  29%  of 
active  female  physicians  were.  The  AMA  Women  in  Medicine 
Project  and  the  AMA  Division  of  Membership  are  encouraging 
all  medical  societies  to  target  one  membership  recruitment 
program  toward  increasing  membership  among  women  physicians 
and  medical  students. 


The  year-to-date  statistical  report  for  the  KMS  Impaired 
Physician  Program  has  been  compiled.  Key  statistics  as  of 
March  31,  1988,  are  as  follows: 

- Total  number  of  inquiries  for  information  about  IPP:  65. 

- Total  number  of  referrals  to  the  IPP:  63. 

- Total  number  of  physicians  being  monitored  by  the  IPP:  29. 
(Note:  11  of  the  63  physician  referrals  were  already  par- 
ticipating in  the  IPP  prior  to  July  1,  1987.) 

Sixty-one  referrals  were  male,  and  two  referrals  were  female, 
with  an  average  age  of  49.  Specialty  types  included:  inter- 
nal medicine  (4),  pathology  (2),  orthopedics  (2),  psychiatry 
(2),  surgery  (5),  anesthesiology  (2),  ophthalmology  (1), 
OB/GYN  (5),  family  practice  (17),  radiology  (2),  ENT  (2),  and 
other  (5).  The  IPP  is  also  monitoring  3 residents  and  1 
medical  student.  Reported  problems  included:  alcohol  abuse 
only  (18),  drug  abuse  only  (11),  alcohol  and  drug  abuse  (7), 
organic  brain  syndrome  (1),  depression  (2),  stress/overwork 
(2),  other  psychiatric  (8),  physical  disability  (2),  criminal 
activity  (2),  poor  prescribing  (2),  and  sexual  misconduct 
(2).  The  average  duration  of  problems  is  five  or  more  years. 
The  IPP  has  referred  four  physicians  to  the  Board  of  Healing 
Arts.  Twenty-one  cases  were  resolved,  and  nine  are  pending. 


EDS  Federal  Corporation  has  announced  several  changes  in 
Medicaid/Medi kan  billing  procedures.  Six  of  these  follow: 

Sonograms . Obstetrical  sonograms  were  taken  off  review  with 
processing  dates  of  February  1,  1988  and  after.  A Specific 
diagnosis  code  in  the  ranges  630-669  and  V23-V28  that  sup- 
ports medical  necessity  are  required.  Any  claim  without  an 
appropriate  diagnosis  code  will  be  denied.  (Refer  to  Pro- 
vider Manual  Section  13,  Page  4B.) 

Steri 1 i zation/Hysterectomy . Effective  with  processing  dates 
of  May  1,  1988  and  after,  sterilization  consent  and  hysterec- 
tomy forms  will  be  a required  attachment  on  claims  from  the 
performing  surgeon  only.  These  services  will  not  be  paid 
until  the  correct  form  is  received. 

Physician  Services--Replantation.  As  of  processing  dates  on 
and  after  February  29,  1988,  replantation  of  arm,  forearm, 
hand,  digits,  thumb,  leg  and  foot  is  a covered  service. 


Alcohol  and  Drug  Treatment.  Effective  with  dates  of  service 
on  and  after  May  1,  1988,'  treatment  provided  in  an  inpatient 


hospital  setting  shall  be  limited  to  three  admissions  per 
recipient,  per  lifetime,  regardless  of  provider. 


NEW  BOOK  IS  INDICTMENT 
OF  AMERICAN  MEDICINE 


RESURGENCE  OF  MUMPS 


NEW  CASE  DEFINITION 
MAY  INCREASE  REPORTED 
CASES  OF  AIDS 


Psychological  Services.  Effective  with  dates  of  service  on 
and  after  July  1,  1988,  psychotherapy  services  provided  by  a 
physician  which  exceed  32  hours  of  individual  therapy  or  32 
hours  of  group  therapy,  or  any  combination  of  these  per  calen- 
dar year,  shall  be  non-covered  for  Medicaid  recipients  unless 
that  recipient  is  an  EPSDT  program  recipient.  Psychotherapy 
services  which  do  not  exceed  40  hours  per  calendar  year  per 
EPSDT  program  participant  will  be  covered.  The  same  terms 
will  apply  to  psychotherapy  services  provided  by  a licensed 
psychologi st . 


A 300-page  book.  Medicine  on  Trial , by  Lowell  S.  Levin,  Ed.D., 
Charles  Inlander  and  Ed  Weiner,  all  of  the  People's  Medical 
Society,  is  now  on  sale  in  major  book  stores.  The  book  pur- 
ports to  expose  an  "appalling  story  of  ineptitude,  malfeas- 
ance, neglect  and  arrogance"  that  "your  doctor  knows  and  hopes 
you  will  never  find  out,"  and  recommends  a "prescription  for 
change."  Among  the  authors'  unsubstantiated  allegations  are 
the  following:  "One  out  of  every  six  drug  addicts  is  a phy- 
sician"; "Twenty  percent  of  hospital  patients  leave  with  a 
condition  they  didn't  have  when  they  entered  the  hospital"; 
and  "Forty-three  million  Americans  a year  have  their  x-rays 
mi sread . " 

The  authors  recommend:  legislation  requiring  hospitals  to  dis- 
close to  patients  "needed  quality-related  data,"  including 
information  about  disciplinary  actions  against  "incompetent" 
physicians;  and  requirements  that  at  least  half  of  the  mem- 
bers of  peer  review  teams  be  consumers,  and  that  each  state's 
board  of  licensure  be  composed  entirely  of  consumers. 

Physicians  and  others  who  wish  to  express  their  displeasure 
with  this  unjustified  attack  on  American  medicine  may  write  to 
the  publisher,  Prentice-Hall,  at  Rte.  9W,  Englewood  Cliffs, 

New  Jersey  07632. 


There  has  been  a relative  resurgence  of  mumps  in  this  country 
since  1986,  largely  affecting  older  age  groups,  and  due  mainly 
to  a failure  to  vaccinate  all  susceptible  persons,  especially 
those  now  between  10  and  19  years  old,  a recent  report 
reveals.  The  authors,  from  the  CDC,  recommend  school  immuni- 
zation laws  "to  deal  with  the  problem  of  continuing  suscep- 
tibility in  school-aged  populations." 


The  recently  revised  national  case  definition  for  AIDS  has 
sharply  raised  the  number  of  cases  being  reported,  at  least 
in  San  Francisco.  The  San  Francisco  Department  of  Health 
compared  AIDS  cases  diagnosed  and  reported  in  San  Francisco 
during  the  last  four  months  of  1987,  using  both  old  and  new 
definitions.  The  new  definition,  revised  by  the  CDC  to  ex- 
pand the  list  of  diseases  indicative  of  AIDS,  resulted  in  19% 
more  cases  being  reported.  Further  study  will  be  required 
to  assess  the  impact  on  projections  of  future  AIDS  incidence. 


Complications  of  Spontaneous  Pneumothorax: 
A Pediatric  Case  Study 

HERBERT  R.  GOLDBERG,  M.D.,  AND  BARBARA  BELLAR,  P.A.  C.,  MS  III,*  Wichita 


Spontaneous  pneumothorax  is  a well  known  clin- 
ical entity,  and  most  clinicians  currently  agree  that 
spontaneous  rupture  of  a subpleural  bleb  or  bullae 
is  probably  the  most  common  cause.  Three  to  five 
decades  ago,  however,  the  prevalent  belief  was  that 
active  TB  was  the  most  common  etiology.  Studies 
by  H.  Kjaergaard,*  in  1932,  established  that  TB  was 
not  the  primary  cause  of  spontaneous  pneumothorax 
in  the  apparently  healthy  individual. 

A pneumothorax  develops  when  air  escapes  into 
the  pleural  cavity,  allowing  the  underlying  lung  to 
collapse.  There  are  four  main  types  of  pneumo- 
thoraces: 

I.  Primary  spontaneous  pneumothorax, 
which  is  usually  caused  by  rupture  of  small 
subpleural  bullae  at  the  lung  apex; 

II.  Secondary  spontaneous  pneumothorax, 
which  is  common  in  chronic  bronchitis  and 
emphysema,  also  caused  by  rupture  of 
subpleural  bullae; 

III.  Traumatic  pneumothorax  from  penetrating 
injuries  of  the  chest  wall; 

IV.  Artificial  or  induced  pneumothorax. 

Spontaneous  pneumothorax  most  often  occurs  after 
the  adolescent  growth  spurt  and  peaks  among  per- 
sons 25-35  years  old.  The  increased  preponderance 
among  males  seems  to  be  explained  on  the  basis  of 
a gradient  of  an  increased  risk^  with  greater  height, 
in  association  with  abnormal  thoracic  anatomy;  spe- 
cifically, long,  narrow  chests  (ectomorphic  phy- 
sique) . 

Case  Report 

A.  A.  is  an  asthenic  15 -year-old  Hispanic  male  with 
a previously  unremarkable  health  history  who  pre- 
sented to  the  emergency  room  with  the  chief  com- 
plaint of  shortness  of  breath  and  right-sided  chest 
pain,  onset  one  hour  prior  to  presentation.  The  pa- 
tient denied  any  injury  to  the  chest  or  previous  heart 
or  lung  disease.  He  had  a smoking  history  of  one 
pack  per  day  for  two  years.  He  stated  that  his  symp- 

*Department of  Pediatrics,  UKSM-Wichita. 

Address  correspondence  to  Dr.  Goldberg  at  Department  of 
Pediatrics,  UKSM-Wichita,  1010  N.  Kansas,  Wichita,  KS 
67214-3199. 


toms  had  begun  while  he  was  driving  his  automo- 
bile. 

Examination  upon  admission  revealed  a well  de- 
veloped, well  nourished  asthenic  Hispanic  male  in 
acute  respiratory  distress  with  vital  signs  as  follows: 
pulse,  112  bpm;  respirations,  20/min.;  B/P,  148 
over  98  mmHg.  Auscultation  of  the  lungs  revealed 
normal  breath  sounds  on  the  left  with  no  breath 
sounds  heard  on  the  right.  There  was  increased  res- 
onance to  percussion  and  mild  tenderness  over  the 
right  posterior  chest  wall.  Trachea  was  in  the  mid- 
line, with  no  evidence  of  trauma,  contusion  or  lac- 
eration to  the  chest.  PA  and  lateral  chest  radiologic 
evaluation  at  that  time  revealed  a pneumothorax  on 
the  right  of  approximately  80%.  Otherwise,  the  lung 
fields  were  clear,  and  the  heart  and  mediastinum 
showed  no  other  abnormality.  EKG  showed  sinus 
tachycardia  and  non-specific  ST-T  changes.  Labo- 
ratory findings  on  admission  were  unremarkable. 

Initially  a Heimlich  thoracostomy  tube  chest  drain 
was  placed,  followed  by  total  re-expansion  of  the 
right  lung.  A recurrent  pneumothorax  was  noted 
after  discontinuing  the  chest  tube  on  day  four.  Chest 
tube  re-insertion  followed  with  a #22  French  Ma- 
lecot  catheter;  however,  complete  re-expansion  was 
not  accomplished,  and  on  day  six  a #26  French 
Malecot  catheter  was  inserted.  Spontaneous  in- 
crease in  the  right  pneumothorax  was  noted  on  day 
seven,  and  a #32  French  Argyle  catheter  was  placed. 
On  day  fifteen,  due  to  intermittent  apical  pneu- 
mothorax, pleurodesis  of  Tetracycline  500mg  in  50cc 
saline  was  done  through  a Malecot  chest  tube.  Per- 
sistent pneumothorax  was  still  evident,  and  on  day 
eighteen  a right  thoracostomy  with  excision  of  a 
four-inch  diameter  cystic  apical  bleb  was  per- 
formed. Removal  of  the  suction  tube  from  the  right 
hemithorax  was  accomplished  on  day  twenty-two, 
with  complete  resolution  of  the  persistent  right 
pneumothorax . 

Discussion 

Spontaneous  pneumothorax  is  usually  the  result  of 
rupture  of  an  air-containing  space  at  or  just  below 
the  visceral  pleura.  This  is  usually  a pleural  bleb, 
most  frequently  located  in  the  apex  of  the  lung.  The 
cause  of  such  blebs  and  the  immediate  cause  of  bleb 
rupture  are  unknown.  Rupture  appears  not  to  be 
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related  to  exceptional  effort  or  trauma,  since  the 
majority  of  patients  are  at  rest  when  spontaneous 
pneumothorax  occurs.  Although  blebs  and  bullae 
distend  and  even  rupture  with  a decrease  in  atmos- 
pheric pressure,  as  during  an  airplane  flight,  this 
mechanism  cannot  be  invoked  in  the  majority  of 
cases.  The  characteristic  pathological  findings  ob- 
served in  patients  developing  spontaneous  pneu- 
mothorax are  of  a small  area  of  fibrosis  surrounded 
by  one  or  more  cysts. ^ The  most  common  presenting 
symptom  is  chest  pain.  Many  patients  have  asso- 
ciated dyspnea  accentuated  by  anxiety.  The  most 
frequently  encountered  physical  sign  of  pneumo- 
thorax is  diminished  or  absent  breath  sounds  upon 
auscultation  of  the  affected  side. 

As  demonstrated  in  this  case,  lab  studies  are  not 
usually  helpful  in  the  diagnosis  of  pneumothorax. 
With  small  degrees  of  lung  collapse,  arterial  blood 
gas  analysis  may  show  little  change  from  normal 
values.  When  pneumothorax  exceeds  50%  or  when 
underlying  lung  disease  exists,  arterial  hypoxemia 
and  hypercapnia  may  be  present.  The  EKG  may 
show  minor  ST-T  changes,  but  these  are  non-spe- 
cific.^ 

Definitive  diagnosis  of  pneumothorax  is  based 
mainly  on  roentgenographic  findings.^  Expiratory 
chest  films  are  most  helpful  in  detecting  small  pneu- 
mothoraces because  during  maximal  expiration  the 
lung  volume  is  reduced,  while  the  volume  of  the 
pneumothorax  remains  unchanged. 

Management  of  spontaneous  pneumothorax  re- 
mains a challenging  problem  in  regard  to  numerous 
recurrences.’  Obviously,  the  immediate  aim  of 
treatment  is  to  re-expand  the  lung  rapidly  and  com- 
pletely, and  to  prevent  recurrence  of  the  pneumo- 
thorax by  fusion  of  the  visceral  to  the  parietal  pleura 
to  obliterate  the  pleural  space. ^ An  asymptomatic, 
simple  spontaneous  pneumothorax  of  20%  or  less 
may  be  managed  conservatively  by  observation,  fre- 
quent physical  assessment  and  serial  chest  x-rays. 
The  intrapleural  air  will  be  absorbed  at  a rate  of 
approximately  1-1.5%  per  day.  A spontaneous 
pneumothorax  of  more  than  20-25%  is  best  treated 
by  chest  tube  insertion  and  water  seal  drain.  Few 
studies  have  determined  the  best  time  to  remove  the 
intercostal  catheter.  When  the  lung  has  expanded 
and  there  is  no  continued  air  leak,  most  would  clamp 
the  catheter  for  24-48  hours.  If  there  is  no  re-col- 
lapse  of  the  lung,  the  catheter  can  be  taken  out.'^ 

Pleurodesis  was  attempted  with  this  patient  and 
has  been  utilized  frequently  in  the  treatment  of  pri- 
mary spontaneous  pneumothorax,  with  the  objective 
of  preventing  recurrence.*  Intrapleural  application 
of  chemicals  destroys  the  parietal  and  visceral  mes- 


othelium  and  causes  the  formation  of  adhesions. 
The  instillation  of  an  irritant  substance  in  the  pleural 
cavity  such  as  talc,  tetracycline  and  glucose  to  pro- 
mote pleurodesis  all  too  often  results  in  extreme 
pain,  uneven  distribution  and  a high  failure  rate.^ 

Following  conservative  therapy  with  tube  thora- 
costomy and  pleurodesis,  open  thoracostomy  is  the 
most  common  indication  for  recurrent  pneumo- 
thorax. Tube  failure  is  the  second  leading  indicator 
for  open  thoracotomy.  In  spite  of  the  differences  in 
treatment,  spontaneous  pneumothorax  is  a disease 
with  a low  morbidity  and  nearly  nonexistent  mor- 
tality.’ When  properly  managed,  even  cases  with 
complications  have  a successful  outcome. 

Summary 

Spontaneous  pneumothorax  in  the  apparently  healthy 
adult  is  a reasonably  common  occurrence.  The  reg- 
imen of  tube  thoracostomy  as  primary  treatment  for 
spontaneous  pneumothorax,  and  pleural  abrasion, 
continues  to  be  the  mainstay  of  therapy  for  recurrent 
pneumothorax  after  the  second  occurrence.* 

Finally,  any  patient  with  a persistent  air  leak  (de- 
spite more  than  two  weeks  of  tube  drainage)  or 
recurrent  pneumothorax  (more  than  three  separate 
episodes)  is  a candidate  for  surgical  correction.  This 
case  report  presents  the  multiple  complications  which 
resulted  in  utilizing  the  accepted  standard  of  treat- 
ment of  spontaneous  pneumothorax  as  applied  to  a 
pediatric  patient. 
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Appendicitis  Complicating  Pregnancy 

JOHN  L.  DORNHOFFER*  AND  JOHN  W.  CALKINS,  M.D.,t  Kansas  City 


Abstract 

Appendicitis  complicating  pregnancy  was  reviewed 
in  the  literature.  This  condition  poses  difficult  di- 
agnostic and  therapeutic  challenges  to  the  physician, 
due  to  the  changes  in  maternal  anatomy  and  phys- 
iology brought  on  by  the  gravid  state.  Similarly, 
the  clinical  and  laboratory  findings  for  the  pregnant 
patient  with  appendicitis  differ  from  the  usual  pre- 
sentation and  are  somewhat  dependent  on  the  stage 
of  pregnancy. 

Considering  the  ramifications  of  a perforated  ap- 
pendix, surgical  intervention  should  be  the  treat- 
ment of  choice  with  most  patients.  Uncomplicated 
appendicitis  and  negative  laparotomy  are  associated 
with  extremely  low  maternal  and  fetal  mortality, 
relative  to  that  seen  in  perforation  and  peritonitis. 
Conservative  treatment  has  no  place  in  the  man- 
agement of  this  condition. 

In  the  last  century,  much  has  been  written  about  the 
diagnostic  and  therapeutic  challenges  of  appendi- 
citis complicating  pregnancy.  Acute  appendicitis  re- 
mains the  most  prevalent  extrauterine  indication  for 
laparotomy  performed  during  pregnancy.'-^  The  im- 
portance of  making  an  early  diagnosis  of  this  sur- 
gical emergency  is  made  manifest  by  the  consid- 
erable maternal  morbidity  and  mortality,  as  well  as 
fetal  loss,  associated  with  perforation  and  perito- 
nitis.Unfortunately,  the  diagnosis  is  made  dif- 
ficult by  the  changes  in  maternal  anatomy  and  phys- 
iology that  occur  during  pregnancy,  especially  in 
the  later  stages  of  gestation.  A pregnant  patient  may 
lack  one  or  more  of  the  characteristic  signs  or  symp- 
toms of  classic  appendicitis,  resulting  in  a delayed 
diagnosis.  On  the  other  hand,  an  important  sign  or 
symptom  might  be  considered  normal  for  the  gravid 
state  and  not  acted  upon. 

Considering  the  efficacy  of  early  surgical  inter- 
vention, coupled  with  the  fact  that  two  lives  are 
dependent  on  the  early  diagnosis  of  this  condition, 
it  is  of  the  utmost  importance  that  a physician  main- 
tain a high  index  of  suspicion  for  appendicitis  in 
the  pregnant  patient.  Babler’s  admonition  of  1908 
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Still  holds  true  today:  “The  mortality  of  appendicitis 
complicating  pregnancy  is  the  mortality  of  delay. 

Incidence 

The  reported  incidence  of  pathologically  confirmed 
appendicitis  in  pregnancy  over  the  last  twenty  years 
varies  from  one  in  833^  to  one  in  2,188.^  In  the 
largest  study  reviewed,  Babaknia  et  al?  reported  an 
incidence  of  one  in  1 ,500  in  the  more  than  500,000 
gestations  reviewed  in  that  study.  Despite  the  pro- 
gesterone-induced hypomotility  of  the  intestinal 
tract,  there  is  no  evidence  to  suggest  that  appen- 
dicitis occurs  more  frequently  during  pregnancy. 
There  also  appears  to  be  no  relationship  to  parity.^ 
Acute  appendicitis  shows  a peak  incidence  in  the 
second  and  third  decades  — which  just  happens  to 
coincide  with  the  childbearing  years.* 

In  the  older  literature,  the  number  of  cases  of 
appendicitis  seemed  to  be  equally  distributed  among 
the  three  trimesters.^ More  recent  studies  seem  to 
exhibit  a preponderance  of  cases  in  the  second  and 
third  trimesters. No  satisfactory  explanation  has 
been  given  for  this  recent  trend. 

Symptoms  and  Signs 

As  mentioned  previously,  the  diagnosis  of  acute 
appendicitis  in  the  pregnant  patient  is  made  difficult 
by  anatomical  changes  occurring  during  pregnancy, 
particularly  the  enlargement  of  the  uterus.  Tender- 
ness at  McBumey’s  point  is  indicative  of  irritation 
of  the  parietal  peritoneum  overlying  the  inflamed 
appendix,  and  its  demonstration  is  highly  suggestive 
of  acute  appendicitis.  This  well  known  clinical  sign 
continues  to  be  very  useful  during  the  first  trimester 
of  pregnancy  when  the  uterus  is  still,  for  the  most 
part,  a pelvic  organ. As  gestation  continues,  how- 
ever, the  appendix  is  displaced  upward  and  laterally 
by  the  enlarging  uterus,  and  McBurney’s  point  is 
no  longer  reliable.  In  1932,  Baer  et  al.'^  performed 
barium  enema  examinations  on  78  normal  pregnant 
women  at  various  stages  of  gestation.  After  the  first 
trimester,  the  appendix  was  displaced  above  its  usual 
location  with  its  base  horizontally  rotated,  and  by 
28  weeks  it  was  at  the  level  of  the  iliac  crest.  The 
changes  continued,  until  by  the  eighth  month  ot 
gestation,  93%  of  the  patients’  appendices  were  lo- 
cated above  the  iliac  crest,  with  80%  exhibiting 
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upward  rotation  of  the  base  from  the  horizontal  po- 
sition toward  the  right  subcostal  area. 

Most  authors  agree  that  the  most  common  pre- 
senting symptom  in  acute  appendicitis  in  pregnancy 
is  vague,  right-sided  abdominal  pain.*’^’^^  In  the  early 
stages  of  appendicitis,  the  pain  is  visceral  in  nature 
and  is  perceived  in  the  periumbilical  region,  without 
regard  to  position  of  the  appendix.  When  suppur- 
ation and  gangrene  occur,  the  pain  is  localized  to  a 
point  of  maximal  tenderness,  resulting  from  contact 
with  the  overlying  parietal  peritoneum.  Therefore, 
the  point  of  maximal  tenderness  is  dependent  upon 
the  position  of  the  appendix,  and  thus  the  stage  of 
pregnancy.  The  altered  position  of  the  appendix  by 
the  enlarging  uterus  is  well  documented  in  the  lit- 
erature, but  one  must  also  consider  the  effect  on  the 
anterior  abdominal  wall,  which  is  displaced  for- 
ward. This  displacement  may  prevent  the  inflamed 
appendix  from  reaching  close  enough  proximity  to 
the  parietal  peritoneum  to  elicit  a localizing  sign, 
and  the  pain  may  remain  diffuse.  Alder’s  sign  may 
be  used  to  differentiate  uterine  from  appendiceal 
sources  of  pain.'^  With  the  patient  in  the  supine 
position,  the  pain  is  localized  as  accurately  as  pos- 
sible. The  patient  then  turns  on  her  left  side,  and 
the  pain  is  reassessed.  If  the  pain  shifts  to  the  left, 
it  is  assumed  to  be  of  uterine  or  adnexal  origin.  If 
the  pain  stays  in  its  original  location  on  the  right 
side,  appendicitis  is  suspected.  Kurtz  et  found 
Bryan’s  sign  to  be  the  most  reliable  physical  find- 
ing. In  this  exam,  appendicitis  is  considered  likely 
if  pain  is  elicited  when  the  gravid  uterus  is  shifted 
to  the  right  side. 

Anorexia,  a classic  sign  of  appendicitis  in  the 
nonpregnant  state,  is  a less  reliable  finding  during 
pregnancy,  when  it  can  be  expected  to  be  present 
in  only  about  two-thirds  of  the  patients  with  appen- 
dicitis. In  Cunningham’s  study, ^ anorexia  became 
less  frequent  as  gestation  progressed,  occurring  in 
about  one-half  of  the  women  in  the  third  trimester. 
Therefore,  one  should  not  exclude  the  diagnosis  due 
to  the  absence  of  anorexia. 

The  significance  of  nausea  and  vomiting  varies 
considerably  with  the  stage  of  pregnancy.  In  the 
first  trimester,  the  finding  is  of  equivocal  value, 
since  it  is  noted  so  commonly  in  early  pregnancy. 
Vomiting  in  the  second  and  third  trimesters,  how- 
ever, should  be  considered  suspicious  and  must  be 
thoroughly  investigated,  especially  when  associated 
with  other  signs  and  symptoms  of  appendicitis,  such 
as  abdominal  pain.^  '^  In  the  literature  reviewed,  more 
than  70%  of  patients  with  appendicitis  experienced 
nausea  and  vomiting  after  the  first  trimester. 

Upon  physical  examination,  the  most  important 


finding  is  abdominal  tenderness,  which  is  almost 
always  present  but  varies  with  the  stage  of  preg- 
nancy. Tenderness  in  the  right  lower  quadrant  with 
palpation  can  be  expected  to  be  found  in  almost  all 
of  the  cases  occurring  during  the  first  trimester  and 
in  more  than  50%  of  the  cases  occurring  during  the 
second  trimester.^  Twenty  percent  of  these  patients 
in  the  second  trimester  also  experienced  tenderness 
in  other  areas  of  the  abdomen.  However,  in  the  third 
trimester,  the  incidence  of  right  lower-quadrant  ten- 
derness is  low  and  ranges  from  2%^  to  14%.^  In 
Weingold’s  series  of  24  patients,^  right  upper-quad- 
rant  tenderness  was  elicited  in  more  than  57%  of 
his  third-trimester  cases,  with  14%  exhibiting  gen- 
eralized abdominal  tenderness. 

Guarding  and  rebound  tenderness  are  present  in 
approximately  65%  of  all  patients,  but  their  pres- 
ence is  less  constant  later  in  pregnancy. The  in- 
consistencies seen  in  the  latter  half  of  pregnancy 
can  probably  be  attributed  to  the  elevation  of  the 
abdominal  wall  by  the  uterus,  as  discussed  earlier. 
Rectal  tenderness  is  noted  even  less  frequently,  and 
a rectal  exam  is  considered  by  some  to  be  of  little 
value  because  of  the  decreased  depth  of  the  cul-de- 
sac  and  presence  of  the  fetal  head.  In  the  Horowitz 
et  al.  series, hypoactive  bowel  sounds  were  noted 
in  eight  out  of  ten  patients,  and  positive  Rovsing’s 
sign  was  noted  in  six  out  of  ten.  The  reproducibility 
of  these  two  signs  was  noted  in  six  out  of  ten.  The 
reproducibility  of  these  two  signs  is  questionable, 
since  none  of  the  other  studies  reviewed  these  find- 
ings, but  they  should  be  included  in  one’s  diagnostic 
armamentarium.  Interestingly,  Humphrey  and 
Ayton*"^  noted  exacerbation  of  abdominal  pain  with 
fetal  movements  in  three  of  their  five  cases. 

Temperature  elevation  over  38°C  is  not  a con- 
sistent finding  in  this  patient  population.  It  is  seen 
in  only  25  to  50%  of  patients,  with  nearly  half  of 
the  patients  with  appendicitis  complicating  preg- 
nancy being  afebrile.** 

Laboratory  Findings 

The  relative  leukocytosis  of  pregnancy  (normal 
12,500-16,000/ml)  leads  to  uncertainty  in  the  inter- 
pretation of  these  values.  Babaknia  et  al?  reported 
that  25%  of  patients  reviewed  had  a leukocyte  count 
of  less  than  10,000/ml.  Probably  a more  important 
indication  is  a shift  to  the  left  (a  differential  count 
of  greater  than  80%  polymorphonuclear  leukocytes) 
without  regard  to  the  absolute  leukocyte  count. 

In  Weingold’s  series,^  of  the  24  cases  assessed,  75% 
demonstrated  such  a shift. 

In  one  study,  pyuria  was  reported  to  occur  in 
about  20%  of  patients,  particularly  in  the  latter  half 
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of  pregnancy  when  migration  of  the  appendix 
brought  it  in  close  proximity  to  the  ureter  or  renal 
pelvis.^  The  significance  of  this  finding  is  tenuous, 
considering  that  sterile  pyuria  is  often  seen  in  the 
pregnant  patient,  but  is  rarely  seen  in  the  nonpreg- 
nant acute-appendicitis  patient.' 

Differential  Diagnosis 

It  stands  to  good  reason  that  the  diagnostic  uncer- 
tainty would  be  greater  in  the  female  population 
with  abdominal  pain,  due  to  the  numerous  gyne- 
cological conditions  that  must  be  excluded  in  ad- 
dition to  the  more  typical  surgical  problems.  Preg- 
nancy further  broadens  the  differential  diagnosis. 
Earlier  in  pregnancy,  ectopic  pregnancy,  ruptured 
corpus  luteal  cyst,  and  salpingitis  are  possible  di- 
agnoses. Later  in  pregnancy,  abruption,  ruptured 
ovarian  cyst,  adnexal  torsion,  round  ligament  syn- 
drome, chorioamnionitis,  degenerating  myoma, 
cholangitis,  and  pyelonephritis  should  all  be  in- 
cluded in  the  differential  diagnosis.  Pyelonephritis, 
especially  later  in  gestation,  is  most  commonly  con- 
fused with  appendicitis  during  pregnancy.'  As  men- 
tioned earlier,  the  displacement  of  the  inflamed  ap- 
pendix upward  might  bring  it  into  close  proximity 
to  the  ureters  or  renal  pelvis  and  induce  pyuria. 
Despite  the  difficulties  presented  by  the  pregnant 
patient  with  appendicitis,  overall  diagnostic  accu- 
racy was  72%  in  the  largest  study  reviewed.^ 

Appendiceal  Perforation 

It  seems  that  pregnancy  adversely  affects  the  course 
of  acute  appendicitis  in  the  mother,  with  illness  late 
in  gestation  carrying  a worse  prognosis.  In  general, 
the  mortality  of  acute  appendicitis  is  0.27  percent.* 
The  maternal  mortality  statistics  vary  somewhat  in 
the  literature  but  range  from  about  12%“^  to  0.9% 
in  two  of  the  larger  studies.^ 

Several  possible  explanations  exist  for  the  seem- 
ingly increased  virulence  of  this  disease.  The  en- 
larged uterus  may  inhibit  transabdominal  migration 
of  the  omentum,  which  would  curtail  its  walling  off 
of  the  inflammatory  process.  Furthermore,  Braxton- 
Hicks  contractions  might  prevent  the  formation  of 
adhesions,  thus  leading  to  a more  rapid  spread  of 
peritonitis.^’*  '^  It  has  also  been  suggested  that  the 
high  concentration  of  circulating  steroids  in  preg- 
nancy diminishes  the  inflammatory  response,  allow- 
ing more  rapid  development  of  peritonitis.''  '^  Fi- 
nally, one  must  consider  the  possibility  that  the 
aggressiveness  of  the  disease  might  be  related  to  a 
delay  in  treatment  due  to  the  difficulty  in  diagnosing 
it.  The  difficulty  is  directly  related  to  duration  of 
pregnancy  and,  as  might  be  expected,  70%  of  per- 


forations occur  in  the  last  trimester. ^ In  Weingold’s 
study,*  when  perforation  occurred,  there  was  an 
average  elapsed  time  from  admission  to  surgery  of 
16.8  hours.  When  there  was  no  perforation,  the 
average  elapsed  time  was  6.4  hours. 

Treatment 

The  fear  of  inducing  abortion  or  premature  labor 
with  an  unnecessary  operation  causes  many  physi- 
cians to  manage  the  gravid  patient  with  suspected 
appendicitis  rather  conservatively.  But  considering 
the  ramifications  of  a perforated  appendix,  surgical 
intervention  should  be  the  treatment  of  choice  with 
most  patients.  One  must  only  give  special  consid- 
eration to  incisional  location,  patient  positioning, 
and  the  avoidance  of  uterine  manipulation. 

The  type  of  incision  is  somewhat  dependent  on 
the  stage  of  pregnancy  at  the  time  of  the  procedure. 
Although  there  is  no  universal  agreement  as  to  the 
approach,  it  appears  that  the  most  frequently  used 
incision,  especially  in  the  second  and  third  trimes- 
ters, is  a transverse  muscle-splitting  incision  over 
the  point  of  maximum  tenderness.*’*’*  Tilting  the 
patient  about  30  degrees  to  the  left  enhances  the 
exposure  to  the  appendix  and  pulls  the  uterus  to  a 
more  physiologic  position  off  the  vena  cava.*  Dur- 
ing the  first  trimester,  a vertical  or  right  paramedian 
incision  might  be  appropriate  because  of  the  high 
incidence  of  false-positive  diagnoses.*  Cunningham 
and  McCullin*  prefer  a low  midline  incision,  as  it 
affords  adequate  exposure  for  removal  of  an  in- 
flamed appendix  as  well  as  treatment  of  other  con- 
ditions that  might  simulate  appendicitis.  They  also 
note  that  a midline  incision  is  sufficient  exposure 
to  evacuate  a gravid  uterus,  should  it  become  nec- 
essary. The  major  disadvantage  of  the  midline  or 
paramedian  incision  in  later  stages  of  pregnancy  is 
that  the  lateral  retraction  of  the  uterus  necessary  for 
exposure  of  the  appendix  would  increase  the  risk 
of  precipitating  premature  labor. 

Intravenous  antibiotics  are  appropriate  only  when 
there  has  been  perforation,  peritonitis  or  abscess 
formation.  It  is  now,  for  the  most  part,  universally 
felt  that  there  is  no  indication  for  the  use  of  anti- 
biotics in  uncomplicated,  acute  inflammation  of  the 
appendix. 

One  of  the  more  controversial  issues  in  the  lit- 
erature is  the  role  of  Cesarean  section  in  the  treat- 
ment of  appendicitis  in  the  patient  at  or  near  term. 
Generally  speaking,  it  is  recommended  that  Cesar- 
ean delivery  be  performed  only  if  there  are  valid 
obstetrical  indications.*  *’*  One  well  documented  in- 
dication would  be  in  a situation  involving  gener- 
alized peritonitis.  In  this  scenario,  prompt  abdom- 
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inal  delivery  is  advantageous,  as  the  incidence  of 
premature  labor  within  24  hours  is  high  and  fetal 
death,  probably  due  to  bacterial  toxins,  is  not  un- 
common. 

If  the  patient  is  in  progressive  labor  at  the  time 
of  diagnosis,  it  is  felt  that  normal  vaginal  delivery 
should  be  allowed  to  proceed,  with  the  appendec- 
tomy performed  immediately  following. If  the 
labor  is  not  progressing,  or  if  the  acute  illness  is 
worsening,  delivery  must  be  initiated.'  In  nonper- 
forative  appendicitis.  Cesarean  section  probably 
causes  no  additional  morbidity. - The  surgeon  may 
wish  to  perform  an  extraperitoneal  Cesarean  sec- 
tion, followed  by  an  appendectomy  through  an  in- 
cision over  the  point  of  maximal  tenderness. 

Morbidity  and  Mortality 

As  mentioned  earlier,  the  maternal  mortality  rate  is 
still  slightly  higher  than  that  seen  in  the  general 
population.  It  is  encouraging  to  note,  however,  that 
there  has  been  a steady  decrease  in  maternal  death 
since  Babler’s^  reported  incidence  of  40%  in  1908. 
In  several  of  the  more  recent  reports,^-^  '^  maternal 
mortality  was  reported  very  infrequently  and  was 
almost  always  associated  with  perforation  and  gen- 
eralized peritonitis.  This  decline  can  probably  be 
attributed  to  better  fluid  and  nutritional  support,  bet- 
ter anesthesia,  improved  surgical  technique  and 
prompt  diagnosis  and  treatment.’ 

A decrease  in  perinatal  mortality  has  also  taken 
place  during  this  time,  but  has  been  less  dramatic. 
Although  some  fetal  loss  results  directly  from  gen- 
eralized peritonitis  and  sepsis,  most  deaths  occur  as 
a result  of  premature  labor  induced  by  the  perito- 
nitis. Therefore,  it  stands  to  reason  that  fetal  loss 
would  occur  infrequently  in  uncomplicated  appen- 
dicitis, which  is  rarely  followed  by  premature  la- 
bor.^ In  Weingold’s  review^  of  245  fairly  recent 


cases,  the  perinatal  mortality  following  nonperfo- 
rated  appendicitis  was  4.8%,  while  that  following 
perforated  generalized  disease  was  27.8%.  It  seems, 
then,  that  fetal  loss  is  a function  of  the  severity  of 
the  disease  — which  is,  at  least,  a reflection  of 
delay  in  diagnosis  and  treatment. 

Concluding  Remarks 

Acute  appendicitis  in  pregnancy  presents  the  phy- 
sician with  a difficult  diagnosis.  It  would  appear 
that  the  only  predictable  aspect  of  this  disease  is  the 
unpredictable  nature  of  its  manifestations.  Pain  is 
the  most  consistently  noted  symptom  in  the  pregnant 
patient  with  appendicitis,  but  even  this  can  be  ex- 
tremely variable  in  its  presentation.  A localizing 
sign  may  or  may  not  be  present;  it  is  dependent  on 
the  proximity  of  the  inflamed  appendix  to  the  per- 
itoneum. Furthermore,  the  location  of  the  pain  is 
atypical  and  changes  as  pregnancy  progresses. 

It  is  therefore  necessary  that  a physician  maintain 
a high  index  of  suspicion  when  confronted  with  a 
pregnant  patient  complaining  of  right  abdominal 
pain,  regardless  of  the  presence  or  absence  of  ad- 
ditional signs  or  symptoms.  With  a suggestive  his- 
tory and  tenderness  at  the  site  where  the  appendix 
could  possibly  be  at  the  particular  stage  of  preg- 
nancy, an  early  operation  should  be  considered  im- 
perative. Uncomplicated  appendicitis  and  negative 
laparotomy  are  associated  with  extremely  low  ma- 
ternal and  fetal  mortality,  relative  to  that  seen  in 
perforation  and  peritonitis.  Conservative  treatment 
has  no  place  in  the  management  of  the  pregnant 
patient  with  appendicitis.  To  question  the  diagnosis 
is  to  be  expected,  but  to  delay  definitive  treatment 
can  be  dangerous  to  both  mother  and  infant. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle’’  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially . 

IMPAIRED  PHYSICIANS  PROGRAM 
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Toll-free  in  Kansas:  (800)  332-0156 
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Abstract 

The  University  of  Kansas  Department  of  Family 
Practice  (KUFP)  began  comprehensive  research  ef- 
forts in  December  1983.  Since  that  time,  KUFP  has 
experienced  substantial  research  growth.  The  re- 
sources which  have  contributed  most  to  this  growth 
have  been  the  human  ones:  leadership,  organization, 
communication,  motivation  and  group  cohesive- 
ness. These  resources  are  discussed  in  detail  in  this 
paper  in  order  to  benefit  other  academic  medical 
programs  which  are  pursuing  research  growth. 

Research  productivity  is  vital  to  the  growth,  auton- 
omy and  credibility  of  any  medical  specialty.  For 
example,  numerous  authors  have  emphasized  the 
importance  of  family  practice  research  to  that  spe- 
cialty.’-^ Through  quality  research,  the  knowledge 
base  of  the  medical  specialty  grows,  perceptions  of 
the  specialty  improve  in  the  clinical  and  scientific 
medical  communities,  and  patient  care  improves. 
Furthermore,  residency  programs  which  are  strong 
in  research  teach  residents  to  conduct  quality  re- 
search themselves.  In  addition,  scholarly  activity 
continues  to  be  vital  in  the  academic  community  for 
faculty  promotion  and  tenure. 

Despite  the  importance  of  research  in  medicine, 
barriers  to  research  productivity  exist  in  most  med- 
ical settings,  including  university  residency  training 
programs,  where  academic  resources  would  seem 
to  be  most  plentiful.  These  barriers  may  be  under- 
stood as  deficits  in  either  material  resources  or  hu- 
man resources. 

Material  resources  important  to  the  process  of 
research  include  the  following:  financial  support, 
physical  space,  access  to  references,  data  analysis 
tools,  etc.  It  is  common  for  potential  researchers  to 
attribute  a lack  of  productivity  to  a lack  of  material 
resources;  however,  the  purpose  of  the  present  paper 
is  to  address  the  role  of  human,  rather  than  material, 
resources  in  research  productivity. 

*Department  of  Family  Practice,  KUMC. 

Address  correspondence  and  reprint  requests  to  Dr.  Liese  at 
Department  of  Family  Practice,  KUMC,  39th  & Rainbow  Bou- 
levard, Kansas  City,  KS  66103. 


Human  resources  important  to  the  process  of  re- 
search include  people  who  are  knowledgeable  about 
and  interested  in  doing  research;  leaders  who  mo- 
tivate research  by  teaching  and  acting  as  role  models; 
and  organizational  structures  and  activities  which 
support  research  productivity.’  Through  the  re- 
search efforts  at  the  University  of  Kansas  Medical 
Center  Department  of  Family  Practice  (KUFP),  it 
has  been  found  that  maximizing  human  resources 
can  contribute  to  increased  research  productivity, 
even  in  the  face  of  limited  material  resources.  The 
purposes  of  this  paper  are  as  follows:  1)  to  describe 
the  development  of  a comprehensive  research  pro- 
gram at  KUFP;  2)  to  offer  concrete  and  specific 
activities  which  were  found  to  increase  research  pro- 
ductivity; and  3)  to  discuss  the  role  of  human  re- 
sources which  are  vital  to  research  productivity, 
including  leadership,  motivation,  communication 
and  positive  group  dynamics.  This  paper  may  aid 
other  researchers  to  increase  the  quantity  and  quality 
of  research  in  their  departments. 

Background 

The  faculty  of  the  Department  of  Family  Practice 
consists  of  a department  chairman,  a program  di- 
rector, six  suite-attending  family  physicians,  four 
non-M.D.  faculty  (one  Ph.D.  psychologist,  one 
masters-level  social  worker,  one  patient  educator 
and  one  registered  dietitian).  The  program  has  36 
residents  (12-12-12)  and  one  chief  resident.  One 
faculty  secretary  supports  research  activities. 

Baseline 

In  December  1983,  the  department  began  its  re- 
search efforts  by  having  noon-hour  brown-bag  re- 
search meetings.  At  that  time,  there  were  no  on- 
going department  research  projects  and  no  research 
grants.  One  study  had  been  conducted  two  years 
earlier  but  was  not  published  or  even  submitted  for 
publication.  One  non-research  paper  was  published 
in  a national  family  practice  journal,  describing  an 
academic  program  which  had  been  developed  in  the 
department.  There  was  no  student  involvement  in 
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research.  There  was  no  ongoing  organized  effort  by 
the  faculty  or  residents  to  teach,  discuss  or  engage 
in  research. 

The  Present 

Since  research  efforts  were  begun  in  the  department, 
ten  papers  have  been  published  in  national  refereed 
publications;  nine  papers  have  been  presented  at 
national  conferences;  and  a large,  grant-supported 
drug  efficacy  study  is  in  progress  in  the  department. 
Residents  have  received  fost-,  second-  or  third-place 
awards  for  four  consecutive  years  at  the  Scientific 
Assemblies  of  the  American  Academy  of  Family 
Physicians’  annual  conventions.  Fifty  papers  have 
been  presented  at  four  annual  department  research 
forums,  and  at  least  five  separate  studies  are  in 
progress  at  this  time. 

Human  Resources  and  Research  Productivity 

It  is  apparent  from  this  growth  that  KUFP  was  able 
to  increase  its  research  productivity  substantially. 
In  the  following  sections,  the  ways  in  which  human 
resources  have  been  used  to  achieve  this  growth 
will  be  presented. 

Activities 

The  following  activities  were  initiated  in  December 
1983.  Each  promoted  effective  human  resource  uti- 
lization without  requiring  substantial  material  re- 
sources: the  appointment  of  a director  of  research; 
weekly  lunch  research  meetings;  establishment  of  a 
department  research  committee;  educational  con- 
ferences in  research  methods;  “scientific”  chart  re- 
views; rigorous  journal  clubs;  and  the  annual  KUFP 
Research  Forum.  Each  of  these  activities  is  de- 
scribed below. 

Director  of  Research.  Despite  concentrated  ef- 
forts of  various  M.D.  faculty,  research  activity  at 
KUFP  did  not  occur  until  the  designation  of  a di- 
rector of  research.  This  individual  was  the  depart- 
ment’s Ph.D.  clinical  psychologist.  In  addition  to 
clinical  duties,  the  director  of  research  was  respon- 
sible for  motivating,  organizing  and  conducting  re- 
search. (At  the  same  time,  other  faculty  members 
were  allotted  one  half-day  per  week  for  research 
and  scholarly  activities.) 

Research  Meetings . The  next  step  in  initiating  the 
research  program  was  to  plan  weekly  noon-hour 
brown-bag  research  meetings.  All  faculty,  residents 
and  students  were  encouraged  to  attend.  The  pur- 
pose of  these  meetings  was  to  discuss  goals  and 
plans  regarding  research  in  the  department,  and  to 
discuss  individual  projects.  Meetings  were  led  by 
the  department’s  director  of  research,  who  taught 


research  methodology  and  statistics  as  they  applied 
to  individual  studies. 

Research  Committee.  As  research  activity  in- 
creased, the  department  realized  the  need  for  an 
organizational  structure  to  help  coordinate  research 
activities  and  education  within  the  department.  Thus, 
a research  committee  was  formed.  Members  in- 
cluded the  director  of  research,  two  M.D.  faculty, 
one  non-M.D.  faculty,  a resident  and  the  depart- 
ment chairman  (ex-officio).  The  research  committee 
established  goals  for  the  department’s  research  ef- 
forts and  initiated  structured  activities  to  achieve 
those  goals.  Members  of  the  research  committee 
also  reviewed  manuscripts  when  requested  to  do  so 
by  department  faculty  members. 

Research  Conferences.  In  order  to  educate  the 
members  of  the  department  in  research  design,  sta- 
tistics, scientific  writing  and  publishing,  research 
conferences  were  initiated.  These  didactic  sessions 
took  place  during  scheduled  conference  times  and 
during  research  meetings.  All  department  staff,  res- 
idents and  students  were  encouraged  to  attend. 

Chart  Reviews.  In  their  second  year  of  the  pro- 
gram, each  resident  conducts  a chart  review.  This 
consists  of  a structured  evaluation  of  the  medical 
records  of  patients  with  specific  chief  complaints 
or  diagnoses.  As  part  of  the  research  effort,  the 
requirements  for  conducting  chart  reviews  have  been 
made  scientifically  rigorous.  Specifically,  residents 
are  required  to  consider  a clinical  problem  in  terms 
of  a research  question,  review  the  medical  literature 
addressing  the  problem,  propose  a research  hypoth- 
esis which  will  be  tested  in  the  chart  review,  conduct 
a “study”  (i.e.,  a review  of  the  charts),  analyze 
the  resulting  data  using  appropriate  descriptive  and 
inferential  statistics,  and  present  the  results  and  dis- 
cussion in  a cohesive,  organized  manner  (as  one 
would  present  a research  paper).  At  the  completion 
of  the  chart  review,  residents  are  encouraged  to 
continue  studying  the  clinical  problem  by  using  an 
appropriate  research  design  and/or  preparing  their 
project  for  publication. 

Journal  Club.  Journal  clubs  have  traditionally 
been  used  to  increase  residents’  knowledge  base 
using  recent  journal  articles.  However,  at  KUFP, 
the  journal  club  is  also  designed  to  teach  important 
research  skills,  including  study  design,  methodol- 
ogy and  statistics,  while  helping  faculty,  residents 
and  students  to  gain  experience  in  critically  reading 
journal  articles.  The  journal  club  is  held  on  a monthly 
basis  immediately  after  clinic  hours.  Articles  on  a 
specific  topic  are  selected  by  a resident,  and  one 
faculty  member  is  assigned  to  help  the  resident  ana- 
lyze the  methods  and  statistics  relevant  to  the  chosen 
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Figure  1 . KU  Department  of  Family  Practice  — Formal  Organizational  Structure. 


articles.  In  addition  to  clinically  oriented  articles, 
statistics  and  research  methodology  articles  are  re- 
viewed for  their  educational  value. 

Annual  KUFP  Research  Forum . Perhaps  the  most 
important  activity  contributing  to  the  success  of  the 
KUFP  research  efforts  has  been  the  Research  Fo- 
rum. This  forum  was  first  held  in  June  1984  and 
has  become  an  annual  event.  McKeag  and  Smith 
describe  a similar  “Family  Practice  Research  Day” 
in  Michigan.^  At  the  forum,  the  year’s  research 
efforts  are  presented  in  a conference-like  manner. 
A formal  program,  complete  with  abstracts  of  each 
presented  project,  is  provided  to  all  forum  attend- 
ees. Presenters  are  allowed  ten  minutes  for  oral  pre- 
sentations and  five  minutes  for  questions.  As  usual 
for  family  practice,  the  topics  are  quite  diversified. 
For  example,  each  year  a Ph.D.  administrator  as- 
sociated with  the  family  practice  program  has  pre- 
sented an  English  literature  paper  which  relates  to 
the  history  and  practice  of  medicine. 

The  meeting  is  held  in  a large  conference  room 
in  the  department.  Visual  aids  have  included  flip 
charts,  slides,  videotapes,  handouts  and  computer 
graphics.  Spouses  and  special  guests  are  also  in- 
vited. After  all  faculty,  resident  and  student  projects 
have  been  presented,  the  department  celebrates  its 
efforts  with  an  afternoon  picnic. 

The  forum  serves  several  purposes.  First,  it  re- 
wards faculty,  residents  and  students  for  doing  re- 
search, since  everyone  who  undertakes  a project  is 
encouraged  to  present  it,  even  if  only  preliminary 
results  are  available.  The  atmosphere  is  very  sup- 
portive, and  each  participant  is  recognized  for  his 


effort  and  participation,  not  only  for  the  results. 
Second,  it  motivates  researchers  to  complete  their 
projects  by  a specific  target  date.  When  the  project 
is  presented,  the  presenter  receives  immediate  feed- 
back, which  is  useful  in  preparing  a manuscript  for 
submission  for  publication.  Finally,  the  entire  day 
is  a morale-builder,  especially  regarding  attitudes 
about  research. 

Formal  vs.  Informal  Organizational  Structure 

Perhaps  the  most  important  insights  gained  through 
the  above  activities  relate  to  the  relationship  be- 
tween organizational  structure  and  research  prog- 
ress. When  we  began  research  efforts,  perceptions 
of  the  department’s  organizational  structure  were 
consistent  with  the  department’s  formal  organiza- 
tional chart  (Figure  1). 

At  first,  according  to  the  formal  organizational 
chart,  we  expected  all  faculty  to  participate  equally 
in  conducting  research  and  supervising  residents  in 
research.  However,  we  discovered  that  this  model 
was  inconsistent  with  actual  behaviors  in  the  de- 
partment. Specifically,  we  found  that  only  a handful 
of  faculty  members  had  the  necessary  experience 
and  motivation  to  initiate  a research  study.  These 
same  faculty  also  tended  to  serve  as  the  primary 
motivators  of  residents  and  students,  and  they  ser\'ed 
as  role  models  for  other  department  members.  Thus, 
in  reality,  we  found  that  an  alternative,  informal 
organizational  structure  more  accurately  explained 
research  efforts  at  KUFP.  That  structure,  the  “re- 
search organization’’  of  the  department,  is  presented 
in  Figure  2. 
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Figure  2.  KU  Department  of  Family  Practice  — Informal  (Research)  Organizational  Structure. 


Three  key  faculty  members  serve  as  leaders  in 
research  in  the  department.  These  persons,  through 
their  enthusiasm,  initiative  and  knowledge  in  re- 
search, motivate  others  by  means  of  their  ongoing 
projects  and  their  enthusiasm  for  research.  Note  that 
these  individuals  all  hold  positions  on  the  research 
committee.  Residents  who  conduct  research  in  the 
department  tend  to  be  affiliated  with  these  key  re- 
searchers. 

The  importance  of  understanding  the  informal 
structure  presented  in  Figure  2 was  critical.  It  pro- 
vided us  with  a model  for  understanding  the  re- 
sources and  weaknesses  in  the  department,  so  that 
assets  could  be  used  to  balance  liabilities.  For  ex- 
ample, several  members  of  the  faculty  had  no  spe- 
cific interest  or  experience  in  conducting  clinical 
research.  It  was  unrealistic  to  expect  these  individ- 
uals to  conduct  or  motivate  research  independently. 
Thus,  faculty  members  with  research  expertise  and 
enthusiasm  serve  to  motivate  less  experienced  fac- 
ulty in  conducting  research.  In  the  next  section,  the 
issue  of  motivating  faculty  and  residents  to  do  re- 
search is  discussed  in  further  detail. 

Motivatioiial  Strategies 

Shank  suggests  some  innovative  methods  for  mo- 
tivating research  in  community  hospital  residency 
programs.^®  The  purpose  of  this  section  is  to  de- 
scribe the  motivational  strategies  which  are  believed 
to  have  contributed  to  KUFP’s  research  growth.  As 
previously  discussed,  the  informal  organizational 


structure  of  the  department  provided  insights  into 
motivational  issues.  Specifically,  it  taught  us  the 
importance  of  using  certain  strategies  for  motivating 
“previously  unmotivated  researchers.”  These  strat- 
egies are  discussed  in  the  present  section  for  mo- 
tivating students,  residents  and  faculty. 

Motivating  Students.  Students  have  recently  be- 
come an  integral  part  of  KUFP’s  research  efforts. 
During  their  month  on  the  family  practice  service, 
students  are  encouraged  to  prepare  and  present  a 
literature  review  on  a topic  relevant  to  family  prac- 
tice. The  results  of  some  of  these  efforts  have  been 
of  publishable  quality,  and  presentations  have  often 
met  communications  requirements  for  graduation 
from  medical  school.  In  addition,  through  matching 
funds  provided  by  the  university,  five  second-year 
medical  students  have  joined  the  department  during 
the  summer  months  for  the  sole  purpose  of  gaining 
experience  in  clinical  research.  These  students  con- 
tinue to  work  on  projects  in  the  department.  The 
first  student  who  completed  this  traineeship  has  since 
entered  a family  practice  residency  program  and 
published  the  results  of  his  study. 

Motivating  Residents.  Exposure  to  research  dur- 
ing a residency  can  provide  advantages  to  both  the 
resident  and  the  residency  training  program.^  There 
are  no  research  requirements,  per  se,  for  residents 
in  the  KUFP  program.  However,  resident  research 
is  strongly  encouraged  through  participation  in  chart 
reviews  and  journal  clubs.  Residents  are  also  invited 
to  collaborate  on  faculty  projects  in  order  to  observe 
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the  process  of  research  and  participate  in  all  phases 
of  the  project.  (Faculty  members  have  all  made  a 
commitment  to  research  and  have  agreed  to  partic- 
ipate in  research  activities.)  Specifically,  in  attempts 
to  motivate  resident  research,  it  has  been  found  that 
“research  leaders”  in  the  department  can  engage 
in  the  following  “shoulds.” 

1 . Research  leaders  should  first  determine  which 
residents  have  interests  and/or  aptitudes  in  research. 

2.  Research  leaders  should  serve  as  advocates  for 
residents  who  are  interested  in  research. 

3.  Research  leaders  should  model  effective  re- 
search roles.  That  is,  they  should  show  that  they 
do,  and  enjoy  doing,  research. 

4.  Research  leaders  should  share  their  research 
ideas  in  order  to  initiate  resident  research  projects. 

5 . Research  leaders  should  avoid  the  use  of  terms 
such  as  “research”  and  instead  use  non-anxiety- 
producing  terms  (e.g.,  “project”)  when  recom- 
mending that  residents  become  involved  in  research. 

6.  Research  leaders  should  point  out  the  value  of 
research  for  the  practice  of  clinical  family  medicine. 

7.  Research  leaders  should  express  moderately 
high  expectations  to  residents  for  their  performance 
in  research.  Residents  may  see  positive  faculty  at- 
titudes as  catalysts  for  their  own  enthusiasm. 

8.  Research  leaders  should  “catch”  residents  early 
in  the  residency  (i.e. , during  their  first  year)  in  order 
to  get  residents  off  to  an  early  start  in  research. 

9.  Research  leaders  should  offer  research  elec- 
tives to  residents  who  show  promise  in  research. 

10.  Research  leaders  should  allow  residents  to 
choose  topics  of  interest  to  themselves  where  pos- 
sible, while  assisting  the  resident  in  narrowing  the 
topic  to  a “do-able”  level. 

11.  Research  leaders  should  develop  time  lines 
with  resident  researchers  for  completing  stages  of 
research  projects,  keeping  the  resident’s  other  time 
constraints  in  mind. 

12.  Research  leaders  should  help  resident  re- 
searchers find  outlets  for  presenting  their  projects 
in  order  to  maximize  residents’  feelings  of  the  im- 
portance of  their  efforts. 

13.  Research  leaders  should  be  willing  to  do  a 
portion  of  the  work  for  residents  when  they  get 
“bogged  down,”  otherwise  residents  might  get  dis- 
couraged and  not  continue  their  research  efforts. 

14.  Research  leaders  should  refer  residents  to  oth- 
ers who  can  help  in  research  efforts  (e.g. , librarians, 
biostatistitians,  etc.). 

15.  Research  leaders  should  teach  research  skills 
to  residents  on  an  “as-needed”  basis. 

16.  Most  importantly,  research  leaders  should  be 
enthusiastic  about  residents’  research  efforts  and 


should  provide  continued  encouragement  through- 
out the  research  process. 

Motivating  Faculty.  In  order  to  motivate  previ- 
ously non-motivated  faculty,  the  same  strategies  are 
useful  as  those  for  residents.  In  addition,  the  fol- 
lowing are  recommended. 

1.  Faculty  should  be  encouraged  to  attend  re- 
search workshops. 

2.  Faculty  should  be  encouraged  to  take  courses 
in  statistics,  research  methodology,  etc. 

3 . Faculty  should  be  encouraged  to  motivate  each 
other  to  do  research  and  to  develop  research  “team 
spirit.” 

4.  Faculty  should  establish  “protected  depart- 
ment time”  for  conducting  research. 

5.  Faculty  should  be  encouraged  to  read  profes- 
sional journals  and  have  articles  published  in  them. 

6.  Faculty  should  also  be  encouraged  to  share 
their  projects  through  other  means  (e.g.,  local  and 
national  professional  meetings). 

In  conclusion,  we  believe  that  the  human  re- 
sources and  processes  described  in  this  paper  have 
contributed  to  KUFP’s  research  growth.  We  rec- 
ommend that  others  consider  adopting  similar  strat- 
egies for  increasing  research  productivity  in  aca- 
demic medical  settings. 
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idents, $5,000  to  $60,000.  Available  for  any  need,  including 
taxes,  debts,  investments,  relocation,  etc.  No  points  or  fees. 
Best  rates,  level  payments  up  to  six  years.  For  information  and 
application,  call  toll-free  MediVersal  1-800-331-4952,  Dept. 
114. 


COLORADO.  FOR  SALE:  25%  ownership  in  new  2-bedroom 
townhouse  at  Dillon.  One  mile  to  Keystone,  10  minutes  to 
Breckenridge.  Fully  furnished,  indoor  pool,  Jacuzzi,  tennis, 
etc.  Want  compatible  family.  Buy-in  price  $4,000  and  assume 
$10,500  mortgage  at  10.5%,  flexible.  Ralph  N.  Bloch,  M.D., 
2033  Windsor  Lane,  Liberal,  KS  67901;  phone  (316)  626-8103 
or  (316)  626-5800. 


FAMILY  PHYSICIAN/OB-GYN  for  early  and  late  Abortion 
Surgical  Clinic  — 4-6  weeks/year,  plus  every  second  or  third 
Saturday.  Send  curriculum  vitae  to  George  R.  Tiller,  M.D., 
5101  E.  Kellogg,  Wichita,  KS  67218. 


THE  DOCTOR’S  BUILDING  and  Norton  County  Hospital, 
located  in  Norton,  Kansas,  are  cooperatively  seeking  the  ser- 
vices of  a Family  Practice  physician  and  a General  Surgeon. 
If  you  are  interested  in  a rural  practice  this  is  an  excellent 
opportunity  to  join  an  established  group  of  3 Family  Practice 
physicians.  We  are  prepared  to  discuss  levels  of  income,  pay- 
ment of  malpractice  premiums,  relocation  expenses,  etc.  If 
interested  contact  Roger  L.  Hartman,  M.D.,  Chief  of  Medical 
Staff,  at  913-877-3305;  or  Richard  Miller,  Administrator,  Nor- 
ton County  Hospital,  at  913-877-3351. 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 


Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 

913-491-8640  OR 
405-232-5957 
COLLECT 
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Before  prescribirtg,  see  complete  prescribing 
information  in  SKSF  LAB  CO.  iiterature  or  PDR. 
The  foliowing  is  a brief  summary. 
Contraindications;  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions;  Whiie  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animais,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride/ injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  lldo- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur'^,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylllpe  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
fpyl 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nurslrjg  mot/iers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  riot  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions;  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation/, predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  I per 
100,000  patients/.  Including  agranulocytosis  (ap- 
proximately 3 per  million  patients/,  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/of  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients/  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied;  Tablets;  200  mg.  tablets  in  bottles 
of  WO:  300  mg.  tablets  in  bottles  of  WO  and  Single 
Unit  Packages  of  WO  (intended  for  institutional  use 
only/:  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  WO  (intended  for  institutional  use 
only/,  and  800  mg.  THtab^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  WO  (intended  for  insti- 
tutional use  only/. 

Liquid;  300  mg./5  ml.,  in  8 fl.  oz.  (237  ml./  amber 
glass  bottles  and  in  single-dose  units  (300  mg. 15  ml./, 
iri  packages  of  W (intended  for  institutional  use 
only/. 

Injection; 

Vials;  300  mg. 72  ml.  in  single-dose  vials,  in  packages 
of  W and  30,  add  in  8 mi.  multiple-dose  vials,  in 
packages  df  10  and  25. 

Prefilled  Syringes;  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers;  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units:  No  preservative  has  been 
added 

ADD-Vantage^T  Viais:  300  mg./2  mi.  in  single-dose 
ADD-  Vantage'^'  Vials,  in  packages  o f 25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommerided  the  product  be 
stored  at  controlled  room  temperature:'  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride]  In- 
jection premi-xed  in  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Trayendl  Labora- 
tories, Inc.,  Deerfield,  IL  6001 5. 

* ADD-Vantage^is  a trademark  of  Abbott  Laboratories... 
BRS-TG:L73B  Date  of  issuance  Apr.  1 987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


You  II  both  feel  good  about  it. 


We  need 
someone 
with  the 
confidence 
ofasur^n, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATION 

NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley 
New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY 


STATE  ZIP 

Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


Kansas  Rehabilitation 
Services 

Kansas  Rehabilitation  Services  (KRS),  an 
agency  of  the  Department  of  Social  and  Rehabili- 
tation Services,  assists  Kansans  with  disabilities.  By 
making  referrals  to  KRS,  physicians  can  help  their 
patients  with  physical,  mental  or  emotional  disa- 
bilities work  toward  goals  of  employment  and  in- 
dependence. 

Any  Kansan  with  a disability  is  eligible  for  vo- 
cational rehabilitation  services  if: 

• He  or  she  has  a substantial  handicap  to  employ- 
ment caused  by  a physical  or  mental  disability, 
or  both;  and 

• There  is  a reasonable  expectation  that  KRS  can 
benefit  the  individual  in  terms  of  “employabil- 
ity.” 

To  determine  eligibility,  a professional  rehabili- 
tation counselor  will  meet  with  the  patient  to  learn 
about  the  disability  and  how  it  limits  the  person’s 
ability  to  work.  Medical  examinations  and  physician 
reports  provide  important  information  to  help  the 
counselor  learn  more  about  the  disability  and  its 
effects  on  employment  options.  If  the  patient  has 
not  had  a recent  medical  examination,  KRS  will  ask 
the  person  to  have  one.  KRS  will  pay  for  all  prior- 
authorized  medical  exams  or  vocational  evaluations 
used  to  determine  if  a patient  is  eligible  for  voca- 
tional rehabilitation  services.  There  is  no  expense 
to  the  patient  to  apply  for  these  services  and  have 
eligibility  determined. 

Assistance  may  include: 

• Medical,  surgical,  psychiatric  or  hospital  ser- 
vices; 

• Speech  and  physical  therapy; 

• Prosthetic  devices; 

• Vocational  training  and  guidance,  and  assistance 
with  other  problems. 

In  addition,  new  transitional  planning  services  are 
available  for  special  education  students  with  severe 
disabilities  to  assist  them  in  planning  adult  work 
and  living  options. 

Provision  of  most  of  these  services  is  based  on 
financial  eligibility  guidelines;  individuals  are  ex- 
pected to  help  pay  for  their  rehabilitation  programs 
according  to  these  guidelines.  To  make  a referral, 
contact  the  KRS  office  nearest  you.  The  offices  are 
listed  under  Social  and  Rehabilitation  Services  in 
the  state  government  section  of  the  telephone  di- 
rectory. 

The  KMS/SRS  Liaison  Committee  is  working  on 
improvements  in  the  reimbursement  levels  for  vo- 
cational rehabilitation  cases.  X-rays  and  laboratory 
procedures  were  last  upgraded  in  1985. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyfic  acid  methyl  ester.  The  aikaioid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  aipha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  /\|go  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ ■3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 
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3.  WeeklyUrologicalClinicalletter,  27:2,  July4, 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 
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uaiity  of  Care  Defined 


Providing  quality  care  is  a physician’s  foremost  eth- 
ical obligation  and  is  the  basis  of  public  trust  in 
physicians.  Quality  is  difficult  to  measure,  and  even 
where  measurements  exist,  they  are  often  chal- 
lenged as  to  their  precision  and  application.  The 
AMA  Council  on  Medical  Service  defines  care  of 
high  quality  as  care  which  consistently  contributes 
to  improvement  or  maintenance  of  the  quality  and/ 
or  duration  of  life.  This  definition  essentially  char- 
acterizes such  care  as  that  which  is  consistently  re- 
lated to  favorable  patient  outcome.  It  recognizes  that 
when  other  variables  which  could  affect  outcome 
are  adequately  measured  and  accounted  for,  patient 
outcome  reflects  the  degree  of  effectiveness  with 
which  health  professionals  combine  their  own  skill 
and  compassion  with  the  use  of  technology  for  the 
patient’s  benefit.  Favorable  outcome  is  not  the  only 
criterion  by  which  quality  of  care  may  be  judged; 
quality  care: 

(a)  produces  the  optimal  improvement  in  the  pa- 
tient’s physiologic  status,  physical  function, 
emotional  and  intellectual  performance  and 
comfort  at  the  earliest  time  possible  consistent 


with  the  best  interests  of  the  patient; 

(b)  emphasizes  the  promotion  of  health,  the  pre- 
vention of  disease  or  disability,  and  the  early 
detection  and  treatment  of  such  conditions; 

(c)  is  provided  in  a timely  manner,  without  either 
undue  delay  in  initiation  of  care,  inappropriate 
curtailment  or  discontinuity,  or  unnecessary 
prolongation  of  such  care; 

(d)  seeks  to  achieve  the  informed  cooperation  and 
participation  of  the  patient  in  the  care  process 
and  in  decisions  concerning  that  process; 

(e)  is  based  on  accepted  principles  of  medical  sci- 
ence and  the  proficient  use  of  appropriate  tech- 
nological and  professional  resources; 

(f)  is  provided  with  sensitivity  to  the  stress  and 
anxiety  that  illness  can  generate,  and  with  con- 
cern for  the  patient’s  overall  welfare; 

(g)  makes  efficient  use  of  the  technology  and  other 
health  system  resources  needed  to  achieve  the 
desired  treatment  goal; 

(h)  is  sufficiently  documented  in  the  patient’s  med- 
ical record  to  enable  continuity  of  care  and  peer 
evaluation. 


PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  _l2S 6\ 1^ 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatnnent 
of  allergies  and  asthma 

M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 
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Hospital  Medical  Staff  Section 
Eleventh  Assembly 

JUNE  23-27, 1988 
CHICAGO  MARRIOTT  HOTEL 
CHICAGO,  ILLINOIS 


Represent  your  medical  staff 
Become  an  HMSS  Representative 


Meeting  includes  educational 
forum  covering  quality  assurance, 
tort  reform,  and  Joint  Commission 
survey  results  on  governance  and 
medical  staff  relationships. 

For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4754  or  645-4761 


TEUYOUR 
MTIENTS  THEIR 
CHOLESTEROL  NUMBER... 
BER>RE  THETASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 


Name 

Specialty 

Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

HATIOHAL  CHOLESTEROL  EDUCATION  PROGRAM 

NATiONAL  HEART,  LUNG,  AND  BUX>D  INSTITUTE 

National  Institutes  of  Health  • Public  Health  Service  • U.S.  Department  of  Health  and  Human  Services 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY/ 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
et at: P^chopharmacology  61 :2\7-225,  Mar  22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations, Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  itacl  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitript>'line  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) . and  TUblcts,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  cinxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5:  dose  ^ |||| 

^First-week  reduction  in  somatic  symptoms^  1 1 p 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Syn  n n izi 
During  First  Week  of  Limbitrol  Therapy*  ^ ^ [n 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  s3miptom. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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The  World’s 
AAost  Popular  K 

Slow-lC 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  alnnost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company 
Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  g^tric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


•S'  1988,  CIBA. 


CIBA 


128-3568-A 


The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy’ 

□ It^S  safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ If  S acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  m£q— in  low-dosage  supplementation^^ 

□ If  S economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SloW'K^ 

potassium  chloride 
slow-release  tablets  s mEq  (eoo  m3) 

For  patients  who  can  t or  won't  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 

^Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company,  2.  Skoutakis 
VA,  Acchlardo  SR.  Wojciechowski  NJ,  et  al;  Liquid  and  solid  potassium 
chloride:  Bioavailabilityand  safety.  Pharmacof/ierapy  1980;4(6);392-397. 
3,  Skoutakis  VA.  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intel!  Clin  Pharm 
1987:21:436-440. 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.q,,  spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Satients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
lARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation.  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall . While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleerfinq  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  In  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  tor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed, 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L,  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Siow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE),  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  ot  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretoiy  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  'Ijwaves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  0-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following;  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  mi/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity, 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— &00  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  too NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit 

12  Bottles  — too  tablets  each NDC  0083-0165-65 

Accu-Pak’^  Unit  Dose  (Blister  pack) 

Box  of  too  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  light,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev.  8/87) 

CIBA  128-3568- A 


Cover  Story 

Any  devotee  of  old  westerns  knows  well  the  small- 
town bank  president  stereotype:  the  wealthiest  man 
in  town  — obviously;  at  least  firm,  but  usually  hard- 
hearted; and  possessed  of  a snobbish  wife  and  spoiled 
blonde  daughter  (usually  getting  her  comeuppance 
at  the  hands  of  a dastardly  slicker,  city  or  other- 
wise). 

The  facts  were  far  removed  from  the  fantasy  of 
frontier  towns  depicted  in  movies,  and  a story  lies 
behind  the  Farmers’  and  Drovers’  Bank  in  Council 
Grove.  Like  most  such  enterprises,  it  started  in  less- 
imposing  surroundings.  The  blessings  of  a capital- 
ization at  $50,000  and  a 99-year  charter  launched 
it  on  March  1 1 , 1882,  but  it  soon  prospered  enough 
to  warrant  more  lavish  quarters.  Ground  was  broken 
at  its  present  site  in  1887  and,  as  was  customary  in 
such  proud  communities,  preference  was  given  to 
local  workers  in  its  construction.  The  building  was 
occupied  in  March  1893  (at  an  estimated  cost  of 
$20,000),  with  all  space  rented. 

Its  history  thereafter  followed  the  usual  course  of 
such  enterprises,  with  at  least  two  notable  excep- 
tions. In  1924,  the  notorious  Flagell  brothers’  gang 
chose  to  rob  it,  but  the  president,  who  was  outside 
at  the  time,  saw  what  was  going  on.  He  went  to  the 
neighboring  hardware  store  and  acquired  citizens, 
shotguns  and  ammunition  with  which  to  confront 
the  now-emerging  thieves,  who  took  off  in  a get- 
away car.  Despite  the  efforts  of  the  good  guys  and 
the  seeming  accuracy  of  their  fire  (and  apparent 
wounding  of  one  member  of  the  gang) , the  villains 
departed,  not  to  be  captured  for  another  two  years. 
When  it  was  all  over,  the  impromptu  posse  discov- 
ered that,  in  their  haste,  they  had  picked  bird  shot 
for  their  ammunition. 

The  unpleasant  reputation  of  old-time  bankers  was 
dealt  a serious  blow  in  the  1930s  when,  as  is  well 
known,  many  banks  were  ordered  closed.  The  fail- 
ure of  the  Farmers’  and  Drovers’  was  avoided,  how- 
ever, when  the  president  stood  outside  and  paid  off 
depositors  out  of  his  own  pocket,  thereby  betraying 
decades  of  legendary  skinflint  bank  presidents.  He 
probably  didn’t  have  a snobbish  wife  and  pampered 
blonde  daughter,  either. 

{We  are  indebted  to  Larry  Jochims  of  the  Kansas 
State  Historical  Society  for  providing  the  article  of 
Charles  L.  Hall  in  The  Kansas  Electric  Farmer, 
which  gave  us  this  information,  and  to  the  Historic 
Preservation  Department  of  the  historical  society 
for  the  photograph.) 


Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 


George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


CLASSIFIED  ADVERTISEMENTS 


Classified  advertisements  are  $5llinefor  KMS  members;  $7.50/ 
line  for  non-members;  5 -line  minimum.  Payment  must  accom- 
pany copy.  Deadline  is  20th  of  the  month  preceding  month  of 
publication.  Box  numbers  are  available  at  no  charge.  All  ad- 
vertisements are  accepted  subject  to  approval  by  the  Editorial 
Board. 


FAMILY  PHYSICIAN/OB-GYN  for  early  and  late  Abortion 
Surgical  Clinic  — 4-6  weeks/year,  plus  every  second  or  third 
Saturday.  Send  curriculum  vitae  to  George  R.  Tiller,  M.D., 
5101  E.  Kellogg,  Wichita,  KS  67218. 


UNSECURED  SIGNATURE  LOANS  for  Physicians  and  Res- 
idents, $5,000  to  $60,000.  Available  for  any  need,  including 
taxes,  debts,  investments,  relocation,  etc.  No  points  or  fees. 
Best  rates,  level  payments  up  to  six  years.  For  information  and 
application,  call  toll-free  MediVersal  1-800-331-4952,  Dept. 
114. 


ENT,  GENERAL  INTERNIST,  OB/GYN  & FAMILY  PRAC- 
TICE needed  for  two-hospital,  historic  river  town  of  20,000. 
Drawing  area  of  approximately  60,000  with  new  19,000  acre 
recreational  lake.  Unlimited  potential.  Contact  Carol  Murphy, 
Physician  Recruitment,  623  Broadway.  Hannibal,  MO  63401 
or  call  314-221-3107. 
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H/WE  AN 

MDWcaac 

FOR  YOU! 

• Have  an  MD  invest  in  options 
for  you. 

• 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts. 


Dr.  Warren  E.  Hinton,  MD. 


CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil 

1-800-821-6132 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Robert  E.  McCurdy,  Thomas  E.  Meierant 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913]  381-4222 
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EDITORIAL  COMMENT 


Beyond  Debbie 


It  has  taken  on  a life  of  its  own  and  has  become 
known  simply  as  the  “Debbie”  case.  It  presumably 
addresses  the  eternal  question  of  the  physician’s  role 
in  the  physical  and  moral  function  of  dying.  The 
avowed  editorial  intent  in  publishing  it  was  to  pro- 
voke discussion  of  the  matter  of  euthanasia,  an  in- 
tent notably  achieved.  It  has  become  a fascinating 
study,  both  magnified  and  diminished,  depending 
upon  which  end  of  the  moral  telescope  one  looks 
through. 

The  participants  of  every  shade  of  feeling  have 
this  in  common:  they  set  off  on  their  own  paths  to 
justify  their  predetermined  attitudes.  Some  cry  with 
fervor  that  physicians  must  not  kill,  a well  known 
fact  but  one  which  suggests  they  visualize  the  phy- 
sician walking  through  the  hospital  shooting  every- 
one who  will  hold  still.  They  tend  to  relegate  eu- 
thanasia to  the  level  of  mindless  sin,  and  one  gets 
the  impression  that  this  is  easier  than  confronting 
the  mores  and  contributing  elements  of  current  life. 
On  the  other  side,  the  proponents  of  euthanasia  see 
the  whole  process  in  its  mirror  image.  At  base,  both 
reflect  the  human  need  for  fixed,  immutable  prin- 
ciples and  philosophies,  any  threat  to  which  is  at 
least  more  difficult  to  handle  than  dogma. 

Since  the  issues  are  so  basic  to  life,  it  seems 
unlikely  a resolution  will  ever  be  totally  successful. 
Going  back  to  the  original  stimulus  to  this  present 
controversy,  we  were  impressed  with  the  fact  that, 
first  of  all,  its  brevity  and  character  raise  some  com- 
pelling concerns  about  it.  At  one  extreme,  one  must 
consider  whether  it  was  a total  fiction  in  the  first 
place.  Gaps  in  the  clinical,  technical  and  human 
content  render  it  at  least  suspect  in  this  context. 
Necessary  as  discussions  of  euthanasia  have  become 
in  these  times,  this  springboard  lands  us  in  muddy 
waters,  detracting  from  the  importance  of  the  real 
concern.  Nevertheless,  it  has  called  the  question 
and,  as  discussion  has  mounted,  it  has  moved  into 
the  public  arena. 

Communication  today,  in  speed,  volume  and  con- 


tent, creates  a pressure  on  ethical  concepts,  aggra- 
vating the  complexity  of  such  issues,  the  antithesis 
of  that  simplicity  necessary  for  the  unequivocal  state 
we  long  for.  There  has  been  no  time  (as  yet)  when 
mankind  was  not  willing  to  kill  its  own  members 
on  various  pretexts.  Through  the  ages,  physicians 
have  gained  their  collective  tradition  for  virtue  less 
through  their  demonstrable  successes  than  through 
their  advocacy  of  utilizing  every  available  means  to 
support  life  (with,  it  must  be  noted,  occasional  no- 
table exceptions).  It  has  become  painfully  clear  to 
profession  and  public  that  the  present  day  has  brought 
the  means  of  pursuing  that  goal  but  created  an  ex- 
tended existence  which  in  itself  constitutes  a state 
of  social  pathology.  The  failure  of  a patient  to  sur- 
vive is  no  longer  accepted  as  the  will  of  a higher 
power,  and  the  physician  is  placed  in  an  untenable 
position  if  this  is  the  limit  of  the  interpretation. 

The  consideration  of  euthanasia  has  gained  a new 
prominence  as  medical  zeal  and  public  demand  for 
this  sustaining  of  life  have  resulted  in  a demeaning 
of  the  quality  of  life.  The  law  speaks  of  matters  “in 
the  public  interest”  as  a reason  for  society  to  control 
the  personal  domain.  But  this  collides  with  today’s 
demands  for  individual  rights.  There  seems  no  more 
compelling  focus  for  this  contention  than  in  the 
“right”  to  retain  life  — or  accepting  its  logical 
extension,  death.  If  nothing  else,  however,  this 
should  remind  us  that  through  such  pressures  the 
ethics  of  a given  time  are  subject  to  change  in  an- 
other time.  The  process  is  disguised  by  our  efforts 
to  fit  new  thoughts  into  old  standards  of  virtue.  The 
heresies  of  one  time  are  the  truths  of  another.  The 
simplicity  implied  in  the  principles  handed  down  to 
us  reflects  not  a true  simplicity  at  their  inception 
but  the  retrospect  by  which  we  view  them. 

If  the  world  — or  just  the  medical  profession  — 
considers  euthanasia  truly  unspeakable,  why  are  we 
still  arguing  about  it? 

No,  Debbie  — it’s  not  over  by  a long  shot.  — 
D.E.G. 
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Private  Review 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

Health  care  is  no  longer  a personal  matter  be- 
tween patients  and  their  physicians.  With  the  advent 
of  private  review,  business  considerations  govern 
health  care  choices.  The  government  and  private 
industry  now  monitor  health  care  services  to  assure 
that  the  services  are  appropriate  and  cost-effective. 

Physicians  are  thus  caught  in  a seemingly  insoluble  predica- 
ment. The  continuing  trend  of  medical  liability  decisions  [does] 
nothing  but  intensify  the  impression  that  physicians  will  be 
called  upon  to  utilize  every  diagnostic  tool  available  to  avoid 
or  at  least  mitigate  liability  for  failure  to  diagnose.  At  the  same 
time,  the  Prospective  Payment  System  represents  a powerful 
incentive  to  curtail  the  over-utilization  of  the  very  same  di- 
agnostic procedures.  [Entin,  DRGs,  HMOs  and  PPOs:  Intro- 
ducing Economic  Issues  in  the  Medical  Malpractice  Case,  20 
The  Forum  674,  680  (1985).] 

One  area  where  this  inherent  conflict  is  prominent 
is  hospital  preadmission.  Unfortunately,  this  area 
of  law  and  medical  practice  is  so  new  that  little 
guidance  is  available.  The  physician  obviously  has 
an  ethical  and  professional  obligation  to  assure  that 
his  services  benefit  the  patient  and  are  within  the 
appropriate  standard  of  care.  Therefore,  it  is  incum- 
bent upon  the  physician  to  do  all  that  he  can  to  see 
that  the  services  he  considers  necessary  are  pro- 
vided. 

In  so  doing,  the  physician  should  discuss  the  op- 
tions with  the  patient.  If  the  admission  is  not  ap- 
proved, the  physician  should  attempt  to  demonstrate 
to  the  reviewing  party  the  medical  necessity  for  the 
admission  and  the  potential  adverse  consequences 
of  the  denial.  The  physician  should  hold  a frank 
discussion  with  the  patient.  The  patient  may  be  able 
to  assume  personal  financial  responsibility  for  the 


*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


hospital  stay,  or  may  decline  treatment.  In  the  event 
treatment  is  voluntarily  declined  by  the  patient  be- 
cause of  the  reviewer’s  denial  of  hospital  admission 
in  spite  of  medical  necessity,  that  fact  should  be 
documented  in  the  patient’s  medical  record,  and  a 
form  similar  to  an  “Against  Medical  Advice  Dis- 
charge’’ form  should  be  signed. 

A California  case  emphasizes  the  physician’s  ob- 
ligation in  such  situations.  In  Wickline  v.  State  of 
California,  228  Cal.  Rptr.  661  (1986),  a patient 
sued  MediCal  following  amputation  of  her  leg.  The 
amputation  was  necessitated  by  the  plaintiff’s  early 
discharge  from  the  hospital.  The  discharge  was  oc- 
casioned because  her  MediCal  eligibility  was  ter- 
minated. The  court  refused  to  hold  MediCal  liable 
and  stated  that  a ‘ ‘physician  who  complies  without 
protest  with  limitations,  on  treatment  imposed  by  a 
third-party  payor  when  the  physician’s  medical 
judgment  dictates  otherwise  cannot  avoid  his  ulti- 
mate responsibility  for  his  patient’s  care.  ’’  Wickline 
infers  that  the  treatment  should  be  provided  and  that 
a cause  of  action  could  arise  between  the  patient 
and  the  payor  if  the  payor  overrides  the  physician’s 
judgment. 

Ultimately,  it  is  the  physician  who  decides  whether 
a hospital  admission  is  necessary.  In  such  instances, 
the  physician  may  become  an  advocate  for  his  pa- 
tient. But,  if  that  advocacy  fails,  the  physician  must 
inform  his  patient  and  discuss  the  alternatives  and 
options  available.  Physicians  must  be  aware  that 
their  obligation  to  render  treatment  within  the  ac- 
cepted standard  of  care  continues. 
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En^kwee  Benefits  Divisioa 


United  Missouri  Bank  announced  Employee  Benefits  Ser- 
vices in  ’51.  It  didn’t  make  national  headlines.  It  did  make  a 
difference. 

Since  then,  United  Missouri  has  designed  and  administered 
employee  benefits  plans  for  hundreds  of  medical  groups. 

Its  team  of  experts  has  offered  the  best  available  and  most 
comprehensive  retirement  plan  services  with  plans  that  have 
included  options  like  Individually  Directed  Accounts,  401(K) 
provisions  and  more. 

In  addition.  United  Missouri  has  provided  unparalleled  ser- 
vice. Customers  have  taken  advantage  of  trustee  services,  invest- 
ment management,  administration,  and  plan  and  participant 
recordkeeping. 

Tbday,  United  Missouri’s  experts  continue  to  make  a difference. 
They’re  helping  medical  groups  nationwide  develop  employee 
benefit  plans.  They  can  help  your  group.  Call  United  Missouri’s 
Nancy  Byers  at  1-800-821-7194  (in  Missouri,  1-800-892-2945).  And, 
pick  the  proven  performer. 

lb 

UNITED  MISSOURI  BANK 

Member  FDIC 


P.O.  Box  419226,  Kiinsas  City,  Missouri  (i4141-6226 


A PERSONAL  VIEW 


Fee  for  Service 


ERNIE  J.  CHANEY,  M.D.,*  Wichita 

Determination  of  the  monetary  value  of  medical 
care  is  a difficult  and  complex  task.  In  most  soci- 
eties, fees  for  a physician’s  services  historically  have 
been  determined  by  physicians  in  concert  with  their 
patients,  without  third-party  intrusion.  The  earliest 
physicians  were  paid  on  a fee-for-service  basis.  A 
physician’s  reimbursement  for  medical  care  was  not 
necessarily  in  money;  other  types  of  compensation 
included  goods-for-service  and  service-for-service. 
Determining  physicians’  fees  is  no  longer  an  agree- 
ment solely  between  physician  and  patient. 

The  growth  of  the  health  insurance  industry  has 
altered  the  historical  economic  view  of  medical  care. 
Insurance  companies  and  other  third-party  payers 
require  predictable  payment  rates  that,  when  com- 
bined with  actuarial  projections,  allow  them  to 
maintain  adequate  premium  revenues.  Governmen- 
tal regulations  associated  with  Medicare  and  Med- 
icaid further  restrict  the  concept  of  fee-for-service. 
Extensive  literature  exists  on  the  unique  develop- 
ment of  American  medical  practice  organization  and 
patterns  of  reimbursement  for  medical  care  ser- 
vices.'- ^ 

The  purpose  of  this  treatise  is  to  evaluate  fee-for- 
service  as  it  exists  today,  in  relation  to  the  other 
health  care  payment  systems.  The  concept  ob- 
viously is  well  rooted  in  the  free  enterprise  system, 
yet  the  trend  for  medical  care  to  move  away  from 
fee-for-service  is  readily  apparent  in  today’s  mar- 
ketplace. Five  principal  questions  surface  when  con- 
trasting fee-for-service  with  the  alternate  payment 
systems  that  have  proliferated  during  this  century. 
Each  question  will  be  explored  individually. 

Have  the  fee-for-service  system  and  the  alternate 
health  care  payment  system  stood  the  test  of  time? 
Alternate  payment  systems  are  not  new.  The  first 
HMO  and  Blue  Cross  were  established  in  1929. 


*Director,  Family  Practice  Residency  Program,  and  Associate 
Professor  of  Family  and  Community  Medicine,  UKSM-Wich- 
ita. 

Address  correspondence  and  requests  for  reprints  to  the  au- 
thor at  St.  Joseph  Family  Practice  Center,  1131  South  Clifton, 
Wichita,  KS  67218. 


Blue  Shield  was  established  in  1939.  The  rapid 
growth  of  alternate  payment  systems,  however,  oc- 
curred in  1973  with  enactment  of  the  Health  Main- 
tenance Organization  Act.  This  act  pumped  $374 
million  into  HMOs  in  a nine-year  period;  preempted 
restrictions  in  certain  states  that  made  it  difficult  to 
start  a prepaid  group  practice  plan;  established  a 
voluntary  federal  certification  process,  including  the 
criteria  that  the  HMO  provide  a broad  range  of  basic 
health  services,  be  financially  solvent,  and  monitor 
quality  of  care;  and  required  all  employers  of  25 
persons  or  more  to  offer  their  employees  a federally 
qualified  HMO,  assuming  one  was  available  in  the 
area,  along  with  any  other  health  insurance  pro- 
gram. 

The  HMO  Act  required  that  employers  contribute 
an  equal  amount  of  money  to  HMOs  and  traditional 
fee-for-service  insurance  plans.  This  requirement 
was  designed  to  foster  the  growth  of  prepaid  health 
plans.  In  1973,  there  were  approximately  50  HMOs 
with  a total  enrollment  of  4 million  people.  Today, 
there  are  approximately  500  HMOs  with  an  enroll- 
ment of  23  million  people.  Currently,  41%  of  hos- 
pitals and  28%  of  general  industry  employers  offer 
an  HMO  option  to  their  employees. 

The  Reagan  Administration  has  proposed  elimi- 
nating the  equal  contribution  requirement  to  en- 
hance competition  in  the  prepaid  health  care  market. 
Dr.  William  Roper,  HCFA  Administrator,  has  stated 
that  HMOs  no  longer  need  the  special  protection  of 
the  government  to  perform  well  in  the  health  care 
market.  The  Group  Health  Association  of  America, 
an  agency  representing  HMOs,  replies  that  “HMOs 
are  finally  being  accepted  into  the  mainstream,  but 
they  are  still  extremely  vulnerable.’’  This  agency 
argues  that  eliminating  the  equal  contribution  re- 
quirement will  undermine  the  ability  of  HMOs  to 
compete  with  traditional  plans. 

One  of  the  original  premises  on  which  HMOs 
were  founded  was  that  they  would  serve  to  contain 
the  cost  of  health  care  delivery.  Some  experts  have 
predicted  that  by  1990  health  care  expenditures  will 
decline  from  the  current  11%  to  9%  of  the  Gross 
National  Product.  They  also  predict  that  traditional 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-dally  convenience  as  Important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotcs  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 

INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  t»  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  \«ith  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 


PRECAUTIONS.  GENERAL;  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS;  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophyiline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY;  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 


ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascuiar:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematoiogic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-iike  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  onw 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
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ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optirnal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 


WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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fee-for-service  medicine  will  be  replaced  by  pay- 
ment systems  which  will  control  costs  and  utiliza- 
tion, and  that  HMOs  will  cover  25%  of  the  U.S. 
population  in  five  years.  The  reality  of  today’s  mar- 
ket, however,  shows  that  HMOs  are  under  great 
pressure  and  may  not  have  fulfilled  their  original 
promise. 

The  greatest  threat  to  HMOs,  perhaps,  comes 
from  “Preferred  Provider  Organizations”  (PPOs), 
a modified  fee-for-service  system.  The  Bureau  of 
Business  Insurance  estimates  that  PPOs  will  have 
25%  of  the  market  in  1995,  compared  to  only  20% 
for  HMOs. 3 

A national  survey  completed  by  Johnson  and  Hig- 
gins revealed  that  HMOs  have  not  been  effective  in 
containing  costs.  The  report  stated,  “Thirteen  years 
after  legislation  provided  HMOs  with  a mandate  to 
contain  costs,  there  is  a perceptible  uneasiness  among 
employers  about  how  effective  these  managed-care 
systems  are  in  achieving  this  goal.” 

The  survey  results  revealed  that  PPOs  are  effec- 
tive in  reducing  costs.  PPOs  reduced  the  total  ben- 
efit plan  hospital  costs  by  an  average  of  1 1 .4%  and 
total  plan  physician  costs  by  9.5%.  The  national 
costs  of  all  plans  rose,  the  cost  of  employee  health 
benefits  rising  an  average  of  7.7%  last  year  with  an 
average  cost  of  $1,857  per  employee.  Further,  PPO 
employers  covered  more  preventive  and  outpatient 
services.  The  fee-for-service  concept  has  certainly 
survived  and  served  society  well  over  a long  period 
of  time,  whereas  the  newer  payment  concepts  have 
yet  to  prove  they  are  effective  at  reducing  health 
care  costs  while  maintaining  quality. 

Does  the  fee-for-service  model  provide  a fair 
method  of  payment  for  the  physician  and  the 
patient? 

The  current  payment  system  is  structured  in  such  a 
way  that  it  is  weighted  very  heavily  on  the  side  of 
physicians’  procedural  skills,  as  opposed  to  their 
cognitive  skills.  Historically,  health  insurance  was 
created  to  protect  patients  from  the  high  cost  of 
surgical  procedures.  Over  time,  health  insurance 
benefits  have  expanded,  but  a physician’s  cognitive 
services  remain  underrated.  Certainly,  a physician 
must  be  compensated  for  cognitive  as  well  as  pro- 
cedural services. 

The  current  fee-for-service  model  may  not  always 
benefit  the  patient,  either.  One  of  the  greatest  prob- 
lems with  the  current  health  care  payment  system 
is  the  insistence  by  consumers,  labor  and  industry 
on  maintaining  total  and  comprehensive  first-dollar 
insurance  coverage.  Consumers  must  have  a per- 
sonal involvement  in  the  payment  of  health  care. 
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Consumers  will  demand  cost-effective,  high-quality 
health  care  when  they  pay  a portion  of  the  costs 
directly.  This  requirement  could  help  physicians  to 
encourage  healthy  lifestyles  for  their  patients  and 
perhaps  reduce  some  of  the  increasing  liability  prob- 
lems that  develop  in  delivering  health  care  services. 
A fee-for-service  system  in  which  the  patient  is  in- 
volved in  both  medical  and  financial  decisions  would 
encourage  a more  favorable  patient-physician  re- 
lationship and  establish  an  equitable  payment  sys- 
tem. 

In  contrast  to  a fee-for-service  system,  a suc- 
cessful HMO  has  three  goals.  First,  advertising 
budgets  must  be  increased  to  ensure  the  flow  of 
applicants  from  the  group  of  healthy  individuals 
who  seldom  seek  or  need  medical  care.  Second, 
barriers  must  be  constructed  to  discourage  individ- 
uals who  frequently  use  medical  services.  Third, 
providers  must  be  discouraged  from  serving  sub- 
scribers who  frequently  use  services  by  compen- 
sating them  at  a lower  rate  than  awarded  by  other 
insurance  carriers. Certainly,  this  model  of  pay- 
ment may  not  be  fair  to  either  the  patient  or  the 
physician. 

Does  the  fee-for-service  concept  encourage  qual- 
ity health  care  delivery? 

The  current  quality  of  health  care  in  the  U.S.  was 
developed  in  concert  with  the  fee-for-service  model. 
Americans  live  longer  and  healthier  lives  than  ever 
before.  In  1969,  the  life  expectancy  in  the  U.S.  was 
70.7  years.  By  1979,  life  expectancy  had  risen  to 
73.9  years.  By  1989,  it  is  expected  to  be  77  years. 

The  prime  objective  of  alternate  health  care  pay- 
ment systems  is  to  hold  costs  down.  One  must  con- 
sider whether  an  alternative  health  care  payment 
system  would  be  as  interested  in  providing  the  high- 
cost,  high-tech  treatment  modalities  that  have  been 
developed  under  a fee-for-service  environment.  The 
innovations  of  new  equipment  and  technology  would 
seem  not  to  be  compatible  with  the  alternate  pay- 
ment system  philosophy. 

Additionally,  the  medical  educational  system  in 
the  United  States  is  second  to  none.  This  high-qual- 
ity system  had  its  beginning  in,  and  has  been  fos- 
tered by,  the  fee-for-service  environment.  It  has 
been  supported  by  contributions  from  the  indemnity 
insurance  programs  and  government  in  a fee-for- 
service  economic  model.  A different  payment  sys- 
tem may  not  support  and  stimulate  high-quality 
medical  education  in  the  future. 

Does  the  fee-for-service  model  promote  a healthy 
relationship  between  physician  and  patient? 


MEDICAL  PROFESSIONAL  LIABILITY  INSURANCE 


Only  Doctors  Know 
What  Doctors  Are  Going  Through 

These  Days. 


Let’s  face  it.  Times  are  tough  for  both 
doctors  and  medical  liability  insurance 
companies.  Rates  are  up.  Again.  Doc- 
tors just  like  you  are  wondering  how 
to  handle  rate  increases  and  keep  their 
doors  open. 

The  tort  reform  has  been  repealed. 
More  changes  are  imminent.  Medical 
Defense  Insurance  Company  is  con- 
tinuing to  stay  in  the  marketplace  for 
Kansas  doctors. 

MDI  was  formed  by  doctors  to  serve 
only  doctors.  Since  1983,  it  has  been 


our  goal  to  offer  superior  career  pro- 
tection at  competitive  rates.  MDI  has 
a reputation  for  protecting  YOUR 
reputation  with  aggressive  defense  of 
unmerited  claims. 

At  MDI,  we  know  what  you’re  going 
through.  We  would  like  a chance  to 
put  that  knowledge  to  work  for  you. 

Call  us  toll  free  1-800-325-9154  if  we 
may  be  of  help  in  these  ever  changing 
times. 

Medical  Defense  Insurance  Company. 


IVledical  Defense 
^ Insurance  Company 

for  information  and  rates,  contact; 
Woodsmall  Risk  Services 
^ Five  Crown  Center 

p Kansas  City,  Missouri  64108 

<T  816-421-7788 


Some  health  payment  systems  place  physicians  in 
the  awkward  and  embarrassing  position  of  being 
responsible  for  not  only  the  health  of  their  patients 
but  also  the  management  of  the  health  care  dollar. 
This  position  is  unfamiliar  to  the  physician  and  does 
not  promote  a strong  physician-patient  relationship. 

It  is  essential  that  the  physician-patient  relation- 
ship be  healthy  and  interactive,  but  this  relationship 
suffers  when  the  physician  must  first  consider  the 
costs  of  health  care,  rather  than  the  quality.  A phy- 
sician is  more  than  a “provider.”  Beyond  the  typ- 
ical regimen  of  medical  services,  the  competent 
physician  is  a counselor,  confidant  and  friend  to  the 
patient.  Similarly,  a patient  is  more  than  a “con- 
sumer. ’ ’ The  patient  is  a partner  in  health  care  whose 
behavior  often  determines  the  amount  and  type  of 
medical  services  required.  The  idea  of  a patient 
“consuming”  a physician’s  time  or  services  is  faulty 
at  best  and  based  in  economics  rather  than  medicine. 

Can  we  afford  the  fee-for-service  concept? 

The  cost  of  the  fee-for-service  model  is  what  brought 
it  criticism  in  the  first  place.  This  criticism  increased 
as  the  federal  government  became  involved  finan- 
cially in  the  health  care  payment  system.  Govern- 
mental involvement  certainly  has  not  resolved  the 

Malpractice  Insurance 
Too  High? 

COME  TO  BEAVER,  OKLAHOMA 


1988  RATES  IN  OKLAHOMA 


1,000,000/1,000,000 

Class  1 

1,839.00 

Class  lA 

2,801.00 

Class  II 

3,061.00 

Class  III 

3,910.00 

Class  IV 

8,068.00 

Class  V 

9,137.00 

Class  VI 

9,731.00 

Class  VII 

10,207.00 

Class  VIII 

11,963.00 

BEAVER 

COUNTY  MEMORIAL  HOSPITAL 

BOX  640 

BEAVER,  OK  73932 
(405)  625-4551 


problems  associated  with  health  care  costs.  The  fee- 
for-service  concept,  if  allowed  to  operate  unre- 
stricted, may  not  be  affordable  for  the  majority  of 
people.  The  government’s  role  should  be  to  support 
those  individuals  who  do  not  have  access  to  health 
care;  support  medical  education  to  ensure  an  ade- 
quate supply  of  physicians;  and  promote  competi- 
tion as  a means  of  cost  containment. 

Other  factors,  such  as  unhealthy  lifestyles,  also 
influence  health  care  costs.  A four-year  controlled 
study  of  15,000  workers  showed  that  those  with  the 
worst  lifestyle  habits  had  the  largest  medical  ex- 
penses. For  example,  health  care  costs  for  obese 
people  were  1 1 % higher  than  for  those  who  were 
thin.  Workers  who  routinely  failed  to  use  seatbelts 
spent  54%  more  days  in  the  hospital  than  those  who 
usually  buckled  up.  Smokers  of  one  or  more  packs 
a day  had  118%  higher  medical  expenses  than  non- 
smokers.^  These  and  other  societal  attitudes  directly 
impinge  on  health  care  costs.  Physicians  must  pro- 
mote healthy  lifestyles.  As  attitudes  change,  the 
public  will  be  healthier,  and  overall  medical  costs 
will  be  reduced. 

The  question  that  perhaps  should  be  asked  is, 
“What  is  too  much  to  spend  on  health  care?”  The 
primary  concern  regarding  health  care  costs  is  not 
really  cost  containment,  but  cost-effective  service. 
Cost-effective  service  will  provide  high  quality 
medical  care  to  the  patient  at  a reasonable  price. 
Competition  within  the  free  enterprise  system  should 
promote  cost-effectiveness,  particularly  if  the  pa- 
tient has  incentives  to  participate  in  not  only  the 
medical  but  also  the  financial  decisions  of  health 
care  delivery.  The  fee-for-service  model  will  sur- 
vive as  long  as  people  reserve  the  right  to  choose 
their  physician  and  hospital  and  to  maintain  the 
cherished  physician-patient  relationship. 

In  summary,  the  fee-for-service  model  is  a time- 
tested  payment  system.  With  some  modifications, 
it  has  provided  and  will  provide  a fair  method  of 
payment  for  the  patient  and  the  physician.  This  pay- 
ment system  encourages  a healthy  physician-patient 
relationship.  If  medical  services  are  cost-effective, 
the  fee-for-service  concept  will  continue  to  play  a 
vital  role  in  the  future  of  health  care  delivery. 
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On  June  3,  1988,  the  Kansas  Supreme  Court  filed  its  decision  in 
Malpractice  Victims  Coal  it  ion  v.  Fletcher  Bel  1 . The  court  af- 
firmed but  modified  a district  court  decision  by  Judge  Franklin 
Theis  which  declared  caps  on  damage  awards  to  be  in  violation 
of  the  right  to  trial  by  jury.  This  is  based  on  the  common-law 
concept  that  the  right  to  a jury  trial  includes  the  right  to 
have  the  jury  determine  the  amount  of  damages  in  a tort  case. 
The  court  also  declared  periodic  payment  of  future  damages  to 
be  unconstitutional,  based  on  a violation  of  due  process.  The 
court  decided  that  even  though  the  plaintiff  would  not  incur 
such  damages  until  the  future,  the  right  to  justice  without 
delay  would  be  violated. 

Two  justices.  Holmes  and  McFarland,  dissented.  Justice  Mc- 
Farland wrote  the  dissenting  opinion,  which,  in  summary,  says 
that  because  the  Legislature  has  passed  laws  that  assure  Kan- 
sans recovery  in  medical  malpractice  cases,  promote  the 
availability  of  medical  care,  and  suppress  the  costs  of  medi- 
cal services  and  health  insurance,  the  Legislature  may,  in 
exchange,  place  limitations  on  damages  to  be  awarded. 


AMA  AND  HCFA  PLAN  Recently,  AMA  and  HCFA  staffs  met  to  plan  a joint  educational 

EDUCATIONAL  PROGRAM  effort  that  will  help  resolve  growing  carrier-physician  com- 
munication problems.  For  starters,  HCFA  has  revised  the 
program  of  arbitrarily  denying  all  payments  for  services 
deemed  "medically  unnecessary."  Under  the  modification. 
Medicare  must  first  ask  physicians  for  more  information  on 
each  unassigned  claim. 


LENGTH  OF  HOSPITAL  The  average  length  of  hospital  stays  decreased  22%  over  the 
STAYS  DECLINES  past  five  years,  according  to  figures  released  by  the  Depart- 

ment of  Health  and  Human  Services.  The  average  stay  declined 
from  7.35  days  in  1980  to  5.71  days  in  1985.  Preliminary 
data  indicate  that  decline  leveled  off  in  1986. 

The  average  length  of  stay  in  Kansas  hospitals  was  more 
constant  during  that  same  time  period:  average  length  of  stay 
in  the  state  in  1980  was  7.7  days  and  in  1985  was  7.4. 


JOINT  INITIATIVE  WILL  The  Joint  Commission  on  Accreditation  of  Healthcare  Organiza- 
FOSTER  ACCREDITATION  tions  and  the  Blue  Cross  and  Blue  Shield  Association  have 

OF  HMOs  agreed  on  a joint  initiative  to  foster  accreditation  of  all 

the  Blues'  HMOs  across  the  country  over  the  next  several 
years.  The  Blues  now  have  96  HMOs,  with  4.5  million  members. 
The  Joint  Commission  also  will  begin  offering  managed  care 
accreditation  to  all  prepaid  health  plans  this  year. 


THE  RIGHT  QUESTIONS 
ARE  KEY  TO  DIAGNOSING 
ALCOHOLISM 


HAZARDOUS  CHEMICALS 
IN  THE  WORKPLACE 


JAMA  EDITOR  IDENTIFIES 
MEDICINE'S  MOST 
PRESSING  PROBLEMS 


Blue  Cross  and  the  Joint  Commission  will  work  closely  with 
the  Blues'  HMOs  to  help  them  meet  Joint  Commission  accredi- 
tation standards  and  elements  of  the  Blue  Cross  National  HMO 
Quality  of  Care  Program. 

On  April  23,  the  Joint  Commission  formally  approved  a nation- 
wide accreditation  program  for  managed  care.  Until  eligibil- 
ity criteria  are  established,  the  Joint  Commission  will  con- 
sider accreditation  applications,  quality  review  contracts, 
and  other  agreements  involving  managed  care  organizations  on 
a case-by-case  basis. 


The  questions  "How  much  do  you  drink?"  and  "How  often  do  you 
drink?"  have  been  shown  to  be  poor  indicators  of  alcohol 
abuse,  revealing  a problem  only  about  half  the  time.  But  two 
other  questions  produce  much  better  results. 

In  a recent  study,  the  questions  "Have  you  ever  had  a drink- 
ing problem?"  and  "When  was  your  last  drink?"  were  followed 
up  with  a standard  alcoholism  screening  test  to  validate  the 
results.  These  questions  detected  alcohol  abuse  91.5%  of  the 
time.  The  key  to  success,  according  to  the  researchers,  is 
to  ask  straightforward  questions  about  drinking  problems. 

The  study  included  232  consecutive  new  patients  in  an  ambula- 
tory health  care  center.  About  20%  of  these  individuals  were 
diagnosed  as  alcoholic,  underscoring  the  need  for  physicians 
to  screen  for  this  disease. 


Physicians  having  employees  who  may  be  exposed  to  hazardous 
chemicals  must  now  comply  with  OSHA's  Hazard  Communication 
Standard,  effective  May  23,  1988.  On  that  date  HCS  was 
expanded  to  cover  all  employers,  who  must  prepare  a written 
communication  program  advising  their  personnel  of  chemical 
hazards  in  their  workplace.  Employers  now  must: 

* Keep  warning  labels  on  containers; 

* Obtain  material  safety  data  sheets  (MSDS),  which  must  be 
made  available  to  their  employees; 

* Advise  all  employees  of  their  exposure  to  chemical  hazards 
and  the  proper  safeguards. 

Drugs  in  solid,  final  form  for  direct  administration  to 
patients  are  excluded  by  the  HCS.  Presently,  liquid  oral  and 
injectable  drugs  are  also  excluded.  The  OSHA  standard  was 
published  in  the  August  24,  1987  Federal  Register  (pp.  31852- 
31886).  To  consult  with  OSHA  about  interpretations  of  the 
standard,  contact  Terry  Mikelson  at  OSHA,  (202)  523-6027,  or 
contact  the  nearest  OSHA  office. 


In  a recent  editorial,  JAMA  editor  George  D.  Lundberg,  M.D., 
attempted  to  identify  some  of  the  major  reasons  why,  in  spite 
of  this  being  "the  Golden  Age  of  Medicine,"  society  is  so  far 
from  realizing  the  medical  utopia  promised  by  the  extraor- 
dinary accomplishments  of  medicine.  Lundberg  listed  16  of 
what  he  considers  to  be  medicine's  most  pressing  problems, 
including  physicians'  failure  to  listen  to  patients  or  to  the 


public,  the  failure  to  care  for  the  poor,  professional  liabil- 
ity, and  the  public's  increasing  lack  of  trust  in  the  pro- 
fession. Though  some  of  the  problems  may  be  more  perceived 
than  real,  how  things  are  perceived  sometimes  may  be  more 
important  than  how  they  actually  are,  he  says.  "This  is  of 
particular  concern  for  physicians,  since  reality  plus  percep- 
tion equals  image,  and  the  public  image  of  the  physician  con- 
tinues to  suffer  in  1988.  Much  of  the  negative  image  is 
justified  by  reality,  but  much  is  assigned  unfairly  by  strong 
and  widely  held  biased  or  untrue  perceptions." 

Dr.  Lundberg  concluded  his  essay  with  the  reminder  that  "the 
enemies  of  physicians  in  1988  are  not  the  profit-making  com- 
panies, not  the  congressional  or  state  politicians,  not  the 
Health  Care  Financing  Administration  bureaucrats,  not  the 
insurance  companies,  certainly  not  other  physicians— no,  not 
even  the  attorneys.  The  enemies  of  physicians  are  still 
death,  disease,  disability,  pain,  and  human  suffering." 


TIPS  FOR  MEDICAID  To  expedite  claims  submission  to  EDS,  the  following  proce- 

CLAIM  FILING  dures  should  be  followed  closely: 

* The  six-digit  Medicaid  provider  number,  including  the  two 
alpha  characters  preceding  the  six-digit  number;  the  recip- 
ient's ID  number;  and  a valid  signature  must  appear  in  the 
appropriate  claim  fields. 

* Each  paper  claim  should  have  its  own  set  of  attachments 
(i.e.,  other  insurance  document,  medical  necessity,  prior 
authorization  form,  etc.).  If  the  same  attachments  pertain 
to  more  than  one  claim,  submit  a copy  of  the  attachments 
and  place  with  each  claim.  (If  billing  EDS  electronically, 
the  requirement  for  attachments  is  limited.) 

* Claims  for  procedures  under  review  by  the  Medical  Assess- 
ment Unit  cannot  be  billed  electronically. 

* Blocks  10  and  14  of  the  HCFA-1500  should  be  completed  only 
if  accident-related.  Otherwise,  leave  both  blocks  blank. 

* When  submitting  claims,  correspondence  to  Communications 
Unit/Provider  Relations,  Reorders,  etc.,  send  to  the  proper 
EDS  post  office  boxes,  as  follows: 

P.O.  Box  4123.  Reorders  EPSDT  Claim  Forms,  Provider  Man- 
uals; Prior  Authorization,  Adjustment  and  Medical  Necessity 
Forms . 

P.O.  Box  4646.  Professional  (HCFA-1500)  claims,  EPSDT 
cl  aims . 

P.O.  Box  4649.  Communications  Unit,  Provider  Enrollment 
Applications,  Claims  Resolution  and  Disposition  Pre- 
Determinations  and  Provider  Relations. 

* When  submitting  claim  copies  and/or  attachments,  please  be 
sure  they  are  legible.  This  will  prevent  denials  and  delays 
in  processing. 

* Check  to  be  sure  that  all  required  fields  on  claim  forms  are 
completed . 


MEDICAID  NEWS: 
CHANGES  IN  COVERAGE 


GRANTS  AVAILABLE  FOR 
LEUKEMIA  RESEARCH 


EPIDEMIOLOGY  TRAINING 
PROGRAM  APPLICATIONS 


CONGRATULATIONS  TO... 


H2  Antagonists.  On  and  after  June  6,  1988,  Pepcid  will  con- 
tinue to  be  covered.  Tagamet  and  Zantac  will  be  covered 
with  prior  authorization.  The  prior  authorization  form  must 
include  the  following  data:  date  of  onset  of  the  ulcer  or 
esophageal  reflux;  type  of  ulcer;  whether  it  was  verified  by 
x-ray  or  endoscopy;  current  acuity  of  the  condition;  length 
of  time  the  patient  has  been  on  the  H2  antagonist;  and  which 
H2  antagonists  have  been  prescribed  and  not  been  effective 
in  the  past. 

Liver  Transplants.  On  and  after  May  27,  1988,  liver  trans- 
plants are  covered  for  participants  in  the  Kan  Be  Healthy 
(EPSDT)  program.  All  other  related  services  are  covered  as 
established  in  the  program.  Anti -rejection  medication  is 
covered  for  recipients  who  have  had  liver  transplantation. 


The  Leukemia  Society  of  America  is  accepting  applications  for 
1989  grants  in  basic  science  and  cl inical -level  research  of 
leukemia  and  related  diseases.  Three  types  of  awards  are 
being  offered:  scholar  grants  totaling  $200,000  for  five  years; 
special  fellow  grants  totaling  $87,000  for  three  years;  and 
fellow  grants  of  $70,500  for  three  years. 

The  deadline  for  applications  is  September  1.  To  apply,  write 
to  Research  Grant  Coordinator,  Leukemia  Society  of  America, 

733  Third  Avenue,  New  York,  NY  10017. 


Applications  are  invited  for  a training  program  in  medical 
epidemiology.  Successful  candidates  will  be  appointed  as 
USPHS  service  fellows.  Applications  must  be  received  by 
September  1,  1988  to  be  considered  for  the  period  to  begin 
about  July  1,  1989. 

For  most  individuals,  this  will  be  a three-year  program,  in- 
cluding one  year  of  university  study  in  epidemiology,  bio- 
statistics and  related  subjects,  followed  by  two  years  of  work 
with  senior  epidemiologists,  primarily  in  research  studies. 
Basic  requirements  for  application  to  the  program  are  an  M.D., 
doctorate  in  an  allied  health  profession  or  Ph.D.  in  a biomed- 
ical or  behavioral  science,  or  equivalent,  and  one  year  of 
postdoctoral  training  or  experience  by  July  1,  1989;  U.S.  cit- 
izenship as  of  September  1,  1988;  and  acceptability  to  an  ac- 
credited university  offering  an  M.P.H.  or  equivalent,  or  more 
advanced  public  health  degree  (for  the  first  year  of  this 
program) . 

For  information  and  application  forms,  send  a postcard  with 
your  printed  name  and  mailing  address  to:  NIH  Training  Center, 
PHS  Epidemiology  Training  Program,  Attn.  Mara  Bluebond, 
Building  31,  Room  B2C31,  Bethesda,  MD  20892. 


Rex  R.  Fischer,  M.D.,  of  Manhattan,  who  was  re-elected  vice 
chairman  of  the  Board  of  Directors  of  Blue  Cross  and  Blue 
Shield  of  Kansas  in  May.  Another  KMS  member,  Kent  E.  Palm- 
berg,  M.D.,  of  Topeka,  is  a member  of  the  boarFI 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS  AT 
COMPETITIVE  PRICES. 


• OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 

• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 
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• PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

• EASY  TO  READ  REOUEST  AND  REPORT  FORMS. 

• PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

• AN  EVER— EXPANDING  LIST  OF  ESOTERIC  TESTING. 


HAYS  PATHOLOGY  LABORATORIES,  P.A. 


1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 

YOUR  TOTAL  RESOURCE  LABORATORY 


Professional  Liability  Insurance 

PREMIUM  FINANCING  PLAN 
For  KMS  MEMBERS  Only 

Finance  your  professional  liability  insurance  premium  over  a period  of  9 
months  at  a simple  interest  rate  of  1 1 %* 

Your  signature  on  a promissory  note  is  all  that  is  required  to  secure  the 
loan. 

To  apply,  call  the  KMS  office  and  provide  the  following  information: 

• Policy  number(s) 

• Premium  amount(s)  & due  date(s) 

• Name  & address  of  insurance  agent. 

• Rate  subject  to  change  based  upon  prevailing  market  conditions. 


CALL 

1-800-332-0156 
In  Topeka  235-2383 
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TOPEKA,  KANSAS  66612 


A subsidiary  of  the  Kansas  Medical  Society 


Kansas  Medicine  • June  1988  • 165 


^'SCIENTIFIC  ARTICLES 


Necrotic  Spider  Bites  in  Kansas 

JOHN  G.  BRADLEY,  M.D.,*  AND  DAVID  J.  STARKEY,  M.D.,f  Wichita 


Introduction 

A NECROTIC  SKIN  LESION  caused  by  a spider  bite  is 
a relatively  common  occurrence  in  Kansas . Almost 
all  spiders  have  venomous  bites.*  However,  only  a 
few  are  known  to  bite  humans,  and  of  these  only  a 
few  are  known  to  cause  necrotic  skin  lesions  and/ 
or  systemic  symptoms.  One  of  the  most  common 
and  dramatic  of  these  lesions  is  that  caused  by  the 
brown  recluse  spider,  Loxosceles  reclusa  (Figure 
1).  Although  there  appears  to  be  no  specific  therapy 
for  the  lesions,  most  heal  quite  well. 

Illustrative  Case 

A twenty-year-old  woman  presented  with  a two-day 
history  of  worsening  symptoms  following  an  alleged 
spider  bite.  The  patient  reported  carrying  a shopping 
bag  at  the  waist,  and  within  moments  after  setting 
the  bag  down  felt  a pain  in  the  right  anterior  medial 
thigh.  Within  six  hours  this  area  was  approximately 
3 cm  in  diameter  with  a 0.5  cm  bluish,  macular 
center.  Approximately  12  hours  after  the  initial  in- 
sult, she  awoke  from  sleep  with  severe  pain.  She 
went  to  a local  emergency  room  approximately  13 
hours  after  the  bite,  complaining  of  nausea,  vom- 
iting, a diffuse  maculopapular  rash  and  progres- 
sively worsening  local  changes.  She  was  treated 
with  systemic  steroids  after  being  diagnosed  as  hav- 
ing suffered  “a  spider  bite.”  The  following  day, 
approximately  48  hours  after  the  reported  bite,  she 
was  seen  in  the  outpatient  clinic.  On  initial  exam, 
she  had  a diffuse,  fine,  red,  maculopapular  rash  and 
an  8-  X -3  cm  erythematous  area  surrounding  a de- 
pressed, purple-to-black  necrotic  area  at  the  bite  site 
(Figure  2).  Since  steroid  treatment  had  already  been 
initiated,  this  was  continued  with  tapering  doses. 
The  erythema  gradually  resolved,  while  the  center 
of  the  lesion  evolved  into  a 2-  x -3  cm  eschar  and 
then  an  ulcer  through  the  dermis  and  into  the  sub- 
cutaneous fat  (Figures  3 and  4).  Through  conser- 
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vative  wound  care,  this  lesion  healed  completely 
over  a period  of  nine  weeks  (Figure  5). 

Clinical  Features 

Responses  to  brown  recluse  bites  range  from  mild  i 
local  reaction  (which  is  infrequently,  if  ever,  re-  i 
ported  to  the  physician)  to  death. ^ These  reactions  | 
can  be  divided  into  two  general  categories:  | 

• Local  reactions  represent  the  vast  majority.  In  j 
many  cases,  the  initial  bite  goes  unnoticed,  although  j 
there  may  be  some  mild  sensation  at  the  time.*'^  In  | 
bites  which  are  to  become  clinically  significant,  a i 
fairly  distinct  evolution  takes  place  over  the  follow-  [ 
ing  2-8  hours. 2 Initial  symptoms  include  itching 
and/or  tingling,  some  swelling,  tenderness,  redness 
and  possibly  blanching  over  the  bitten  area.  Sub- 
sequently, early  necrotic  changes  become  evident, 
and  the  “sinking  blue  macule”  develops.  This  blue 
macule  then  may  widen,  develop  an  uneven  edge  \ 
and  continue  to  sink.  There  may  be  blisters  in  the  | 
involved  area,  and  there  may  be  progressive  necro-  ! 
sis  over  the  next  three  to  four  days.  Usually,  after  | 
approximately  four  days  the  site  of  necrosis  be-  | 
comes  fixed.  The  area  becomes  progressively  more  j 
indurated  over  the  next  seven  to  fourteen  days,  j 
forming  an  eschar.  At  the  end  of  this  period,  the 


Figure  1 . Loxosceles  reclusa  (brown  recluse  spider). 
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eschar  usually  comes  off,  leaving  an  ulcerated  le- 
sion. This  lesion  may  require  as  long  as  six  to  eight 
weeks  to  heal,  often  with  residual  scarring. 

• Systemic  reactions  appear  to  be  relatively  rare. 
These  effects  almost  always  occur  within  24  to  72 
hours  after  the  bite  and  consist  of  a wide  variety  of 
constitutional  symptoms.  The  worst  clinical  effects 
appear  to  be  convulsions,  DIC,  thrombocytopenia 
and  acute  intravascular  hemolysis.’’^  Numerous  other 
systemic  signs  and  symptoms  have  also  been  re- 
ported. 

Identiflcation  of  the  Brown  Recluse 

Descriptions  in  the  medical  literature  vary,  but  gen- 
erally the  overall  color  is  described  as  light  brown, 
yellowish,  olive  or  light  gray.  The  most  distinctive 
feature  is  the  brown  violin-shaped  mark  on  the  dor- 
sal cephalothorax.  Descriptions  of  size  vary  from 
0.2  to  5 cm  leg-to-leg  length. 

Laboratory  Findings 

There  is  no  routine  diagnostic  test  available  to  the 
practitioner.  The  most  important  laboratory  anal- 
yses relate  to  detection  of  hemolysis  in  suspected 
systemic  cases.  In  general,  these  tests  include  com- 
plete blood  count  and  urinalysis.  More  specific  test- 
ing can  be  done  based  on  the  clinical  findings  of  a 
particular  case. 

Diagnosis 

The  exact  diagnosis  of  a brown  recluse  spider  bite 
— or  any  necrotic  spider  bite  — is  usually  extremely 
difficult.  Precision  depends  upon  a very  clear  as- 
sociation of  a positively  identified  spider  captured 
at  the  time  of  the  bite.  This  is  usually  quite  difficult, 
if  not  impossible,  in  most  clinical  settings.  There 
are  a number  of  similar-looking  skin  lesions  which 
can  be  caused  by  other  types  of  bites,  such  as  snake, 
tick  or  scorpion.  There  are  also  other  similar-look- 
ing skin  lesions  which  are  not  caused  by  bites,  such 
as  artifactual  ulcers,  focal  vasculitis  and  others.^ 
The  official  diagnosis  of  these  skin  lesions  should 
be  made  only  on  the  basis  of  precise  knowledge; 
however,  the  clinical  syndrome  is  usually  sufficient 
for  adequate  treatment. 

Treatment 

Local  necrotic  lesions.  There  is  no  adequately  proven 
specific  therapy  for  local  necrotic  spider  bites.  Ster- 
oids have  not  been  shown  to  be  helpful  in  these 
instances.  (In  our  case,  steroids  had  already  been 
initiated  and  were  therefore  tapered.)  In  the  animal 
model,  when  steroids  have  been  mixed  with  venom 
and  then  injected,  there  has  been  no  demonstrable 


Figure  2.  Lesion  at  presentation:  two  days  old. 


Figure  3.  Lesion  at  approximately  two  weeks. 


Figure  5.  Lesion  at  approximately  nine  weeks: 
healed. 
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alteration  in  effect.^  Dapsone  has  been  reported  as 
useful, but  as  yet  is  unproven.  Hyperbaric  oxygen 
also  has  been  advocated.^  Probably  the  best  treat- 
ment is  conservative,  using  good  general  wound 
care.  Such  care  would  include  appropriate  cleans- 
ing, tetanus  prophylaxis  where  indicated,  and  splint- 
ing or  elevation  of  the  bitten  area.  Antipruritic  and/ 
or  antianxiety  agents  may  be  helpful  in  general. 
Antibiotics  are  indicated  only  for  secondary  infec- 
tion. Early  surgical  excision  of  the  lesion  and  early 
surgical  closure  do  not  appear  to  be  helpful. 

Systemic  reactions.  These  reactions  are  rare  but 
can  be  extremely  severe,  or  fatal.  In  these  cases, 
patients  are  probably  best  cared  for  in  a center  ca- 
pable of  full  life  support.  Steroids  and  dialysis  are 
thought  by  some  to  be  helpful  in  certain  systemic 
cases. ^ 

Prevention 

Most  authorities  feel  that  insecticide  use  as  an  at- 
tempt at  eliminating  the  spiders  is  not  likely  to  be 
successful,  since  spiders  are  quite  reclusive.^  The 
best  prophylaxis  is  probably  good  housekeeping  and 
awareness  of  areas  where  spiders  might  be  antici- 
pated. These  places  include  clothing  and  shoes  left 
on  the  floor,  especially  in  dark  and  relatively  unused 
places  such  as  attics,  basements  or  closets.  Spiders 
may  also  be  found  outdoors  in  places  such  as  wood- 
piles. 

Conclusion 

Clinical  syndromes  resulting  from  spider  bites  may 
be  significant.  Exact  diagnosis  is  frequently  diffi- 
cult, if  not  impossible.  The  clinical  presentation, 
however,  is  usually  adequate  for  appropriate  treat- 
ment. 
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Occupational  Exposure  Risks  in  Giardiasis 


THOMAS  P.  HOUSTON,  M.D.,*  Wichita 

Giardia  Lamblia  is  a protozoan  parasite  which 
produces  gastroenteritis,  often  in  epidemic  fashion. 
Risk  groups  have  usually  included  campers,  refu- 
gees, day-care  boarders,  household  contacts  and  the 
immunocompromised.*’^  Both  contaminated  water 
mains^’"*  and  surface  water* have  been  implicated 
as  sources  of  the  parasite.  A sporadic  case  of  giar- 
diasis is  reported  in  a plumber  whose  presumed 
occupational  exposure  was  unrelated  to  any  other 
known  risk  factor  or  vector. 

Case  Report 

D.K.,  a 32-year-old  Caucasian,  presented  to  the 
office  with  a four-day  history  of  bloating,  frequent 
watery  diarrhea,  abdominal  cramps  and  fever  (99- 
101°  F).  A plumber  by  trade,  he  had  no  exposure 
to  individuals  with  similar  symptoms;  his  wife  and 
12-year-old  son  were  well.  He  had  not  traveled  or 
camped  recently,  drunk  any  water  other  than  that 
processed  by  the  city,  and  did  not  fall  into  other 
high-risk  categories.  Stool  samples  for  ova  and  par- 
asites revealed  profuse  numbers  of  Giardia,  and  he 
responded  to  appropriate  doses  of  metronidazole. 

Inquiries  by  the  local  county/city  health  depart- 
ment failed  to  locate  the  vector/contaminated  water, 
despite  thorough  investigation.  No  epidemic  giar- 
diasis was  present  in  the  state  or  city  at  the  time. 

Discussion 

Symptomatic  giardiasis  typically  has  been  confined 
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to  one  of  the  groups  described  above  as  at  risk,  or 
in  epidemic  or  ground  water  contact.  Occupational 
exposure  has  had  conflicting  implications:  surveys 
of  sewer  workers  have  found  both  positive^’^  and 
negative^  correlations.  No  other  occupation  has  been 
tied  to  giardiasis. 

Given  that  the  patient  worked  exclusively  in  a 
city  whose  water  is  filtered,  chlorinated  and  me- 
chanically and  chemically  treated,*  it  seems  very 
likely  the  patient  was  exposed  to  Giardia  while 
working  on  plumbing  in  a private  home.  This  case 
seems  to  show  that  occupational  exposure  can  be  a 
potential  source  of  giardiasis,  apart  from  other  risk 
factors. 
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Spinal  Cord  Syrinx  in  a Patient  with 
Subacute  Combined  Degeneration  Secondary 
to  Vitamin  B12  Deficiency:  Case  Report 

MICHAEL  G.  REYNOLDS,  M.S.,*  AND  FRANCISCO  J.  LAMMOGLIA,  M.D.,*  Wichita 


The  neurologic  disorder  of  subacute  combined 
degeneration  secondary  to  vitamin  B,2  deficiency  is 
a well  known  entity.  Its  onset  is  typically  slow  and 
insidious,  and  it  is  characterized  by  a variety  of 
neurological  manifestations.  It  usually  involves  the 
posterior  and  lateral  columns  of  the  spinal  cord,  but 
may  also  involve  the  cerebral  cortex  and  peripheral 
nerves.  This  report  presents  a case  of  a patient  with 
known  subacute  combined  degeneration  and  a sen- 
sation of  pressure  and  tightness  in  his  middle  back 
and  abdomen,  radiating  down  to  his  legs  bilaterally. 
These  symptoms  are  atypical  for  subacute  combined 
degeneration,  and  we  felt  a structural  lesion  of  the 
spinal  cord  needed  to  be  ruled  out.  An  MRI  study 
of  this  patient’s  thoracic  spine  revealed  a syrinx 
extending  from  the  level  of  Tg  to  T„.  We  felt  that 
this  finding  was  probably  accounting  for  his  symp- 
toms. After  review  of  the  literature,  no  association 
between  subacute  combined  degeneration  of  the 
spinal  cord  and  syrinx  development  could  be  found. 

Case  Report 

A 72-year-old,  white  male  presented  to  us  with  a 
complaint  of  pressure  and  tightness  in  his  middle 
back  which  radiated  in  a belt-like  fashion  bilaterally 
to  his  mid-epigastric  area  and  extended  down  to  his 
knees  bilaterally.  The  sensation  had  been  present 
approximately  one  month.  The  patient  also  reported 
numbness  in  his  hands  and  feet,  which  had  been 
present  approximately  four  years . His  gait  had  been 
unsteady,  and  he  also  felt  his  hands  were  becoming 
increasingly  clumsy.  He  gave  no  history  of  recent 
back  trauma  but  had  occasional  low  back  pain  for 
which  he  was  seeing  a chiropractor.  He  had  no 
history  of  arm,  neck  or  shoulder  symptoms,  nor  of 
headache,  dizziness,  amaurosis,  diplopia,  bulbar 
symptoms  or  loss  of  bowel  or  bladder  control . 

This  patient’s  past  medical  history  was  remark- 
able in  that  he  had  been  diagnosed  with  pernicious 
anemia  two  months  prior  to  this  visit.  At  that  time, 
the  patient  was  complaining  primarily  of  unsteadi- 
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ness  of  his  gait  and  numbness  in  his  hands  and  feet. 
The  patient  had  previously  had  nerve  conduction 
studies,  which  revealed  a mild  to  moderate  bilateral 
carpal  tunnel  syndrome.  Right  median  motor  con- 
duction velocity  was  45  m/sec  with  a latency  of  4.8 
msec  and  left  median  motor  conduction  velocity  was 
48  m/sec  with  a latency  of  4.6  msec.  The  patient 
subsequently  underwent  carpal  tunnel  surgery  with 
minimal  resolution  of  symptoms. 

Laboratory  examination  at  that  time  revealed  a 
vitamin  B,2  level  of  less  than  60  pg/ml  (normal  240 
to  1120  pg/ml)  and  a serum  folate  of  17.1  mg/ml 
(normal  1.6  to  14.6  mg/ml).  CBC  revealed  a Hgb 
of  13.9,  Hct  41.6,  with  an  MCV  of  120.  The  white 
blood  cell  count  was  5.9  with  77%  segmented  neu- 
trophils, 19%  lymphocytes,  3%  monocytes  and  1% 
eosinophils.  The  peripheral  smear  showed  moderate 
anisocytosis,  macrocytosis,  and  several  hyperseg- 
mented  neutrophils.  A bone  marrow  biopsy  and  as- 
piration showed  megaloblastic  erythroid  hyperpla- 
sia. A Schilling’s  test  was  performed  which  was 
abnormal  in  the  first  stage,  but  was  normal  after  the 
addition  of  intrinsic  factor. 

A diagnosis  of  pernicious  anemia  was  made,  and 
the  patient  was  placed  on  vitamin  B,2  injections, 
resulting  in  partial  resolution  of  his  symptoms. 

Other  past  medical  history  revealed  psoriasis  for 
40  years,  arthritis,  retinal  tear  and  a history  of 
thrombophlebitis.  Family  history  revealed  a sister 
with  severe  arthritis  and  a grandfather  with  psoriasis 
but  no  family  history  of  pernicious  anemia.  Social 
history  revealed  that  the  patient  was  a Catholic  priest 
who  smoked  a pipe  and  occasionally  drank  alcohol. 

On  physical  exam,  the  patient  was  irritable  with 
some  psychomotor  retardation.  Head  and  neck  exam 
was  normal  and  without  bruits.  Cardiovascular  ex- 
amination revealed  a normal  sinus  rhythm  of  80  bpm 
without  murmur.  Abdominal  examination  revealed 
no  masses,  tenderness  or  hepatosplenomegaly.  GU 
and  rectal  exam  revealed  a small  hydrocele  and  be- 
nign prostatic  hypertrophy.  Examination  of  the  pa- 
tient’s extremities  revealed  good  pulses  and  arthritic 
changes  in  his  fingers  and  knees. 

Neurological  exam  demonstrated  adequate  motor 
function.  Sensory  examination  revealed  normal  light- 
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Figure  1 . The  thoracic  spine  was  studied  in  the 
sagittal,  axial,  and  coronal  planes  using  T,  and  T2 
weighted  techniques.  One  can  see  a focal  signal 
abnormality  involving  the  thoracic  cord,  which  starts 
at  about  the  middle  of  the  segment  and  then  extends 
downward  to  the  distal  cord  on  high-resolution  Tj 
technique  in  the  sagittal  and  coronal  planes.  This  is 
seen  to  be  a smooth,  tubular  central  area  of 
hypointense  signal  which  on  Tj  weighting  in  the  axial 
plane  shows  hyperintensity . This  pattern  is  consistent 
with  a syrinx.  This  is  an  unusual  pattern  for  a syrinx 
because  they  typically  come  down  from  the  level  of  the 
head.  No  definite  evidence  of  an  underlying  vascular 
malformation  or  mass  can  be  defined. 


touch  and  pinprick  sensation;  however,  the  patient 
did  not  have  position  sense  in  his  toes  and  lacked 
vibratory  sense  in  his  fingers  and  from  the  level  of 
Tio  to  his  toes.  The  patient  had  absent  deep-tendon 
reflexes,  except  for  1 + biceps  reflexes  bilaterally. 
There  was  absence  of  plantar  responses.  The  Rom- 
berg was  positive,  and  finger-to-finger,  finger-to- 
nose,  and  rapid  alternating  movements  were  fair. 
His  gait  was  unsteady  with  a slight  increased  base, 
and  his  ability  to  perform  tandem  walking  was  de- 
creased. 

Our  impression  was  that  his  symptoms  could  have 
been  compatible  with  subacute  combined  degener- 
ation alone.  However,  his  symptoms  and  physical 
findings  were  atypical,  and  we  felt  it  was  necessary 
to  rule  out  a structural  lesion  of  his  spinal  cord  which 
could  produce  similar  symptoms.  An  MRI  scan  of 
his  thoracic  spine  showed  a syrinx  from  Tg  to  Ti,. 
We  felt  that  this  finding  could  certainly  be  causing 
the  patient’s  radicular  symptomatology. 

Review  of  Literature 

A review  of  the  literature  failed  to  find  an  associ- 
ation between  subacute  combined  degeneration  of 
the  spinal  cord  and  spinal  cord  syrinx  development. 
A cause-and-effect  cannot  be  proven  in  this  case, 
but  only  speculated.  The  neuropathologic  changes 
in  early  stages  of  subacute  combined  degeneration 
are  characterized  by  distension  of  myelin  sheaths, 
imparting  a characteristic  spongy  appearance  to  the 
white  matter.  This  is  followed  by  degeneration  of 
myelin  and  axons,  with  phagocytosis,  gliosis,  and 
wallerian  degeneration.^^  These  findings  are  most 
commonly  found  in  the  posterior  and  lateral  col- 
umns of  the  spinal  cord. 


Discussion 

Pernicious  anemia  is  caused  by  the  inadequate  se- 
cretion of  gastric  intrinsic  factor.  Its  incidence  is 
age-related,  with  a steady  increase  in  incidence  with 
increasing  age.  Age  of  onset  is  earlier  if  it  occurs 
in  association  with  other  immune  disorders,  and  it 
also  occurs  earlier  in  blacks.  It  is  the  most  common 
cause  of  vitamin  6,2  deficiency  in  temperate  cli- 
mates, and  it  is  thought  to  be  due  to  an  immunologic 
disorder  involving  gastric  parietal  cells. ^ Ninety  per- 
cent of  these  patients  have  antiparietal-cell  antibod- 
ies, and  sixty  percent  will  have  antibodies  against 
intrinsic  factor.  The  incidence  of  pernicious  anemia 
is  significantly  increased  in  patients  with  other  im- 
mune-related diseases.  Chanarin  found  the  inci- 
dence in  patients  with  Graves  disease  to  be  3.1%.'^ 
Wright  reports  two  of  13  patients  with  newly  di- 
agnosed pernicious  anemia  as  also  having  hypo- 
gammaglobulinemia.'^ Pernicious  anemia  is  also 
known  to  occur  more  frequently  in  patients  with 
myxedema,  thyroiditis,  vitiligo,  hypothyroidism, 
rheumatoid  arthritis  and  idiopathic  adrenocortical 
insufficiency. 

The  clinical  features  of  pernicious  anemia  are 
related  to  involvement  of  the  hematologic,  gastroin- 
testinal and  nervous  systems.  Pernicious  anemia  is 
associated  with,  and  one  of  several  etiologic  causes 
of,  megaloblastic  anemia.  The  majority  of  the  other 
causes  of  megaloblastic  anemia  are  due  to  a nutri- 
tional deficiency  of  vitamin  B,,  and/or  folate  sec- 
ondary to  malabsorption  syndromes,  tropical  sprue, 
celiac  sprue  or  ileal  abnormalities,  or  after  gastrec- 
tomy.^'" Dietary  8,2  deficiency  megaloblastic  ane- 
mia can  occur  among  strict  vegetaiians  because  meat 
protein  and  dairy  products  are  the  sole  sources  of 
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vitamin  B,2.  The  human  liver  is  capable  of  storing 
up  to  2 mg  of  vitamin  B,2,  and  another  2 mg  is 
stored  elsewhere  in  the  body.  So,  in  view  of  the 
minimum  daily  requirement  of  B12  being  2.5  |xg, 
about  three  to  six  years  would  be  required  for  a 
normal  individual  to  develop  anemia  after  the  onset 
of  the  deficiency.  Dietary  folate  deficiency  is  fairly 
common,  even  though  folate  is  found  in  nearly  all 
foods,  because  folate  is  heat-labile  and  destroyed 
by  prolonged  cooking.  Folate  deficiency  occurs  in 
one-third  of  pregnant  women.  It  is  also  present  in 
more  than  90%  of  hard-liquor  alcoholics,  a majority 
of  wine  and  beer  alcoholics  and  about  one-half  of 
the  narcotics  addicts,  because  these  groups  tend  to 
consume  little  solid  food.^ 

Megaloblastic  anemia  can  be  caused  by  a variety 
of  drugs,  such  as  alkylating  agents,  purine  and  py- 
rimidine analogs,  or  any  drug  that  interferes  with 
DNA  synthesis.  Folate  antagonists  such  as  metho- 
trexate, pyrimethamine,  triamterene  and  trimetho- 
prim also  can  lead  to  megaloblastic  anemia.  And  it 
has  been  shown  that  repeated  or  protracted  inhala- 
tion of  nitrous  oxide  can  cause  the  destruction  of 
endogenous  vitamin  B12.®  Mild  megaloblastic  ane- 
mia can  be  induced  by  phenytoin,  primidone  and 


phenobarbital.  Rarer  causes  include  orotic  aciduria 
and  congenital  abnormalities  of  vitamin  B12  and/or 
folate  metabolism. 

Slowed  DNA  synthesis  is  the  mechanism  behind 
megaloblastic  anemia.  Cells  which  have  a rapid 
turnover,  such  as  the  hematopoietic  cells,  are  pri- 
marily affected.  Cell  division  is  slowed  as  cyto- 
plasmic development  progresses  normally,  so  the 
megaloblastic  cells  tend  to  be  large,  with  an  in- 
creased RNA-to-DNA  ratio.  These  cells  have  a 
tendency  to  be  destroyed  in  the  marrow,  which  leads 
to  ineffective  erythropoiesis . 

Gastrointestinal  dysfunction  is  a common  finding 
in  patients  with  pernicious  anemia.  The  dysfunction 
usually  represents  the  effect  the  B12  deficiency  has 
on  the  rapidly  turning  gastrointestinal  epithelium. 
Diarrhea  is  a common  finding  in  these  patients,  and 
a significant  number  with  pernicious  anemia  will 
demonstrate  malabsorption  of  xylose  and  fat.^"^  The 
changes  in  small  intestinal  morphology  represent 
shortening  of  villi,  megaloblastosis  and  megalocy- 
tosis  of  epithelial  cells,  and  an  increase  in  cellular 
elements  of  the  lamina  propria. 
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Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired  colleague, 
yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your  area.  All  information 
and  identities  will  be  held  in  strictest  confidence.  This  program  is  an  advocacy  program  with  emphasis  on 
identification  and  treatment  of  impaired  individuals  with  the  least  disruption  in  their  daily  lives. 

Laurie  Stuewe,  R.N.,  Nurse  Coordinator 
1-800-332-0156  or  913-235-2383 


Elizabeth  Alexander,  M.D.,  316-261-2607 

Wichita  316-261-2622 

John  A.  Billingsley,  Jr.,  M.D., 913-755-3151 

Olathe  Ext.  711 

L.  Theil  Bloom,  M.D.,  Pratt  316-672-9300 

John  P.  Brockhouse,  M.D., 

Emporia  316-343-2900 

David  H.  Clark,  M.D.,  Salina  913-825-8221 

Modesto  Gometz,  M.D.,  Pittsburg  316-231-2490 
Victor  H.  Hildyard  II,  M.D., 

Colby  913-462-3332 

Robert  R.  Laing,  M.D., 

Kansas  City  913-371-4301 

Connie  M.  Marsh,  M.D.,  Halstead  316-835-3435 
James  I.  Morgan,  M.D.,  Wichita  . 316-522-2266 
Michael  J.  Randles,  M.D.,  Wichita  316-265-2924 
Ivan  E.  Rhodes,  M.D.,  Wichita  ...  316-685-9289 


Timothy  M.  Scanlan,  M.D., 

Wichita  316-689-4850 

Alex  Scott,  M.D.,  Junction  City  ...  913-238-2518 
Richard  Siemens,  M.D.,  Lyons  ....  316-257-5124 
Max  E.  Teare,  M.D.,  Garden  City  316-276-7689 
George  R.  Tiller,  M.D.,  Wichita  ..  316-684-5255 
Don  R.  Tillotson,  M.D.,  Ulysses  ...  316-356-1261 


Karen  Trudeau  (Auxiliary), 

Derby  316-788-4593 

Donald  R.  Tucker,  M.D., 

Lawrence  913-232-4566 

Virginia  L.  Tucker,  M.D.,  Topeka  913-296-1205 
Wayne  O.  Wallace,  Jr.,  M.D., 

Atchison  913-367-7300 

Nancy  Jane  Welsh,  M.D.,  913-272-3111 

Topeka  Ext.  533 

James  W.  Wilson,  M.D., 

Coffeyville  316-251-5210 
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Precise  Patient  Accounting 


Hell  hath  no  fury  like  a patient  incorrectly  billed, 
except  possibly  a physician  who  loses  a patient  as 
the  result  of  a billing  error. 

Patient  accounting  is  essential  to  the  financial 
well-being  of  your  practice.  The  system  should  run 
smoothly  and  unobtrusively  — never  complicating 
the  physician-patient  relationship.  In  many  prac- 
tices, however,  patient  accounting  is  anything  but 
smooth  and  unobtrusive,  and  matters  that  should  be 
routine  are  controversial. 

Precise  patient  accounting  rests  on  financial  pol- 
icies that  are  consistent  with  the  physician’s  practice 
philosophy,  on  clear  communications,  and  on  ef- 
fective internal  systems. 

Financial  Policies 

Financial  policies  are  the  framework  of  the  business 
relationship  between  you  and  your  patients.  Con- 
sider the  nature  of  your  practice  and  your  prefer- 
ences when  you  formulate  financial  policies.  It’s 
crucial  to  make  decisions  about  these  aspects  of  your 
practice: 

When  payment  is  expected.  An  increasing  number 
of  physicians  prefer  patients  to  pay  when  service  is 
rendered.  Such  a policy  is  most  appropriate  for  of- 
fice visits,  but  it  can  get  complicated  if  you  partic- 
ipate in  health  insurance  programs,  if  some  services 
are  covered  by  the  patient’s  health  insurance  (whether 
or  not  you  participate  in  the  program),  if  the  practice 
prepares  and  submits  health  insurance  claims,  or  if 
some  patients  are  entitled  to  special  treatment. 
Should  patients  be  asked  to  pay  all  fees  or  just  those 
that  might  not  be  covered  by  insurance?  Are  there 
some  patients  who  should  never  be  asked  for  pay- 
ment? 

Participation  in  health  insurance  programs . 
Medicare,  Blue  Shield,  and  a host  of  Health  Main- 
tenance Organizations  (HMOs)  and  Preferred  Pro- 
vider Organizations  (PPOs)  offer  physieians  the 
privilege  of  becoming  participating  providers.  Typ- 
ically, reimbursement  is  less  than  the  physician’s 
regular  fees.  Will  this  be  offset  by  increased  patient 
volume?  Will  current  patients  who  become  sub- 
scribers of  a plan  transfer  their  care  if  you  do  not 
participate?  Will  it  be  easier  to  receive  payment 
directly  from  the  insurance  plan  than  from  the  pa- 
tient? 

Reprinted  with  permission  from  Jack  Valancy’s  Management 
Notes  for  Physicians,  Number  3,  © 1988  by  Jack  Valancy 
Consulting,  12434  Cedar  Road,  Suite  2,  Cleveland  Heights, 
OH  44106. 


Preparation  of  insurance  claims.  Physicians  are 
obligated  to  assist  patients  in  obtaining  health  in- 
surance reimbursement.  How  far  does  this  obliga- 
tion extend?  Should  you  merely  provide  the  patient 
with  an  encounter  form  that  identifies  the  practice 
and  contains  the  patient’s  diagnosis,  procedure(s) 
performed,  and  fee?  Will  patients  transfer  to  a phy- 
sician who  provides  more  help?  Should  the  practice 
prepare  and  submit  claim  forms  for  any  and  all 
insurance  plans?  Should  the  practice  accept  assign- 
ment of  insurance  benefits?  When  should  the  patient 
be  expected  to  pay? 

Collection  of  delinquent  accounts.  When  should 
a patient’s  account  be  considered  delinquent?  What 
kind  of  collection  activities  are  appropriate?  Speak- 
ing with  patients  in  the  office?  Telephone  calls? 
Letters?  Should  these  tasks  be  done  by  the  practice’s 
staff  or  by  an  outside  agency?  Should  patients  with 
seriously  delinquent  accounts  be  discharged  from 
the  practice? 

Clear  Communications 

Tell  your  staff.  It’s  essential  that  your  staff  under- 
stand your  practice’s  financial  policies.  Meet  with 
them  to  review  your  ideas.  Explore  how  policies 
will  shape  procedures.  Try  to  uncover  weak  spots, 
such  as  an  assistant  who  is  too  shy  to  ask  for  pay- 
ment, or  one  who  is  too  busy  to  prepare  more  in- 
surance claims.  It’s  best  to  resolve  these  snags  be- 
fore they  become  problems.  Finally,  put  your 
financial  policies  and  procedures  in  writing  to  pre- 
vent misunderstandings. 

Tell  your  patients.  Inform  patients  about  your 
financial  policies  and  procedures  by  describing  them 
in  your  general  information  brochure.  You  also  might 
want  to  create  separate  brochures,  such  as  one  that 
describes  in  detail  the  practice’s  and  patient’s  re- 
sponsibilities for  handling  Medicare  claims. 

In  order  to  avoid  problems  and  embarrassment, 
your  staff  should  explain  your  practice’s  financial 
policies  and  procedures  to  each  new  patient.  If  pos- 
sible, this  information  should  be  reviewed  when  the 
patient  is  scheduled  for  a costly  elective  procedure. 
Of  course,  there’s  no  substitute  for  tact  and  good 
judgment.  Your  staff  must  know  how  to  commu- 
nicate your  financial  policies  in  a professional  man- 
ner and  when  it  is  appropriate  to  make  exceptions. 
It  is  essential,  therefore,  that  everyone  who  per- 
forms patient  accounting  functions  in  your  practice 
be  qualified  and  trained. 
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Effective  Internal  Systems 

Information,  please.  Inaccurate  and  incomplete  de- 
mographic and  insurance  information  is  a leading 
cause  of  patient  accounting  problems.  Be  sure  your 
staff  obtains  complete  information  at,  or  prior  to, 
the  patient’s  first  visit.  To  make  sure  you  have  cor- 
rect insurance  information,  photocopy  the  patient’s 
insurance  identification  card.  Your  staff  should  ver- 
ify and  update  all  information  regularly  by  review- 
ing it  with  the  patient. 

The  patient  information  form  can  include  a state- 
ment to  be  signed  by  the  patient  authorizing  the 
practice  to  release  information  as  necessary  to  ob- 
tain insurance  reimbursement.  If  you  accept  assign- 
ment of  benefits,  a statement  authorizing  payment 
directly  to  the  practice  can  be  included,  as  well. 
Having  these  signed  statements  on  file  eliminates 
the  need  for  the  patient  to  sign  individual  insurance 
forms.  Just  enter  “signature  on  file’’  in  the  signature 
blocks. 

Encounter  forms.  An  encounter  form  (also  called 
a superbill,  charge  ticket,  or  routing  slip)  eliminates 
the  risk  of  a member  of  your  clerical  staff  misin- 
terpreting clinical  notes  in  the  patient’s  chart.  The 
encounter  form  should  contain  the  patient’s  name, 
diagnosis,  procedure! s)  performed,  and  fee.  Pre- 
print the  most  common  diagnoses  and  procedures, 
leave  space  for  writing  in  less  common  ones.  Most 
physicians  do  not  print  their  fees  on  encounter  forms; 
they  either  enter  them  by  hand  or  have  an  assistant 
do  it. 

Use  the  ICD.9.CM  diagnosis  codes  and  the  CPT 
procedure  codes.  (Code  books  are  available  from 
the  U.S.  Government  Printing  Office  and  from  the 
American  Medical  Association,  respectively.)  If  you 
don’t  enter  the  codes  on  patients’  insurance  claims, 
the  insurance  carriers’  clerks  will  enter  them  (pos- 
sibly incorrectly),  or  the  claim  will  be  rejected  en- 
tirely. 

Incorrect  coding  could  cost  you  and  your  patients 
thousands  of  dollars  per  year.  Check  with  the  in- 
surance program’s  Provider  Relations  department  if 
you  are  uncertain  about  the  correct  code  to  use  for 
a particular  procedure.  Many  programs  have  idio- 
syncratic coding  requirements,  and  some  use  sys- 
tems other  than  CPT. 

Payments  from  patients.  A copy  of  the  encounter 
form  is  presented  to  the  patient  at  the  end  of  the 
visit  and  is  the  first  bill  he  or  she  receives.  It  should 
contain  at  least  the  services  performed  and  the  fee 
charged.  If  the  patient  pays  before  leaving,  the  en- 


counter form  can  also  serve  as  a receipt. 

Signs  alone  do  not  induce  patients  to  pay  at  the 
time  of  service.  Everyone  thinks  the  sign  refers  to 
other  patients,  but  not  to  them.  If  you  expect  patients 
to  pay  at  the  time  of  service,  the  most  effective 
method  of  implementing  this  financial  policy  is  to 
say:  “Mr.  Smith,  the  fee  for  today’s  visit  is  $35.’’ 
If  the  patient  protests,  your  assistant  can  remind 
him  of  the  policy.  If  the  patient  responds  that  he 
does  not  have  enough  cash  or  a check,  your  cashier 
can  offer  to  charge  the  balance  to  his  bank  card. 
(You’ll  pay  a 3-8%  fee  for  this  service,  but  it  sim- 
plifies your  patient  accounting  system.)  If  the  pa- 
tient still  demurs,  or  makes  a partial  payment,  your 
assistant  can  give  him  a return  envelope  and  ask 
that  he  mail  a check  as  soon  as  he  gets  home. 

Bills  are  customarily  mailed  to  patients  on  a 
monthly  basis.  They  must  be  accurate,  neat,  profes- 
sional-looking, detailed,  and  understandable.  If  the 
practice  submits  insurance  claims  or  accepts  as- 
signment of  insurance  benefits,  this  should  be  noted 
on  the  bill  with  appropriate  instructions  to  the  pa- 
tient about  the  amount  due. 

Paperwork,  paperwork.  If  you  choose  to  prepare 
health  insurance  claims,  be  sure  your  staff  under- 
stands each  company’s  requirements.  Most  will 
either  provide  you  with  their  own  claim  forms  or 
accept  a HCFA  1500  universal  insurance  claim  form, 
eliminating  the  need  to  rely  on  patients  to  supply 
their  own  forms. 

Since  each  plan  is  different,  it’s  a good  idea  to 
compile  a reference  book  of  key  information,  such 
as  authorization  for  treatment,  preadmission  certi- 
fication, limits  on  services  and  noncovered  services, 
deductible  and  copayment  amounts  to  be  received 
from  the  patient,  and  claim  preparation  and  sub- 
mission procedures. 

Contact  each  insurer’s  Provider  Relations  de- 
partment to  obtain  claim  processing  instruction 
manuals,  newsletters,  and  information  about  edu- 
cation programs  for  medical  office  assistants. 

Keep  track  of  the  services  you  provide  to  each 
health  insurance  plan’s  subscribers  and  the  pay- 
ments you  receive.  Also  compile  information  on 
how  easy  the  plan  is  to  work  with:  speed  of  receiving 
payments,  accuracy  of  payments,  requests  by  the 
plan  for  extra  information  about  services  provided, 
and  so  on.  After  working  with  the  plan  for  a while, 
you’ll  have  a clear  picture  of  whether  it  will  be 
worthwhile  for  you  to  establish,  continue,  or  ter- 
minate a participating  provider  agreement. 
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PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  62c 1^ 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  &.  Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


■^HERPECIN-L  1 3 my  treatment  of  choice  for 
perioral  herpes. ’’  GP,  NY 

/ / ■ ■ - 

■‘HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . used  soon  enough.”  DDS,  MN 


L 


“HERPECIN-L'.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRPecin-o: 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Kansas  HERPECIN-L  is  available  at  all  Osco, 
Revco  and  Wal-Mart  and  other  select  pharmacies. 


Attitudes  about  Substance  Abuse 


EDWARD  G.  READING,  M.Div.,  C.A.C.* 

Concerning  the  problems  of  alcoholism  and  alcohol 
and  other  drug  abuse,  the  issue  of  attitudes  is  of 
primary  importance.  In  order  for  physicians  to  ap- 
proach the  topic  of  alcohol  or  drug  abuse  realisti- 
cally and  effectively  in  their  practice,  they  first  need 
to  identify  and  confront  their  own  attitudes.  Most 
people  in  our  society  have  attitudes  that  usually  fall 
into  one  of  the  following  categories;  these  attitudes 
are  not  unique  to  physicians,  but  they  do  apply. 

The  unformed  attitude  about  alcohol  and  drug 
use  is  relatively  rare  among  physicians,  though  quite 
common  among  the  general  population.  Physicians 
have  received  professional  training  about  drug  use 
and  therefore  have  had  to  confront  some  profes- 
sional and  personal  attitudes  about  the  use  of  mood 
altering  chemicals.  . . . 

The  uninformed  attitude  is  present  among  some 
physicians  who  are  not  familiar  with  the  extent, 
seriousness,  or  complexities  of  substance  abuse  and 
related  problems.  It  is  also  present  among  those 
physicians  who  either  have  never  been  trained  in, 
or  have  failed  to  keep  up-to-date  on,  the  topic  of 
identification  and  treatment  of  chemically  addictive 
diseases  and  substance  abuse. 

The  misinformed  attitude  is  present  among  those 
physicians  who  share  some  of  the  common  myths, 
misconceptions,  legends  and  misinformation  about 
alcohol  and  other  drugs.  In  these  cases,  there  is 
usually  parallel  misinformation  about  treatment,  re- 
habilitation and  recovery.  Some  of  the  more  com- 
mon issues  related  to  this  attitude  are  that  drugs  (if 
prescribed)  heal  and  are  not  abused  by  patients, 
substance  abusers/addicts  have  to  “hit  bottom’’  be- 
fore they  can  be  treated,  etc.  . . . 

The  deformed  attitude  develops  when  an  uneasy 
conscience  reacts  to  questions  of  drinking  or  other 
drug  use  by  those  who  inwardly  fear  a problem  with 
their  own  drinking  or  drug-using  patterns.  An  ex- 
ample is  a physician  who  fears  a problem  (or  is  in 
the  denial  syndrome)  related  to  his/her  alcohol  or 
other  drug  use.  The  physician  will  often  reject  the 
concept  of  chemically  addictive  diseases.  . . . 

Some  physicians  who  have  chosen  not  to  drink 
alcoholic  beverages  or  use  other  drugs  have  lost  an 
important  value  by  adopting  a reformed  attitude 
about  drinking  and  other  drug  use.  This  rigidly  se- 


*Assistant Director,  Impaired  Physicians  Program,  Medical  So- 
ciety of  New  Jersey. 


vere  attitude  denies  the  fact  that  there  is  a personal 
choice  involved  in  using  or  not  using  alcohol,  mar- 
ijuana or  other  drugs.  . . . These  physicians  tend 
to  associate  the  use  of  drugs  with  “bad  behavior.’’ 
They  may  have  decided  not  to  drink  beverage  al- 
cohol, and  they  want  everyone  else  to  do  the 
same.  . . . One  way  this  attitude  may  surface  in 
patient  care  is  that  the  physician  may  not  want  to 
prescribe  any  potentially  addictive  drug  to  any  pa- 
tient for  any  reason. 

An  informed  attitude  is  present  among  those  who  ! 
not  only  are  current  in  their  information  but  also  | 
have  integrated  their  knowledge  about  alcohol  or  I 
other  drug  use  into  their  personal  lives  and  life-  i 
styles.  . . . Physicians  with  an  informed  attitude 
know  not  only  what  they  use,  but  why  they  use  it 
and  what  the  use  means  to  them.  This  attitude  gen-  | 
erally  reflects  a healthy  attitude  and  good  patient  } 
care.  j, 

A transformed  attitude  is  one  that  is  an  out- 
growth of  the  informed  attitude.  The  difference  lies 
in  the  fact  that  the  physician  with  the  transformed 
attitude  has  experienced  a personal  internal  (or  spir- 
itual) change  based  on  personal  experience  with  re-  i 
covery  from  addictive  diseases.  This  experience  may  I 
be  founded  in  their  own  recovery  or  in  the  recovery  I 
of  someone  else.  ... 

Physicians,  like  other  professionals  who  treat  al-  | 
coholics,  have  to  identify  their  own  attitudes,  then 
challenge  themselves  to  confront  them  honestly. 
“From  where  do  they  come?  Do  I need  to  change?  | 
Should  I refer  or  call  for  a consultation  more  fre- 
quently? Do  I treat,  or  mistreat,  alcoholics  or  drug 
abusers  in  my  practice?  Do  I believe  that  physicians 
. . . including  some  of  my  close  friends  . . . and  I 
maybe  even  myself  . . . may  fall  victim  to  these  ; 
diseases?  Do  I believe  that  the  healing  arts  can  assist  ! 
patients  in  their  recovery  from  chemically  addictive  i 
diseases?’’  i 
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AXIO 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  Insert  lor  prescribing  Information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer. 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2*receptor  antagonists 

Precautions:  General— ^ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficienoy 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix''  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions— Ho  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam,  lidocaine,  phenytoin.  and  warfarin. 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur.  In  patients  given  very  high  doses  {3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-llke  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used.  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  iniury  (transaminase 
elevations).  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights.  On  Intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  If  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mo/rters  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Ped/afr/c  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— U\cet  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  m the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo. 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%).  urticaria  (0.5%  vs  • 0 01%),  and  somnolence 
(2  4%  vs  1.3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine,  Lilly) 


determine  whether  these  were  caused  by  nizatidine. 

Wepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L).  and  in  a single 
instance,  SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid. 

Cardiovascular— \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

fndocr/ne— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— fa\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H^-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Qfhe/'— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage;  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  It  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD^o  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 

Axid*  (nizatidine,  Lilly) 
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We  need 
someone 
widithe 
confidence 
ofasu^eon, 
the  dedication 
ofa 

marathoner 
andthe 
course  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  Jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 


ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley 
New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose^ 

^ First- week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc,,  Nutley,  N],  2.  Feighner  VP, 
etal: Psychopharmacology  61 :2\7 -22b,  Mar  22, 1979. 


Limbitrol®® 

D’anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  sym.ptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  ot  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abniptly  discontinuing  this  dmg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary'  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  fot  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abnipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Idblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitripty'line  (as  the  hydrochloride  salt) , and  Piblcts,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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Manati,  Puerto  Rico 00701  „ 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  As".  dose^ 


^First-week  reduction  in  somatic  symptoms^ 

Percentage  of  Reduction  in  Individual 
During  First  Week  of  Limbitrol 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Limbitrol 


lij 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
amitriptyline  (as  the  hydrochloride  salt)  ^ 


25  mg 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERAIS 


■ Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 

- skin  / skin  structure^  - bones  and  joints^ 


■ Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


MILES 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 
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C09327  MLR-261 


(ciprofloxacin  HCl/Miles) 


■ 500  mg  B.LD,  for  most  infections; 

750  mg  B.LD.  for  severe  or  complicated  infections. 


CONVENIENT  a /.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500mgfi./.D. 

Severe/Complicated 

750mgB./.D. 

Urinary  Tracf 

Mild/Moderate 

250  mg8./.D. 

Severe/Complicated 

500  mg  BID. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  bv  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartii,  Morganella  morganii,  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains),  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coh.  Klebsiella  pneumoniae.  Enterobacter  cloacae,  Serratia 
marcescens.  Proteus  mirabilis,  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 

flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 

*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs.  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION). 

PRECAUTIONS 

General: 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS). 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic.  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate. 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients: 

f^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal.  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness:  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 
f coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy- Pregnancy  Category  C: 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed.  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS], 

Nursing  Mothers: 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk:  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  ot 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%.  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1,5%),  skin  (0  6%).  and  central  nervous  system 
(0,4%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vomiting 
(2.0%),  abdominal  pain/discomfort  (1.7%),  headache  (1.2%),  restlessness  (1.1%),  and  rash  (11%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  ol 
quinolones  are  italicized. 

GASTROINTESTINAL:  fSee  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  (See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina- 
tions, manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY,  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema,  edema  of  the  face,  neck.  lips,  con/unctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum, 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  loint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL:  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis. 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY:  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism. 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%),  AST  (SGOT)  (1.7%),  alkaline  phosphatase  (0,8%],  LDH  (0.4%), 
serum  bilirubin  (0.3%). 

Hematologic  - eosinophilla  (0,6%),  leukopenia  (0  4%),  decreased  blood  platelets  (01%),  elevated  blood 
platelets  (0.1%),  pancytopenia  (0.1%), 

Renal  - Elevations  of:  Serum  creatinine  (11%),  BUN  (0,9%). 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supportive 
treatment.  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  m the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised. 

DDSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION). 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCl/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION). 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENCY 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


© April  1988,  Miles  Inc  Printed  in  U S A.  C09327  MLR-261 
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Cover  Story 

Deep  Creek,  five  miles  southeast  of  Manhattan, 
was  photographed  by  Philip  H.  Hostetter,  M.D.,  of 
Manhattan.  The  canoeists  are  his  grandchildren.  The 
photo  was  taken  with  a Leicaflex  camera  using  East- 
man Vericolor  film  at  1/250  second  and  f 8. 

AND  OUR  TALK  WILL  GO  AWAY 

Where  I go  today 
The  whole  world  lies  open 
Like  a map  of  sun 
Inlaid  with  feathery  green — 

White  clouds  on  top  in  blue 
As  blue  as  picture  cornflowers 
Maybe,  watercolored  seas. 

I have  found  no  name  for  what  awaits. 

More  beauty  still  beyond  the  hills. 

Last  shafts  of  glitter-sun  descending. 

Summer  day-heat  cooling  down 
Just  like  you  called  to  say. 

When  the  moon  drifts  over 
Our  talk  will  go  away. 

(Reprinted  with  permission  from  Barefoot  Forever, 
by  Rose  Mary  Mong,  ®1986.  Published  by  Syca- 
more Valley  Press,  P.O.  Box  1633,  Topeka,  KS 
66601. 


COMING  ATTRACTION! 

Next  month’s  edition  of  K^sas  Medicine 
will  be  the  annual  membership  directory.  Each 
KMS  member  physician  will  receive  one  copy 
as  a benefit  of  membership.  Extra  copies  are 
available  to  members  at  $12  per  copy.  Hos- 
pitals and  clinics  also  may  order  copies  at  $12 
each,  plus  tax.  Others  may  purchase  directo- 
ries for  $25  per  copy,  plus  tax.  Please  order 
early,  as  there  will  be  a limited  number  of 
extra  copies  available. 

To  order  copies  (or  extra  copies,  if  you  are 
a member  of  KMS),  please  send  a check  pay- 
able to  Kansas  Medical  Society  in  the  amount 
of  $12.60  (clinics,  hospitals  and  extra  copies 
for  members)  or  $26.25  (all  others). 

Directory  orders  should  be  sent  to  the  at- 
tention of  Mrs.  Donna  Decker,  Kansas  Med- 
ical Society,  1300  Topeka  Avenue,  Topeka, 
KS  66612. 


lSDonmt^j£(jdth 

Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 


5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 


George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


Malpractice  Insurance  Too  High? 
COME  TO  BEAVER,  OKLAHOMA 


1988  RATES  IN  OKLAHOMA 


Class  1 

1,000,000/1,000,000 

1,839.00 

Class  lA 

2,801.00 

Class  II 

3,061.00 

Class  III 

3,910.00 

Class  IV 

8,068.00 

Class  V 

9,137.00 

Class  VI 

9,731.00 

Class  VII 

10,207.00 

Class  VIII 

11,963.00 

BEAVER  COUNTY  MEMORIAL  HOSPTIAL 
BOX  640 

BEAVER,  OK  73932 
(405)  625-4551 
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HiWE  AN 
MDWCaUC 
FC«YOU! 

• Have  an  MD  invest  in  options 
for  you. 

• 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts. 


Crisis  in  black  and  whita 

Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

Thomas  E.  Meierant,  Gregory  Sherar 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


Dr.  Warren  E.  Hinton,  MD. 


CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil 

1-800-821-6132 
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EDITORIAL  COMMENT 


What’s  the  Good  Word? 


From  the  days  when  Ooog  and  Aaag,  sitting  in 
front  of  their  cave,  decided  to  systematize  their  grunts 
into  a more  expressive  language,  mankind  has,  both 
intentionally  and  accidentally,  struggled  with  se- 
mantic challenges.  Since  we  spend  a certain  amount 
of  time  in  that  process,  we  are  moved  periodically 
(particularly  in  the  summer  doldrums)  to  report  on 
a few  items  that  have  come  to  our  attention. 

One  of  the  new  arrivals  on  the  verbal  scene  is 
“significant  other,”  a term  apparently  referring  to 
a person  having  a relationship  with  another  which 
is  insufficiently  defined  by  traditional  terms.  Now, 
it  happens  we  have  a significant  other  and  have  had 
for  more  than  48  years  (preceded,  we  might  add, 
by  a preparatory  phase  which,  because  of  medical 
school,  lasted  longer  than  most  marriages  do  today). 
She  is  definitely  an  “other”  and  by  all  means  sig- 
nificant. 

Anyway,  our  s.  o.  was  recently  confronted  with 
the  need  for  some  minor  (our  term,  not  hers)  sur- 
gery, which  was  to  be  carried  out  in  an  ambulatory 
setting.  In  keeping  with  today’s  dedication  to  open- 
ness and  informed  consent,  she  was  given  a list  of 
detailed  instructions  in  which  she  was  identified  as 
the  “surgical  guest.”  The  term  is,  of  course,  in- 
tended to  impart  a sense  of  cordiality  and  reassur- 
ance, setting  the  positive  tone  required  in  today’s 
medical  encounters.  As  a matter  of  fact,  things  went 
well.  The  hosts  behaved  admirably,  although  we 
didn’t  take  a gift  (MC  and  Plan  65  did  that).  We 
tried  not  to  overstay  our  welcome  and  probably 
should  have  them  over  sometime. 

But  it  is  not  only  the  beleaguered  medical  world 
that  takes  semantic  liberties.  Today,  conversations 
seem  to  depend  on  accepted,  if  informal,  expres- 
sions such  as  “hey,”  which  are  not  only  suitable 
openings  but,  when  scattered  through  the  conver- 
sation, enhance  its  significance  in  some  mysterious 
way.  Such  conversations,  however,  are  dependent 
on  two  other  terms  for  survival.  First,  there  is  “you 
know,”  a device  apparently  supplying  what  the 
speaker  cannot  handle  for  some  reason,  but  raising 
the  question:  if  the  other  person  knows,  why  repeat 


it?  Both  of  these  terms  rely  on  a companion  for 
clarification:  “like.”  This  seems  to  establish  a cer- 
tain verity  to  the  comment,  so  that  at  times  a con- 
versation can  consist  of  simply,  “Hey  — like  — 
you  know.”  Are  you  listening,  Ooog? 

Contributions  to  this  lexicon  from  the  medical 
world  come  from  two  sources:  physicians  and  med- 
ical secretaries.  The  former  report  gleefully  the 
malaprops  they  find  in  transcriptions  of  their  in- 
valuable utterances.  Appropriately,  the  secretaries 
are  occasionally  moved  to  report  weird  word  com- 
binations that  emerge  from  the  dictations  of  mush- 
mouthed physicians  whose  microphone  clarity  ri- 
vals their  notorious  handwriting.  Still,  we  are  not 
alone,  as  our  friends  at  the  World  Press  Review 
reported  recently.  One  correspondent  advised  them 
that  a publicity  release  from  a school  identified  the 
headmaster  as  the  “head  hamster,”  while  another 
reported  that  a dictated  ''ad  hoc  steering  commit- 
tee” came  out  “haddock  stirring  committee.” 

It  happens,  however,  that  we  (personally)  have 
an  interesting  source  of  unusual  word  usage  not 
available  to  the  common  herd:  a captioning  decoder 
for  the  tube.  Let  us  say  first  that  we  love  the  device 
and  the  many  people  who  made  it  and  its  function 
available  to  us.  As  you  may  know,  it  takes  some 
mysterious  electronic  signal  and  converts  it  to  a 
printed  text  on  the  screen  so  the  deaf  viewer  has 
some  notion  of  who  is  doing  what  to  whom.  It  is 
indeed  a blessing,  but  the  pressures  of  telecasting 
live  programs  such  as  the  news  do  result  in  some 
strange  items.  For  example,  the  caption  “dizzies 
pell  rum”  was  finally  deciphered  as  “dispel  ru- 
mors.” “OK  today”  seemed  out  of  place,  since 
little  on  the  news  reports  such,  but  was  figured  out 
to  be  “occupied,”  while  “one  man  curfew”  ap- 
peared as  “one  manicure  few.”  It  seemed  appro- 
priate that  “cooperatives”  should  be  changed  to 
“could  open  tiffs,”  and  our  feeling  that  the  gadget 
had  a mind  of  its  own  was  enhanced  when  “White 
House”  became  “what  it  house.” 

Maybe  you  should  have  just  worked  on  that  wheel, 
Ooog,  and  kept  your  mouth  shut.  — D.E.G. 
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MEDICINA  ET  LEX 


Physician  Advertising 


WAYNE  T.  STRATTON,*  Topeka 

One  aspect  of  the  medical  profession  which  has 
undergone  significant  transformation  is  advertise- 
ment practices  and  the  accompanying  regulation  by 
medical  associations  and  the  state.  While  the  tra- 
ditional image  of  the  physician  as  a learned  profes- 
sional persists,  the  regulatory  barriers  governing  ad- 
vertisement of  medical  services  have  eroded. 
Initially,  both  the  AM  A and  members  of  the  profes- 
sion greatly  opposed  the  notion  of  advertising,  ar- 
guing that  such  commercial  practices  would  tarnish 
the  physician’s  image.  This  opposition  has  gradu- 
ally faded,  however,  as  the  Supreme  Court  has  con- 
sistently reasoned  that  the  public’s  right  and  need 
to  be  informed  sufficiently  outweighs  the  desire  to 
maintain  a certain  image  by  prohibiting  or  restrict- 
ing advertisement  of  medical  services. 

In  response  to  a 1978  opinion  by  an  administra- 
tive law  judge  that  the  AMA  had  “conspired,  com- 
bined and  agreed  to  . . . enforce  ethical  standards 
which  ban  physician  solicitation  of  business  and 
severely  restrict  physician  advertising,  thereby  frus- 
trating competition  and  causing  substantial  injury 
to  the  public,’’  the  AMA  modified  its  original  pos- 
ture on  advertising  practices.  Accordingly,  the  cur- 
rent AMA  Judicial  Council  Opinions  §5.01  provides 
in  pertinent  part: 

“There  are  no  restrictions  on  advertising  by  physicians  except 
those  that  can  be  specifically  justified  to  protect  the  public  from 
deceptive  practices.  A physician  may  publicize  himself  as  a 
physician  through  any  commercial  publicity  or  other  form  of 
public  communication  (including  any  newspaper,  magazine, 
telephone  directory,  radio,  television  or  other  advertising)  pro- 
vided that  the  communication  shall  not  be  misleading  because 
of  the  omission  of  necessary  material  information,  shall  not 
contain  any  false  or  misleading  statement,  or  shall  not  otherwise 
operate  to  deceive.” 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  i-800-332-0248. 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


This  provision  clearly  reflects  a liberalization  of  the 
strict  prohibition  on  solicitation  of  patients  through 
mass  media. 

The  Kansas  legislature  has  echoed  this  more  lib- 
eral posture,  as  indicated  by  the  relevant  statutes 
regarding  physicians’  advertising  practices.  K.S.A. 
65-2837(d)  defines  the  term  advertisement  as  “all 
representations  disseminated  in  any  manner  or  by 
any  means,  for  the  purpose  of  inducing,  or  which 
are  likely  to  induce,  directly  or  indirectly,  the  pur- 
chase of  professional  services.’’ 

While  state  legislatures  and  professional  medical 
associations  have  opened  the  door  to  commercial 
advertising  practices,  certain  restraints  operate  to 
regulate  effectively  information  dispensed  via  mass 
media.  Accordingly,  K.S.A.  65-3827(b)  proscribes 
the  following  conduct  as  “unprofessional’’: 

§(1)  Solicitation  of  professional  patronage  through  the  use  of 
fraudulent  or  false  advertisements,  or  profiting  by  the  acts  of 
those  representing  themselves  to  be  agents  of  the  licensee;  §(7) 
Advertising  professional  superiority  or  the  performance  of 

(Continued  on  page  212.) 
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Some  doctors  would  rather  spend 
a weekend  feeling  like  Chuck  Yeager  than 
acting  like  Fuzzy,  Arnie  and  Jack. 


• S.AIS  rORCE 


They’re  physicians  in  the  Air  National  Guard. 

Civilian  doctors  who  trade  their  golf  carts  for  jet  aircraft  one  weekend  a month. 
Qualify,  and  you’ll  serve  two  days  a month  and  15  days  a year.  You’ll  ride 
shotgun  on  simulated  combat  missions.  Treat  pilots  for  acute  hypoxia.  And 
discover  how  it  feels  to  make  a house  call  at  45,000  ft. 

Find  out  more.  Call  collect  |12_, 

(9131  862-0465.  All  NflUOnSl  UllAIU 

Americans  at  their  best. 
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President’s  Message 

In  the  initial  article  regarding  the  Auxiliary  pro- 
gram for  the  upcoming  year,  mention  was  made  of 
the  Leadership  Workshops  in  the  fall.  We  are  ex- 
cited about  the  possibility  of  reaching  a great  num- 
ber of  newer  physician  spouses  who  have  little  or 
no  previous  exposure  to  the  medical  auxiliary.  In- 
troducing the  numerous  Auxiliary  health  projects  to 
these  newer  members  could  serve  as  the  catalyst  for 
ever-greater  participation  in  local  and  county  aux- 
iliaries. The  KMS  Auxiliary  has  the  same  problems 
as  all  volunteer  organizations:  fewer  and  fewer  hands 
to  help  do  the  work,  with  greater  and  greater  need 
for  those  hands.  Our  goal  for  the  Leadership  Work- 
shops is  to  explain,  demonstrate  and  promote  the 
numerous  health-related  projects  to  these  members 
in  such  a manner  that  each  person  will  set  aside 
some  time  to  ensure  the  success  of  those  community 
needs. 

Our  goal  for  personal  growth  and  skill  improve- 
ment will  also  be  met  in  the  workshops.  Time  will 
be  set  aside  to  instruct  the  attending  members  on 
personal  leadership  skills  that  can  be  used  in  every 
organization  they  elect  to  support.  If  we  are  suc- 
cessful in  our  presentations,  they  will  use  those  skills 
for  the  medical  auxiliary. 

The  topics  we  will  present  in  the  workshops  deal 
with  membership  needs  and  recruitment  skills,  such 
as  ideas  and  techniques  for  communicating  with  our 
legislators  on  both  medical  and  non-medical  issues. 
We  will  teach  parliamentary  procedure  in  such  a 
fashion  that  everyone  will  gain  the  skills  to  run  a 
meeting.  Other  topics  will  include  the  American 
Medical  Association  Education  and  Research  Foun- 
dation and  the  impaired  physician  and  family.  No 
auxiliary  can  function  without  some  sort  of  publi- 
cation and  communication,  so  a portion  of  our  meet- 
ing will  be  spent  on  easy  skills  in  these  areas  that 
everyone  can  apply  to  every  aspect  of  life.  We’ll 
end  our  workshop  afternoon  with  roundtable  dis- 
cussions on  health  projects,  finance,  the  federation 
connection,  plus  any  topic  the  attendees  request. 

These  workshops  are  for  the  benefit  of  all  mem- 
bers, regardless  of  age,  size  of  auxiliary  they  rep- 
resent, degree  of  current  activity  in  the  auxiliary  or 
previous  involvement  with  our  health  projects.  Much 
time  and  effort  have  been  put  forth  to  make  these 
workshops  meaningful  and  worthwhile  — and  they 


promise  to  be  fun.  Of  all  the  things  the  KMS  Aux- 
iliary represents  to  the  spouses  of  physicians,  it 
should  be  considered  a place  to  meet  and  enjoy 
friends.  For  the  fun  part,  we’ll  have  lunchtime  talk 
and  an  arts  and  crafts  booth  to  benefit  AMA-ERF. 

When  the  invitation  arrives,  encourage  your 
spouse  to  attend  the  workshop  closest  to  your  com- 
munity. Often,  if  the  auxiliary  member  feels  that 
auxiliary  involvement  is  important  to  the  physician- 
spouse,  some  of  their  precious  volunteer  hours  are 
given  to  us.  Since  the  medical  auxiliary  exists  to 
benefit  the  medical  community,  a supportive  word 
from  you  would  be  appreciated. 

The  workshops  will  be  presented  by  a team  of 
KMS  Auxiliary  officers  under  the  direction  of  Terrie 
Browning  (Jimmie)  of  Clay  Center.  The  team  mem- 
bers are  Carol  Loeffler,  Joan  Tempero,  Li  Ying  Lee, 
Lisa  Barker  and  Ann  Rempel  (representing  both 
KMS  A and  AMAA). 

Workshop  cities  and  dates  are: 


Dodge  City 
Hays 

Fort  Scott 

McPherson 

Topeka 


September  6 
September  7 
October  4 
October  18 
October  19 


The  State  Auxiliary  is  looking  forward  to  seeing 
your  spouse  at  our  workshops. 
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became  the  first  man- 


made earth  satellite,  the 


New  York  Giants  moved  to  San 


Francisco 

Missouri 


and  United 
opened  its 


Investment  Counsel  Department. 


United  Missouri  Bank  announced  Investment  Counsel  Ser- 
vices in  ’57.  It  didn’t  make  national  headlines.  It  did  make  a 
difference. 

Since  then,  United  Missouri  has  helped  thousands  of  people 
build  solid  investment  portfolios. 

United  Missouri  has  done  it  by  building  a large  department 
of  investment  experts.  These  experts  have  offered  individual 
attention  to  each  customer. 

They’ve  carefully  analyzed  each  customer’s  needs.  They’ve 
constructed  portfolios  unique  to  each  customer.  And,  they’ve 
offered  aU  customers  the  choice  to  make  their  own  decisions,  or  to 
have  the  bank  manage  their  portfolios  on  a discretionary  basis. 

As  a result,  each  United  Missouri  customer  has  witnessed 
consistent  growth  through  years  of  economic  change. 

Tbday,  United  Missouri’s  Investment  Counsel  Department 
stiU  makes  a difference.  It  can  make  a difference  for  you.  For  your 
investment  portfolio,  call  United  Missouri’s  Stuart  Murdock  at 
556-7340.  And,  pick  the  proven  performer. 


lb  UNITED  MISSOURI  BANK 

Member  FDIC 

P.O.  Box  419226,  Kai\sas  City,  Missouri  64141-6226 


Council  Meetings 

Report  of  Meeting  Held  January  16,  1988 


The  Council  of  the  Kansas  Medical  Society  met 
on  Saturday,  January  16,  1988,  at  the  Salina  Hol- 
idome,  beginning  at  10:00  a. m.  Donald  W.  Hatton, 
M.D.,  President,  presided. 

Members  present  were: 


Stuart  C.  Averill,  M.D. 

Mark  G.  BeU,  M.D. 

L.  Theil  Bloom,  M.D. 

Donald  R.  Brada,  M.D. 

Clair  C.  Conard,  M.D. 

Kenneth  L.  Derrington,  M.D. 
Victor  M.  Eddy,  M.D. 

Donald  D.  Goering,  M.D. 
Richard  A.  Gruendel,  M.D. 
Donald  W.  Hatton,  M.D. 
Herman  W.  Hiesterman,  M.D. 
James  A.  Loeffler,  M.D. 
Warren  E.  Meyer,  M.D. 
Stephen  F.  Miller,  M.D. 

Robert  D.  Parman,  M.D. 
Eugene  W.  J.  Pearce,  M.D. 

Mrs.  Phyllis  Bi 


Katherine  Pennington,  M.D. 
Terry  L.  Poling,  M.D. 

Lew  W.  Purinton,  M.D. 
Ivan  E.  Rhodes,  M.D. 
Timothy  M.  Scanlan,  M.D. 
Clifton  C.  Schopf,  M.D. 

Jay  S.  Schukman,  M.D. 
Alex  Scott,  M.D. 

Richard  A.  Siemens,  M.D. 
Newton  C.  Smith,  M.D. 
Don  R.  Tillotson,  M.D. 
Roger  D.  Warren,  M.D. 
Kermit  G.  Wedel,  M.D. 
James  W.  Wilson,  M.D. 
Emerson  D.  Yoder,  M.D. 

',  KMSA  President 


Also  present  were  Frank  H.  Griffith,  M.D.,  Vice 
President,  KMS  Section  on  Ophthalmology,  and 
Brad  Stanley,  preceptee  with  Dr.  Warren. 

Staff  present  were  Val  Braun,  Gary  Caruthers, 
Jerry  Slaughter  and  Chip  Wheelen. 

Dr.  Hatton  called  the  meeting  to  order  and  invited 
those  present  to  introduce  themselves. 

Minutes  of  the  September  19,  1987  meeting  and 
the  current  flnandal  report  were  approved. 

The  AMA  Membership  Incentive  Program  re- 
ceived considerable  discussion.  The  program  is  de- 
signed to  provide  monetary  awards  to  state  medical 
societies  for  above-average  AMA  membership 
growth.  It  represents  the  culmination  of  a study  of 
alternative  mechanisms  for  providing  incentives  for 
medical  societies  to  increase  AMA  membership. 
Kansas  qualifies  under  this  program,  and  KMS  ten- 
tatively stands  to  receive  a total  of  approximately 
$278,000  over  a five-year  period,  provided  the  state 
remains  unified.  Because  unified  membership  at  the 
state  level  also  affects  local  membership  in  com- 
ponent societies,  the  Executive  Committee  recom- 
mended that  the  award  be  shared  with  county  med- 
ical societies. 

The  Council  unanimously  voted  that  the  award 
be  shared  on  an  80/20  split,  whereby  KMS  retains 
80%  of  the  funds  and  distributes  20%  to  county 
societies.  This  distribution  will  be  based  on  each 
county’s  year-end  active  membership.  The  county 
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societies  will  be  encouraged  to  utilize  the  awards 
for  membership  recruitment  and  retention  activities. 
If  not  used  for  this  purpose,  the  money  can  be  con- 
tributed to  the  KMS  Professional  Liability  Fund. 

Considerable  discussion  was  accorded  the  subject 
of  membership  uniflcation  with  AMA.  KMS  lost 
a total  of  335  full-dues-paying  members  over  the 
two-year  period  due  to  membership  unification.  The 
Council  heard  a detailed  status  report  on  establish- 
ment of  a physician-owned  liability  insurance 
company  and  unanimously  approved  an  expendi- 
ture of  up  to  $75,000  to  continue  further  exploration 
of  the  establishment  of  the  company. 

A general  legislative  update  was  given. 

Dr.  Schukman  presented  a report  from  the  Young 
Physicians  Section  based  on  a recent  questionnaire 
to  that  group.  The  goal  of  YPS  is  delegate  repre- 
sentation in  the  KMS  House  of  Delegates.  Specif- 
ically on  the  membership  unification  question,  the 
predominant  majority  of  responders  believe  that  both 
AMA  and  unified  membership  are  beneficial.  Dr. 
Hatton  expressed  KMS  appreciation  to  Dr.  Schuk- 
man for  his  efforts  with  the  Young  Physicians  Sec- 
tion. 

The  current  KMS  health  insurance  master  plan 

under  Blue  Cross/Blue  Shield  terminates  coverage 
for  physicians  at  their  retirement.  It  also  does  not 
provide  adequate  coverage  in  rural  areas.  Moreover, 
members  in  the  Kansas  City  area  fall  under  the 
Missouri  BC/BS  plan,  which  uses  a different  par- 
ticipation requirement  than  does  the  Kansas  plan. 
Because  of  the  exclusivity  of  the  current  KMS-BC/ 
BS  plan,  an  endorsement  of  another  company  could 
jeopardize  the  current  plan.  These  considerations 
will  be  weighed  as  further  study  in  this  area  con- 
tinues. 

A copy  of  the  statement  on  interprofessional  re- 
lations with  doctors  of  chiropractic  was  distributed, 
which  states  that  “as  provided  by  law,  there  are  no 
ethical  or  collective  impediments  to  full  professional 
association  and  cooperation  between  doctors  of  chi- 
ropractic and  medical  physicians.’’ 

The  Council  adopted  the  KMS  Position  Statement 
on  AIDS.  The  position  is  consistent  with  the  Gov- 
ernor’s Task  Force  on  AIDS  and  includes  the  fol- 
lowing recommendations: 

• that  all  patients  should  have  competent  and  hu- 
mane medical  care  and  that  no  patient  be  discrim- 


MEDICAL  PROFESSIONAL  LIABILITY  INSURANCE 


Only  Doctors  Know 
What  Doctors  Are  Going  Through 

These  Days. 


Let’s  face  it.  Times  are  tough  for  both 
doctors  and  medical  liability  insurance 
companies.  Rates  are  up.  Again.  Doc- 
tors just  like  you  are  wondering  how 
to  handle  rate  increases  and  keep  their 
doors  open. 

The  tort  reform  has  been  repealed. 
More  changes  are  imminent.  Medical 
Defense  Insurance  Company  is  con- 
tinuing to  stay  in  the  marketplace  for 
Kansas  doctors. 

MDI  was  formed  by  doctors  to  serve 
only  doctors.  Since  1983,  it  has  been 


our  goal  to  offer  superior  career  pro- 
tection at  competitive  rates.  MDI  has 
a reputation  for  protecting  YOUR 
reputation  with  aggressive  defense  of 
unmerited  claims. 

At  MDI,  we  know  what  you’re  going 
through.  We  would  like  a chance  to 
put  that  knowledge  to  work  for  you. 

Call  us  toll  free  1-800-325-9154  if  we 
may  be  of  help  in  these  ever  changing 
times. 

Medical  Defense  Insurance  Company. 


IVIedical  Defense 
^ Insurance  Company 

for  information  and  rates,  contact: 
Woodsmall  Risk  Services 
y Five  Crown  Center 
p Kansas  City,  Missouri  64108 
<T  816-421-7788 


inated  against  or  denied  medical  care  on  the  basis 
of  a known  or  suspected  diagnosis: 

® KMS  will  strive  to  keep  its  members  informed 
on  the  subject  of  AIDS; 

• KMS  will  help  establish  a speakers  bureau  for 
health  care  professionals  to  help  educate  both 
professional  and  lay  people  concerning  AIDS; 

• that  HIV  testing  be  voluntary  and  with  informed 
consent;  that  a positive  ELISA  test  be  confirmed 
with  a Western  Blot  test;  and  that  testing  be  ad- 
ministered only  if  trained  personnel  are  available 
for  pre-  and  post-test  counseling; 

• that  KMS  adopt  by  reference  the  CDC  Recom- 
mendations for  Control  of  AIDS  and  for  the 


Protection  of  Health  Care  Workers  and  their 
Patients;  CDC  Perspectives  in  Disease  Preven- 
tion and  Health  Promotion;  CDC  Guidelines 
for  the  Control  of  Perinatal  Transmission  of 
HIV;  CDC  Revision  of  CDC  Surveillance  Case 
Definition  for  AIDS  of  August  1987;  and 
• endorsement  of  the  following  AMA  reports:  Board 
of  Trustees  Report  YY  (A-87),  and  Council  on 
Ethical  and  Judicial  Affairs  Report  A (1-87). 

The  next  meeting  of  the  Council  was  set  for 
Saturday,  March  26,  1988  at  the  Salina  Holidome 
beginning  at  10:00  a. m.  There  being  no  further  busi- 
ness, the  meeting  adjourned  at  12:30  p.m. 


Report  of  Meeting  Held  March  26,  1988 


The  Council  of  the  Kansas  Medical  Society  met 
on  Saturday,  March  26,  1988  at  the  Salina  Holi- 
dome beginning  at  10:00  a.m.  Donald  W.  Hatton, 
M.D.,  President,  presided. 

Members  present  were: 


Larry  R.  Anderson,  M.D. 
Franklin  G.  Bichlmeier,  M.D. 
L.  Theil  Bloom,  M.D. 

Donald  R.  Brada,  M.D. 

John  P.  Brockhouse,  M.D. 
David  H.  Clark,  M.D. 

Clair  C.  Conard,  M.D. 

Victor  M.  Eddy,  M.D. 

Jimmie  A.  Gleason,  M.D. 
Donald  D.  Goering,  M.D. 
Robert  A.  Gollier  II,  M.D. 
Modesto  S.  Gometz,  M.D. 
Herman  W.  Hiesterman,  M.D. 
David  A.  Leitch,  M.D. 

James  A.  Loeffler,  M.D. 


Frank  C.  Lyons,  Jr.,  M.D. 
Stephen  F.  Miller,  M.D. 
Robert  D.  Parman,  M.D. 
Eugene  W.  J.  Pearce,  M.D. 
Katherine  Pennington,  M.D. 
Richard  Preston,  M.D. 

Ivan  E.  Rhodes,  M.D. 

Jay  S.  Schukman,  M.D. 
Alex  Scott,  M.D. 

Newton  C.  Smith,  M.D. 
Roger  D.  Warren,  M.D. 

Joel  T.  Weigand,  M.D. 
Darrell  D.  Werth,  M.D. 
James  W.  Wilson,  M.D. 
Emerson  D.  Yoder,  M.D. 


Also  present  was  Harriet  Rounds,  Executive  Sec- 
retary, Johnson  County  Medical  Society. 

Staff  present  were:  Val  Braun,  Gary  Caruthers, 
Jerry  Slaughter  and  Chip  Wheelen. 

Minutes  of  the  January  16,  1988  meeting  and 
the  current  financial  report  were  approved. 

The  Council  heard  an  update  regarding  the  AMA 
Membership  Incentive  Program.  In  accordance 
with  the  Council’s  recommendation,  20%  of  these 
funds  are  being  distributed  among  the  component 
medical  societies,  based  on  each  county’s  year-end 
active  membership.  The  rebates  range  from  $16  to 
$9,000.  The  1987  U.S.  Revenue  Act  was  explained. 
The  new  IRS  regulation  requires  that  dues  solici- 
tations include  a disclaimer  that  contributions,  in- 
cluding dues  payments,  to  KMS  are  not  tax-de- 
ductibie,  charitable  contributions  for  federal 
income  tax  purposes.  Contributions  are  tax-de- 
ductible business  expenses  under  most  circum- 


stances. KaMPAC  dues  and  contributions  are  not 
tax  deductible. 

The  legislative  activities  as  of  March  22  were 
reviewed. 

The  Council  reviewed  16  resolutions  received  to 
date  for  consideration  by  the  1988  House  of  Del- 
egates. 

The  Nominating  Committee  report  was  given 
by  Franklin  G.  Bichlmeier,  M.D.,  Chairman.  He 
asked  for  additional  suggestions  for  the  slate.  Alex 
Scott,  M.D.,  First  Vice  President,  announced  his 
intent  to  file  for  a seat  in  the  Kansas  House  of 
Representatives.  Because  of  the  added  constraints 
on  his  time.  Dr.  Scott  withdrew  his  candidacy  as 
KMS  President-Elect.  His  resignation  was  accepted 
by  the  Council  with  hesitancy  and  sadness,  while 
he  was  congratulated  on  the  decision  to  seek  the 
legislative  position. 

The  Council  reviewed  the  Minutes  of  the  Feb- 
ruary 27,  1988  meeting  of  KMS  Services,  Inc., 
and  heard  additional  reports.  Specialty  society  con- 
tracts have  now  been  concluded  with  the  Kansas 
Society  of  Internal  Medicine  for  administrative  serv- 
ices, and  with  Kansas  Psychiatric  Society  for  lob- 
bying. The  Board  structure  was  changed  to  include 
a lay  person,  to  limit  to  and  stagger  three-year  terms , 
and  to  allow  the  KMS  Executive  Committee  to  elect  j 
four  directors  to  the  Board.  A retirement  program 
for  KMS  membership  is  being  studied  with  Cohen, 
Curtis  and  Associates,  Inc.  KMS  Services,  Inc.  is 
studying  the  Professional  Group  Services  Purchas- 
ing Program,  which  may  provide  significant  dis- 
counts to  member  physicians  on  medical  and  office 
supplies,  injectables,  office  copiers,  computer  hard- 
ware/software , dictation  equipment  and  other  items . 

The  Council  reviewed  the  draft  agreement  be-  ; 


j 
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tween  the  Topeka  Community  Foundation  and  KMS, 
KHA  and  BC/BS  to  administer  the  contributions  to 
The  Caring  Program  Fund,  and  approved  the 
agreement. 

The  Blue  Cross-Blue  Shield  refund  for  1987 

represents  the  excess  of  premiums  collected  for  hos- 
pitalization coverage  for  the  KMS  Group.  The 
Council  approved  that  individual  physicians’  offices 
be  advised  of  the  specific  amounts  of  refund,  and 
be  given  an  opportunity  to  contribute  those  funds 
toward  the  KMS  Professional  Liability  effort. 

The  Council  heard  the  following  update  concern- 
ing the  group  health  insurance  program  for  re- 
tired members:  The  specific  language  added  to  the 
eligibility  clause  states:  For  Association  members 
not  actively  engaged  in  their  profession,  individ- 
ual membership  in  the  Association  must  be  main- 
tained to  be  eligible  for  the  Association’s  Blue 
Cross  and  Blue  Shield  plan.  This  was  KMS  lan- 
guage which  has  now  been  adopted  by  BC/BS. 

The  Council  heard  and  approved  Staff  report  on 
KMS  participation  in  programs  for  older  Kansans. 

The  Council  approved  a contribution  of  $1,000 
to  assist  the  Washington  State  Medical  Associa- 
tion. 

The  Council  unanimously  agreed  that  partici- 
pation by  Councilors  on  the  KMS  Impaired  Phy- 
sician Committee  be  on  a voluntary  basis.  The 
resolution  to  this  effect  will  be  presented  to  the 
House  of  Delegates.  Councilors  were  reminded  to 
submit  their  reports  of  the  past  year’s  district  activ- 
ities. The  Councilors  were  also  encouraged  to  com- 
municate in  writing  with  members  within  their  dis- 
tricts. 

The  next  meeting  of  the  Council  will  be  held  on 
Sunday,  May  1,  at  the  conclusion  of  the  House  of 
Delegates  meeting. 

Dr.  Hatton  thanked  the  Council  for  their  work  in 
addressing  the  difficult  issues  of  the  past  year.  There 
being  no  further  business,  the  meeting  adjourned 
at  Noon. 


KMS 
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A daily  prophylactic  dose 
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(potassium  chloride)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown,  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes.'the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mulagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  pot  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics, 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml, 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Soldier  being  examined  for  effects  of  high -altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 

surgery  Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


¥lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type  of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high- altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  tor  an  acti\'e 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  Geiieral.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
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AXID 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s,  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  Hj-receptor  antagonists. 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency, 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver.  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Ho  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocame.  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (IqoO 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— (i.  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  mate  mice; 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay. 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  It  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  In  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mof/jers— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  t/se— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— \J\cer  healing  rates  in  elderly  patients  are  similar  to 
those  m younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups. 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions;  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo. 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1.3%)  were  significantly  more  common  in  the  nizatidine  group.  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid'*'  (nizatidine,  Lilly) 


determine  whether  these  were  caused  by  nizatidine. 

Wepa/rc— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST],  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardio\/ascular—\n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  In  three  untreated  subjects. 

fndocrme— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic— Fa\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hg-receplor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

/nfegumen/a/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported. 

Ofher— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy. 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively. 


PV  2091  AMP  (041280) 


Axid'*’ (nizatidine.  Lilly) 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356  © i98s,  eli  lillyand  company 


SCIENTIFIC  ARTICLE 


Deep  Infection  of  the  Hand 


ROBERT  B.  McCOWN,  M.D.,*  Wichita 
Introduction 

Deep  infections  of  the  hand  require  rapid  treatment, 
including  careful  incision,  drainage  or  exploration, 
wound  cultures  to  guide  antibiotic  therapy,  appro- 
priate antibiotics  and  rehabilitation.  High  doses  of 
antibiotics  intravenously  in  the  hospital  setting  may 
be  needed.  With  appropriate  management,  many  of 
these  wounds  heal  well,  leaving  no  disability.  The 
following  case  demonstrates  the  treatment  and  man- 
agement for  a deep  infection  of  the  hand. 

Case  Presentation 

Our  patient,  an  eleven-year-old  boy,  had  fallen  near 
the  edge  of  a pond  during  a fishing  trip  the  day 
before  presentation  at  the  office.  He  had  lacerated 
the  palm  of  his  left  hand  at  the  ulnar  (medial)  edge 
of  the  thenar  eminence.  There  had  been  some  bleed- 
ing, easily  stopped.  He  had  had  swelling  and  fever 
the  night  of  the  accident  and  increasing  pain  since 
injury. 

The  patient  presented  to  our  office  with  a swollen 
and  tender  left  hand.  The  palm  was  almost  obliter- 
ated by  erythema  and  induration.  A 1 x 1 cm  eschar 
was  noted  over  the  wound  site.  Fluctuance  was  not 
palpable.  He  had  regional  lymphadenopathy,  leth- 
argy and  malaise.  His  oral  temperature  was  102°F. 
Radiographs  of  the  hand  showed  a small  amount  of 
air  in  the  wound.  His  hemoglobin  was  13.8  g/dl 
and  WBC  was  17,200  with  78  segs,  16  bands,  6 
lymphs. 

Following  consultation  with  an  orthopedic  sur- 
geon, he  was  admitted  to  the  hospital  for  surgical 
exploration  of  the  wound.  He  was  begun  on  intra- 
venous cefazolin,  1 g every  six  hours,  and  clinda- 
mycin, 800  mg  every  eight  hours,  receiving  one 
dose  each  prior  to  surgery.  He  also  was  given  tet- 
anus toxoid  and  tetanus  immune  globulin  prior  to 
surgery. 

The  wound  was  explored  surgically  under  axillary 
nerve  block.  A small  amount  of  blood  clot  and  pus 
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were  drained  from  the  palmar  space,  and  two  small 
wooden  foreign  bodies  were  removed  from  the 
wound.  A Penrose  drain  was  placed. 

Cultures  of  the  wound  grew  Enterobacter  cloacae 
sensitive  to  piperacillin,  ticarcillin,  cefperizone,  ce- 
fotaxime, gentamycin,  and  tobramycin.  Citrobacter 
freundii  also  grew,  sensitive  to  each  drug  tested 
above  except  cefazolin,  to  which  it  was  interme- 
diately sensitive.  No  anaerobic  organisms  ov  Staph- 
ylococcus or  Streptococcus  species  were  recovered. 

The  wound  healed  rapidly.  A few  weeks  later  the 
infection  appeared  to  recur,  and  the  wound  was 
again  explored,  yielding  two  more  small  pieces  of 
wood.  No  physical  therapy  was  required,  and  there 
has  been  no  sign  of  residual  disability  to  date. 

Discussion 

Infections  of  the  hand  are  seen  commonly,  although 
not  often  with  so  rapid  or  dramatic  a course  as  this 
case.  These  infections  must  be  treated  aggressively, 
because  the  hand  is  mechanically  complicated  and 
important  to  our  general  function  and  our  sense  of 
self.'  Residual  dysfunction  of  the  hand  is  a major 
disability. 

Three  important  factors  contribute  to  the  need  for 
prompt,  definitive  treatment  of  deep  infections  of 
the  hand.  First,  the  hand  (particularly  the  fingers) 
has  end-artery  circulation,  which  is  compromised 
easily.  Second,  literally  dozens  of  muscles,  ten- 
dons, bones  and  articulations  of  the  hand  work  to- 
gether with  great  delicacy  and  balance.  Minor  dis- 
ruptions may  lead  to  significant  disability,  as 
perceived  by  the  patient.  Third,  infections  of  the 
tendon  sheaths  and  the  palmar  aponeurosis  may 
spread  rapidly  through  these  structures,  as  the  in- 
fection does  not  need  to  cross  tissue  planes. 

The  presence  of  gas  in  a hand  wound  or  a history 
of  soil  contamination  should  suggest  infection  by 
Clostridium  species  or  other  gas-forming  orga- 
nisms. Gas  also  can  be  trapped  in  a wound  at  injury, 
and  this  circumstance  must  be  ruled  out. 

Dirty,  grossly  contaminated  wounds  should  be 
treated  with  the  tetanus  vaccine,  even  if  the  patient 
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is  immunized  adequately.  In  patients  who  are  par- 
tially immunized  or  whose  immunization  status  is 
unknown,  Td  and  tetanus  immune  globulin  should 
be  given.  In  the  case  presented  above,  tetanus  im- 
mune globulin  probably  was  not  indicated,  as  the 
patient  was  fully  immunized;  treatment  appears  to 
have  been  overzealous  in  this  regard. 

Antibiotics  should  be  given  in  adequate  dose  to 
cover  suspected  organisms.  Cultures  should  be  com- 
pleted to  confirm  the  antibiotic  choice.  A beta  lac- 
tam antibiotic  and  a drug  to  cover  gram  negative 
aerobes  are  recommended  initial  choices.  Staphy- 
lococcus species  and  Streptococcus  pyogenes  need 
to  be  covered  during  treatment.  Wounds  contami- 
nated with  soil,  human  or  animal  saliva  or  feces 
need  additional  coverage  for  aerobic  gram  negative 
rods  and  possibly  anaerobes.  In  these  wounds,  Clos- 
tridium species  are  far  more  important  than  Bac- 
teroides  fragilis,  which  might  be  encountered  in 
intra-abdominal  infections.  Other  common  orga- 
nisms, such  as  E.  coli,  Klebsiella  species,  Pepto- 
streptococcus,  Bacteroides,  Fusobacterium,  and 
occasionally  Streptococcus  pyogenes  may  cause 
emphysema  in  a wound. ^ 

It  is  interesting  to  note  that  the  antibiotic  used  to 
treat  the  patient  was  not  one  to  which  his  recovered 
organisms  were  sensitive.  This  illustrates  that  the 
most  important  part  of  his  treatment  was  surgical 
drainage  of  the  wound. 

Deep  infections  of  the  hand  must  be  explored  and 
drained.  Infection  of  the  palm  or  deep  wound  punc- 
tures from  the  palmar  or  dorsal  side  may  violate  the 
palmar  aponeurosis  and  should  be  opened  widely 
and  explored.  Only  superficial  infections  of  the  hand, 
limited  to  the  skin,  should  be  treated  with  wound 
care  and  oral  antibiotics. 


Involvement  of  tendons  with  infection  can  be  sus- 
pected by  physical  examination.  Kanavel’s  signs  of 
infection  in  flexor  tendon  sheaths  are: 

1)  finger  held  in  slight  flexion; 

2)  uniform  swelling  along  tendon  sheaths  (as 
compared  to  localized  swelling  in  a more  su- 
perficial infection); 

3)  intense  pain  on  attempting  to  extend  the  fin- 
ger; and 

4)  tenderness  along  the  entire  course  of  the  ten- 
don. 

Patients  should  be  assessed  for  these  signs. 

A period  of  physical  therapy  during  convales- 
cence may  be  needed  to  restore  function  after  heal- 
ing takes  place.  Specifically,  a program  aimed  at 
restoring  strength,  mobility  and  dexterity  may  be 
needed  for  full  return  of  function.  Each  individual’s 
progress  must  be  monitored  and  their  therapy  in- 
dividualized. 

In  summary,  deep  infections  of  the  hand  require 
aggressive  treatment,  including  high  doses  of  an- 
tibiotics and  surgical  exploration.  Some  physical 
rehabilitation  may  be  required  in  certain  instances. 
With  careful  medical  management,  however, 
wounds  generally  heal  well  and  leave  no  disability. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle’’  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

IMPAIRED  PHYSICIANS  PROGRAM 

(913)  235-2383 

Toll-free  in  Kansas:  (800)  332-0156 
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Official  Proceedings 

1988  Annual  Meeting  of  the  House  of  Delegates 


Transactions  of  the  129th  Annual  Session  of  the 
Kansas  Medical  Society  are  published  in  this  issue 
of  Kansas  Medicine. 

The  resolutions  are  printed  in  numerical  order 
following  the  minutes  of  the  Second  House  of  Del- 
egates session.  Those  resolutions  that  were  not 
adopted  but  were  referred  for  further  study  or  in- 
formation are  so  indicated.  The  resolutions  that  failed 
to  pass  are  retained  in  the  official  minutes  at  the 
executive  office,  but  are  not  reported  here. 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  of  the 
Kansas  Medical  Society  convened  on  Friday,  April 
29,  1988,  beginning  at  8:30  a.m.  at  the  Alameda 
Plaza  Hotel,  Kansas  City,  Missouri.  Donald  W. 
Hatton,  M.D.,  President  of  the  Kansas  Medical  So- 
ciety, opened  the  meeting.  Deloris  W.  Bell,  M.D., 
President  of  the  Johnson  County  Medical  Society, 
and  Harold  Esrig,  D.O. , President  of  the  Wyandotte 
County  Medical  Society,  welcomed  the  Delegates 
to  the  meeting.  Ivan  E.  Rhodes,  Speaker,  called  the 
meeting  to  order  and  announced  the  presence  of  a 
quorum.  He  explained  the  composition  of  the  House, 
outlined  the  rules  for  conducting  business,  and  stated 
that  the  House  would  follow  the  Sturgis  Standard 
Code  of  Parliamentary  Procedure. 

The  minutes  of  the  1987  meeting  were  approved. 
The  following  were  appointed  tellers  for  the  primary 
election: 

Z.  Rex  Boyd,  M.D.,  Wichita,  Chairman 

Donald  D.  Goering,  M.D.,  Coldwater 

Newton  C.  Smith,  M.D.,  Arkansas  City. 

Dr.  Rhodes  introduced  First  Vice  President  Alex 
Scott,  M.D.,  Junction  City,  who  announced  his  de- 
cision to  retire  from  medical  practice  and  to  seek  a 
seat  of  State  Representative.  Dr.  Scott  felt  it  was 
appropriate  under  the  circumstances  to  relinquish 
his  position  as  First  Vice  President  of  KMS.  He 
therefore  offered  his  resignation.  Dr.  Scott’s  res- 
ignation was  received  with  the  utmost  regret,  and 
he  was  given  a standing  ovation  for  his  past  services 
to  medicine  and  his  resolve  to  seek  a seat  in  the 
legislature. 

In  presenting  the  slate  of  nominees,  Franklin  G. 
Bichlmeier,  M.D.,  Chairman  of  the  Nominating 
Committee,  stated  that  the  office  of  President  Elect 
would  now  be  added  to  the  slate.  The  following 


election  procedure  was  established: 

The  four  nominees  for  the  office  of  Second  Vice 
President,  plus  any  nominations  from  the  floor,  will 
technically  be  considered  as  nominees  for  First  Vice 
President.  The  two  nominees  with  the  most  votes 
will  be  the  final  candidates  for  this  office.  This 
election  will  be  held  during  this  session  of  the  House. 

A primary  ballot  for  Second  Vice  President  will 
include  the  remaining  nominees  who  were  not  elected 
First  Vice  President,  plus  nominations  from  the  floor. 
The  two  nominees  with  the  most  votes  in  the  pri- 
mary election  for  Second  Vice  President  will  then 
comprise  the  final  ballot  for  the  Sunday  session  of 
the  House. 

After  explaining  the  election  process,  the  Speaker 
ordered  distribution  of  the  primary  ballots  to  reg- 
istered delegates  only.  Members  voted  for  the  fol- 
lowing slate: 

President  Elect: 

Roger  D.  Warren,  M.D.,  Hanover 
First  Vice  President: 

Larry  R.  Anderson,  M.D.,  Wellington; 
Deloris  W.  Bell,  M.D.,  Shawnee  Mission; 
Mark  G.  Bell,  M.D.,  Salina; 

Joseph  Meek,  M.D.,  Wichita; 

David  Leitch,  M.D.,  Garnett. 

Second  Vice  President: 

(Selected  from  candidates  for  First  Vice  Pres- 
ident, as  explained  above.) 

Constitutional  Secretary: 

Arthur  Snow,  Jr.,  M.D.,  Shawnee  Mission 
Treasurer: 

Donald  R.  Brada,  M.D.,  Wichita 
AMA  Delegate  1988-89: 

Alex  Scott,  M.D.,  Junction  City 
AMA  Delegate  1989-90: 

Kermit  Wedel,  M.D.,  Minneapolis 
AMA  Delegate  1989-90: 

Warren  Meyer,  M.D.,  Wichita 
AMA  Alternate  Delegate  1989-90: 

Stephen  F.  Miller,  M.D.,  Parsons 
AMA  Alternate  Delegate  1988-89: 

Jay  S.  Schukman,  M.D.,  Great  Bend 
AMA  Alternate  Delegate  1988-89: 

John  P.  Brockhouse,  M.D.,  Emporia 
The  slate  for  House  of  Delegates  officers  was: 
Speaker: 

Ivan  E.  Rhodes,  M.D.,  Wichita 
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Vice  Speaker: 

Kenneth  L.  Derrington,  M.D.,  Shawnee  Mis- 
sion 

Richard  Meidinger,  M.D.,  Topeka. 

As  the  tellers  collected  the  ballots  and  retired  to 
count  them,  Dr.  Derrington,  Vice  Speaker,  called 
for  reports  of  officers  and  committees. 

Constitutional  Secretary  — 

Katherine  Pennington,  M.D. 

Current  Year 


Year-End 

Year-End 

Year-End 

thru 

Categories 

1985 

1986 

1987 

4114188 

ACTIVE 

2,276 

2,058 

1,990 

1,998* 

ACTIVE  2nd  Year 

37 

ACTIVE  1st  year 

24 

17 

57 

55 

PROBATIONARY 

63 

59 

92 

62 

RESIDENT 

89 

145 

187 

213 

STUDENT 

593 

600 

605 

585 

ASSOCIATE 

30 

30 

30 

29 

PERSONAL  EXEMPT 

37 

37 

24 

20 

RETIRED 

306 

356 

393 

399 

MILITARY 

7 

4 

2 

3 

EMERITUS 

106 

86 

75 

78 

TOTALS 

3,531 

3,392 

3,455 

3,479 

*Eigure  includes  197  members  whose  dues  are  delinquent. 


Treasurer  — 

Donald  Brada,  M.D. 

Dr.  Brada  stated  that  a written  report  was  distributed 
and  invited  the  members  to  ask  any  questions  they 
might  have  regarding  that  report. 


Necrology  Committee  — 

David  E.  Gray,  M.D.,  Chairman 

In  the  words  of  John  Donne  — 

Death,  be  not  proud,  though  some  have  called  thee 
Mighty  and  dreadful,  for  thou  art  not  so. 

For  those  whom  thou  think’ st  thou  dost  overthrow. 

Die  not,  poor  death,  nor  yet  canst  thou  kill  me. 

Since  our  last  report,  the  following  deaths  in  the 
Kansas  Medical  Society  have  been  reported  to  the 
Committee: 


Name  & City 

Age 

Date 

Hoyt  C.  Blaylock,  M.D.,  Wichita 

66 

8/20/87 

Hugh  H.  Boyle,  M.D.,  Wichita 

54 

11/19/87 

Alex  L.  Brown,  M.D.,  Wichita 

71 

10/22/86 

Oliver  R.  Buesing,  M.D.,  Leavenworth 

78 

2/12/88 

J.  Dale  Burger,  M.D.,  Hutchinson 

66 

6/08/87 

Woodrow  Campion,  M.D.,  Liberal 

72 

3/13/86 

Guy  W.  Cramer,  M.D.,  Parsons 

75 

7/26/87 

Harry  T.  Davidson,  M.D.,  Wichita 

99 

4/12/87 

Thomas  Dechairo,  M.D.,  Westmoreland 

74 

4/16/88 

Raphael  R.  DeSoigne,  M.D.,  Topeka 

68 

4/20/88 

Arthur  Dyck,  M.D.,  McPherson 

82 

5/23/86 

Harry  A.  Gerber,  M.D.,  Kansas  City  (b. 

1896;  DOD  unknown) 

Robert  F.  Horseman,  M.D.,  Shawnee  Mission 

68 

12/27/87 

Rae  R.  Jacobs.  M.D.,  Kansas  City 

51 

3/14/88 

Barbara  F.  Jones,  M.D.,  Kansas  City 

59 

8/07/87 

George  H.  Keene,  M.D.,  Wichita 

67 

1/21/88 

Henry  H.  Loewen,  M.D.,  Wichita 

84 

10/14/87 

Enzo  F.  Luzzati,  M.D.,  Wichita 

62 

11/87 

Walter  E.  Mau,  M.D.,  Topeka 

71 

8/22/87 

James  A.  McClure,  M.D.,  Topeka 

69 

6/04/87 

Charles  H.  Miller,  M.D.,  Parsons 

(DOD  unknown) 

John  E.  Morton,  M.D.,  Garden  City 

88 

12/26/87 

Ernest  Moser,  M.D.,  Holton 

78 

12/27/87 

Harold  F.  O’Donnell,  M.D.,  Sun  City,  CA 

88 

5/19/87 

Norman  H.  Overholser,  M.D.,  El  Dorado 

71 

10/04/87 

0.  Vale  Page,  M.D.,  Plainville 

67 

3/23/87 

Lyle  F.  Schmaus,  M.D.,  lola 

87 

12/11/86 

Donald  P.  Trees,  M.D.,  Hollywood,  CA 

73 

12/26/87 

Maurice  A.  Walker,  M.D.,  Kansas  City 

83 

11/15/87 

Thomas  J.  Walz,  M.D.,  Topeka 

94 

1/04/88 

Howard  L.  Wilcox,  M.D.,  Lawrence 

70 

1/16/88 

Robert  P.  Woods,  M.D.,  Topeka 

73 

2/09/88 

Editorial  Board 

David  E.  Gray,  M.D.,  Chairman 

It  is  with  regret  that  I report  that  it  has  been  a 
relatively  quiet  year  for  Kansas  Medicine.  This  is 
due  in  part  to  the  fact  that  the  editor  is  not  of  the 
firebrand  type  but  also  that  we  have  avoided  articles 
reporting  that  the  author  intentionally  terminated  a 
patient  — or  unintentionally,  either,  for  that  matter. 
We’ll  let  our  bigger  and  better-heeled  cousin  in  Chi- 
cago do  that. 

Our  financial  boat  has  ridden  smoothly,  if  not 
rapidly.  We  have  tried  not  to  rock  it,  and  the  Council 
has  continued  to  keep  it  bailed  out.  Of  course,  our 
astute  business  manager  keeps  a firm  hand  on  the 
wheel,  so  we  continue  to  pledge  allegiance  to  him 
each  morning.  Perhaps  he  is  not  aware  that  when 
the  Legislature  is  in  session  we  have  considered 
renting  out  his  office,  as  he’s  never  there  anyway. 

We  are  holding  our  own  in  relation  to  our  peers 
in  the  state  and  regional  journal  group  in  regard  to 
finance  and  its  handmaiden,  advertising.  We  still 
invite  your  professional  advertising  and  observe  that 
a long-standing  objection  to  self-promotion  is  dis- 
appearing as  nearly  everyone  gets  behind  a corpo- 
rate name. 

Kansas  Medicine  was,  as  some  of  you  know, 
one  in  a group  of  journals  selected  by  the  State 
Medical  Journal  Advertising  Bureau  for  a sampling 
of  readership  views  regarding  the  local  products. 
We  are  pleased  to  report  receiving  a passing  grade, 
a particular  relief  since  our  sample  was  made  up 
with  attention  to  excluding  office  staff,  the  Editorial 
Board  and  family  members.  Those  who  participated 
are  known  to  themselves,  though  not  to  us,  so  we 
extend  our  thanks  to  them. 

New  faces  are  apparent  around  the  table.  We  have 
been  fortunate  in  obtaining  the  services  of  Susan 
Ward,  a Connecticut  Yankee  by  way  of  Phoenix, 
as  our  production  editor.  She  does  everything  ex- 
pertly, including  guiding  me  in  things  I should  have 
learned  in  grade  school  at  the  turn  of  the  century. 
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The  Editorial  Board  has  gained  from  the  filling 
of  vacancies  and  some  new  blood.  The  nominations 
mentioned  in  my  report  a year  ago  — James  Price 
from  the  UKSM-KC,  Ralph  Reed  of  Lawrence,  and 
Harry  Kroll  and  Jim  Ransom  of  Topeka  — were, 
to  no  one’s  surprise,  approved  by  the  Council  and 
have  been  a welcome  benefit.  Unfortunately,  and 
as  you  should  know,  Ralph  turned  around  and  headed 
for  Washington  and  the  HHS.  We  are  keeping  his 
plate  in  the  oven  in  the  hope  he’ll  be  back  in  the 
not-too-distant  future.  In  addition,  we  have  called 
upon  various  individuals  from  time  to  time  for  ex- 
pert advice  regarding  manuscripts  and  are  grateful 
to  them. 

You  now  probably  know  more  about  Kansas 
Medicine  than  you  wanted  to  know.  I cannot  de- 
part, however,  without  my  annual  — and  still  in- 
adequate — tribute  to  the  Managing  Editor.  We  are 
more  than  fortunate. 

And  now,  knowing  that  any  crass  monetary  return 
the  President  of  the  Society  receives  pales  by  com- 
parison with  the  Board’s  annual  gesture  of  felici- 
tation, I am  pleased  to  present  a bound  copy  of  the 
year’s  activities  — ours  and  some  of  his  — to  Don 
Hatton. 


Dr.  Gray’s  report  was  greeted  with  applause.  Drs. 
Gray  and  Hatton  exchanged  bound  volumes  of  Kan- 
sas Medicine. 


Impaired  Physicians  Committee  — 

Timothy  M.  Scanlan,  M.D.,  Chairman 

The  Impaired  Physicians  Committee  (IPC)  adapted 
to  many  changes  this  past  year.  The  year  started 
with  a new  contract  with  the  Board  of  Healing  Arts, 
defining  the  relationships  mandated  under  HB  2661 . 
This  year  has  seen  a strengthening  of  the  relation- 
ship between  the  Committee  and  the  Board,  and  the 
program  has  run  well  so  far.  I think  both  sides  are 
satisfied.  The  contract  includes  funding  for  the  IPC 
program  based  on  funds  obtained  from  licensure 
fees.  A part-time  medical  director  was  contracted 
with,  and  a clinical  coordinator  (R.N.)  was  hired 
to  staff  the  program  at  the  KMS  office. 

The  volume  of  work  increased  dramatically,  due 
to  the  Board’s  referral  of  physicians  they  had  under 
stipulation  and  to  the  mandatory  reporting  law.  A 
summary  of  year-to-date  activity  is  attached.  The 
Committee  was  made  larger  in  an  attempt  to  have 
statewide  representation.  The  structure/membership 
of  the  Committee  is  still  evolving. 

Brochures  were  developed  for  distribution  to  all 
licensed  physicians,  auxiliary  groups,  hospital  ad- 
ministrators and  staff  leadership,  and  to  anyone  re- 


questing information. 

A student/resident  program  is  taking  shape,  and 
a brochure  was  developed  for  it,  too.  It  will  be 
distributed  to  students,  spouses  and  faculty.  Local 
committees,  subcommittees  of  the  IPC,  were  set  up 
to  assist  with  this  program.  They  will  assist  with 
educational  efforts,  in  addition  to  student/resident 
impairment  activities. 

The  first  annual  professional  impairment  educa- 
tional seminar  was  conducted  in  January  in  Salina. 
Seventy-three  professionals,  representing  13  profes- 
sional groups,  attended.  Further  programs  designed 
to  educate  Committee  members  are  planned.  This 
conference  also  led  to  the  development  of  a coalition 
of  professional  impairment  committees  to  work  to- 
gether on  the  common  problems  related  to  impair- 
ment. Many  professional  groups  have  expressed  a 
desire  that  KMS  manage  their  program,  and  plans 
are  underway  to  contract  with  such  groups  in  the 
future.  A contract  with  the  Dental  Board/ Associa- 
tion is  pending. 

This  growth  and  activity  bring  additional  chal- 
lenges. The  responsibilities  of  the  Committee  chair- 
man and  medical  director  need  to  be  separated  and 
defined.  A full-time  medical  director  will  be  needed 
in  the  near  future,  due  to  the  expansion  of  the  pro- 
gram. This  will  assist  in  and  attract  future  contract- 
ing with  other  professional  groups.  Funding  for  this 
program  may  need  to  come  from  sources  other  than 
license  fees  and  contracts. 

Overall,  it  has  been  a busy  and  successful  year 
of  expansion  for  the  Professional  Impairment  Pro- 
gram. It  has  attracted  positive  media  attention,  and 
our  membership  is  becoming  more  aware  of  its  func- 
tions. 


Jimmie  A.  Gleason,  M.D.,  Chairman  of  the  Leg- 
islative Committee,  was  invited  to  give  his  report. 
He  first  asked  Donald  W.  Hatton,  M.D.,  to  discuss 
the  activities  regarding  the  AIDS  bill.  Dr.  Hatton 
reported  that  he  had  advised  the  legislature  to  follow 
the  Governor’s  Task  Force  recommendations.  The 
issue  of  mandatoiy  reporting  was  challenging,  since 
it  would  have  discouraged  seropositive  individuals 
from  being  tested  and  receiving  medical  care  — 
also  minimizing  contact  tracing  and  partner  notifi- 
cation. The  bill  as  passed  is  all-inclusive  and  work- 
able, and  does  not  include  mandatory  reporting. 

Dr.  Gleason  then  gave  his  report  on  professional 
liability  activities  and  on  the  status  of  several  bills, 
including  one  just  signed  by  the  Governor  that  will 
allow  KMS  to  insure  physicians.  A future  goal,  he 
added,  is  to  eliminate  mandatory  malpractice  in- 
surance coverage. 
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The  House  expressed  their  appreciation  to  Dr. 
Gleason  for  his  hard  work  and  many  efforts  in  the 
legislative  arena,  and  accorded  him  a round  of  ap- 
plause. 

The  Speaker  introduced  Mrs.  Phyllis  Bigler  and 
Mrs.  Linda  Nance. 

Mrs.  Nance,  the  AMA  Auxiliary  Membership 
Chairman,  gave  a brief  address  on  how  medical 
society  auxiliaries  can  make  a difference  to  Amer- 
ican medical  care.  Some  of  the  areas  in  which  aux- 
iliaries have  been  active  are  adolescent  health  care, 
legislation  for  quality  of  care,  medical  education 
and  the  medical  family. 

Mrs.  Bigler,  KMS  Auxiliary  President,  then  pre- 
sented a brief  history  of  the  KMS  Auxiliary  (some 
of  which  appeared  in  the  April  1988  issue  of  Kan- 
sas Medicine  under  the  title  “Interesting  Facts  about 
the  KMS  Auxiliary”).  She  also  paid  a tribute  to 
Kansas  physicians.  Dr.  Hatton  presented  Mrs.  Big- 
ler with  a medallion  to  commemorate  her  year  as 
KMS  A President. 

Dr.  Rhodes  announced  that  Dr.  Meek  had  re- 
ceived the  majority  vote  on  the  primary  ballot,  and 
that  Dr.  Anderson  and  Dr.  Dee  Bell  had  tied  for 
second  place.  They  were  asked  to  leave  the  room 
while  a vote  was  taken.  On  a standing  vote.  Dr. 
Anderson  received  the  majority  count.  Final  ballots 
were  distributed  for  the  office  of  First  Vice  Presi- 
dent, with  the  names  of  Drs.  Anderson  and  Meek. 

While  the  ballots  were  being  counted,  the  Speaker 
invited  James  Loeffler,  M.D. , KaMPAC  Chairman, 
to  speak  for  KaMPAC.  Dr.  Loeffler  asked  the  mem- 
bers for  their  financial  support  of  KaMPAC.  Such 
support,  he  said,  is  urgent  in  an  election  year  when 
virtually  every  office  is  being  contested. 


KMS/SRS  Liaison  Committee  — 

Philip  A.  Godwin,  M.D.,  Chairman 

In  reviewing  Committee  activities  during  this  past 
year,  the  Committee  diligently  pursued  the  matter 
of  physician  reimbursement.  As  of  July  1,  1987, 
obstetrical  and  newborn  maximum  allowances  were 
increased  to  the  75th  percentile  of  the  1986  custom- 
ary fees. 

Because  of  the  budgetary  realities,  rate  increases 
must  be  prioritized.  As  of  July  1,  1988,  we  expect 
pathologists  to  receive  direct  reimbursement,  hope- 
fully at  the  75th  percentile  of  the  customary  pre- 
vailing charges.  Anesthesiology  fees,  frozen  for  10 
years,  will  also  be  adjusted.  Inpatient  surgical  pro- 
cedures, office  visits,  consultations  and  pediatric 
services  will  be  our  next  target.  SRS  seriously  seeks 
KMS’  assistance  with  the  Legislature  in  obtaining 


appropriate  funding  for  the  medical  care  program 
for  the  indigent. 

There  continues  to  exist  a misconception  regard- 
ing patient  selection  under  Medicaid.  The  physician 
has  the  right  to  decide  whether  to  accept  or  not  to 
accept  as  a patient  an  individual  in  the  Medicaid 
program  by  employing  the  same  criteria  used  for 
patients  generally;  In  non-emergency  situations  and 
if  a physician-patient  relationship  had  not  been  pre- 
viously established. 

Access  to  medical  care  for  the  indigent  has  been 
a problem  in  some  areas  of  the  state.  On  a positive 
note,  (1)  the  pilot  project  “The  Caring  Program” 
is  being  tested  in  Shawnee  and  Barton  counties.  This 
is  a modified  health  care  insurance  plan  for  the 
uninsured/underinsured;  (2)  KMS  has  testified  be- 
fore the  Legislature  to  extend  eligibility  criteria  for 
pregnant  women  and  children;  (3)  the  Flint  Hills 
Primary  Care  Network  has  been  established.  This 
is  a volunteer  effort  by  the  Flint  Hills  Medical  So- 
ciety to  assure  the  availability  of  health  care  services 
to  the  low-income  population. 

More  projects  on  the  order  of  the  Flint  Hills  effort 
are  needed  across  the  state.  Because  the  physicians 
are  the  only  ones  who,  by  law,  can  provide  medical 
care,  it  behooves  us  to  do  so.  Physicians  have  tra- 
ditionally included  a great  deal  of  uncompensated 
or  reduced-fee  care.  That  this  need  still  exists  and 
seems  to  grow  at  a time  when  the  standard  of  living 
generally  is  at  the  apex,  is  a paradox. 

There  continue  to  be  problems  with  claims  proc- 
essing. EDS  Federal  does  this  with  computers,  and 
the  old  adage  applies:  “garbage  in,  garbage  out.” 
Unless  complete  and  accurate  information  is  re- 
ceived, the  claim  cannot  be  processed.  If  your  office 
has  experienced  more  than  two  denials  on  a claim, 
you  should  contact  EDS  in  Topeka  (800-333-2666) 
and  talk  to  Carolyn  Counts.  If  your  office  experi- 
ences consistent  billing  problems,  EDS  staff  will 
schedule  a visit  to  your  office  to  clear  up  any  mis- 
understandings. 

Formulary  restrictions  are  also  a problem.  Again, 
because  of  budgetary  constraints,  SRS  has  gone  to 
a bidding  process.  This  whole  area  is  under  the  Drug 
Utilization  Committee,  and  that  report  will  be  given 
next. 

The  Committee  has  heard  from  you,  the  physi- 
cians, that  Medicaid  clients  represent  a high-risk 
population  at  a very  low  rate  of  reimbursement. 
They  displace  the  regular  paying  patients.  The  pro- 
gram requires  much  paperwork.  And  the  retroactive 
denial  system  has  the  implication  of  challenging  the 
physician’s  decision  to  treat.  All  of  these  complaints 
have  been  presented  to  SRS,  and  SRS  agrees  with 
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them  all.  The  problem  is  that  the  people  are  out 
there,  and  they  require  physicians’  attention. 

In  conclusion,  we  encourage  physicians  with  spe- 
cific complaints  or  problems  concerning  Medicaid 
to  contact  the  Committee  for  assistance.  This  Com- 
mittee has  been  of  mutual  benefit  to  SRS  and  to 
Kansas  Medicine,  and  with  your  help  it  will  con- 
tinue to  function  well. 

The  Speaker  reported  that  Dr.  Meek  had  won  the 
election  for  First  Vice  President.  Primary  ballots  for 
Second  Vice  President  were  distributed,  and  Dr. 
Rhodes  invited  Dr.  Richardson  to  present  the  next 
committee  report. 


Drug  Utilization  Review  Committee  — 

J.  M.  Richardson,  M.D.,  Chairman 

This  is  a multidisciplinary  committee,  composed  of 
physicians,  pharmacologists,  pharmacists  and 
nurses.  The  primary  purpose  of  the  committee  is  to 
provide  consultation  to  SRS  regarding  the  SRS  drug 
formulary  and  methods  to  decrease  costs  of  the  drug 
program.  The  cost  of  drugs  has  escalated  dramati- 
cally, and  therefore  the  number  of  drugs  covered 
had  to  be  decreased.  This  is  the  only  alternative 
available  to  the  program  as  long  as  the  budget  is 
not  increased.  It  is  unfortunate  that  such  minor  rem- 
edies as  cold  medicine  and  minor  tranquilizers  can- 
not be  covered. 

The  committee  addresses  drug  utilization,  drug 
interactions  and  drug  abuse.  A number  of  cases  of 
“physician  shopping”  and  drug  abuse  were  iden- 
tified. 

While  the  DUR  Committee  is  not  in  favor  of  the 
bidding  process,  it  views  this  process  as  an  attempt 
to  reduce  costs.  With  emphasis  on  outpatient  care, 
more  expensive  drugs  are  used  which  make  the  pro- 
gram costly.  The  SRS  drug  program  cost  of  $21 
million  is  equal  to  the  total  outlay  for  physician 
services.  The  high-dollar  drugs  — Tagamet,  Pepcid 
and  Zantac  — represent  10%  of  the  total  drug  budget 
and  were  therefore  targeted  by  the  bidding  process. 
The  members  of  the  DUR  Committee  and  physi- 
cians are  opposed  to  this  curtailment,  but  the  pro- 
gram is  committed  to  continue  the  experiment  and 
will  re-evaluate  the  results. 

The  committee  issues  a monthly  Kansas  Drug 
Utilization  Review  newsletter.  Physician  input  and 
constructive  criticism  are  solicited  by  the  Commit- 
tee. 


Kansas  Foundation  for  Medical  Care  — 

Alex  Scott,  M.D.,  President 

Thank  you,  Mr.  Speaker,  Mr.  President,  Kansas 


Medical  Society  Officers,  Delegates  and  guests.  This 
is  my  first  opportunity  to  report  to  this  House  on 
the  activities  of  the  Kansas  Foundation  for  Medical 
Care.  I expect  to  review  the  activities  of  the  Foun- 
dation during  the  past  year  and  address  some  re- 
marks to  the  future.  Perhaps  I should  say,  the  future 
as  seen  through  a glass  darkly. 

It  is  quite  apparent  that  inflation  in  the  medical 
care  system  has  outpaced  general  cost-of-living  in- 
creases. This  process  has  not  been  fueled  by  greed 
but  by  cost-push  factors  such  as  increased  overhead 
expenses  and  the  constant  application  of  improving 
an  innovative  technology.  Medical  personnel, 
somewhat  like  farmers,  are  extremely  productive 
people,  so  that  productivity  is  unusually  high  for 
the  small  number  of  personnel  delivering  the  prod- 
uct. Like  farm  subsidies,  medicine  is  also  being 
subsidized  primarily  through  payments  to  the  old 
and  infirm  (Medicare)  and  to  the  indigent  (Medicaid 
and  its  subsidiaries). 

In  addition  to  these  two  programs,  private  in- 
dustry provides  medical  care  as  a fringe  benefit. 
The  proliferation  of  this  add-on  has  been  encour- 
aged by  the  income  tax  laws  of  the  United  States. 
When  benefits  exist,  they  are  used.  Copayments, 
for  a number  of  reasons,  have  not  curbed  overuti- 
lization. Industries  in  an  intensely  competitive  in- 
ternational marketplace  face  firms  from  foreign  lands 
where  medical  care  is  provided  cheaper  and,  in  many 
cases,  is  a cheaper  product.  It  is  ironic  that  their 
high-technology  product  is  made  internationally 
competitive  by  a system  of  socialized  medicine. 

Thus,  you  see  government  and  industry  allied  to 
lower  the  cost  of  the  medical  delivery  system.  Are 
there  other  factors  in  this  equation?  Would  you  con- 
sider private  health  and  hospital  insurance  as  an- 
other player  in  the  cost-containment  game?  Abso- 
lutely. 

We  have  probably  identified  the  big  three.  Now, 
let  us  consider  what  they  are  demanding.  They  are 
simply  demanding  quality  care  at  bargain  basement 
prices.  It  is  no  Wonder  that  there  is  a demand  for 
audits  of  how  the  health  care  dollars  are  spent.  Un- 
fortunately, the  diversity  of  an  industry  based  on 
biological  science  is  difficult  to  measure  and  almost 
impossible  to  quantify  in  economic  constants. 

Certain  trends  appear  to  be  emerging.  Many  more 
physicians  are  accepting  salaried  employment.  Dr. 
Ralph  Reed,  a recent  Vice  President  of  the  Kansas 
Foundation  for  Medical  Care,  addressed  this  in  one 
of  the  recent  copies  of  the  Journal  of  the  American 
Medical  Association  when  he  wrote  of  the  twilight 
of  professionalism  in  medical  practice.  There  ap- 
pears to  be  an  impending  shortage  of  nurses.  We 
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have  seen  a decrease  in  the  number  of  medical  school 
applicants.  We  have  a new  diagnosis  which  is  called 
“professional  burn-out.’’  The  cure  for  these  prob- 
lems will  be  systematic  treatment  by  the  United 
States  Congress,  which  is  incapable  of  economic 
responsibility.  Congress  will  subsidize  this  defi- 
ciency in  personnel  numbers  by  literally  hiring  peo- 
ple into  the  system.  The  more  subsidy,  the  more 
government  control. 

What  can  we  do  about  this  general  state  of  affairs? 
We  must  stay  involved.  To  quote  from  Dr.  Louis 
Culp’s  report  last  year; 

“ . . .to  hang  in  there  if  you  have  been  involved, 
and  get  involved  if  you  have  not.  To  be  critical 
of  review  activities  and  decisions  with  no  under- 
standing of  the  process  or  problems  associated 
with  review  is  unjustified.’’ 

I wish  to  express  my  thanks  to  the  staff  of  the 
Kansas  Foundation  for  Medical  Care.  I wish  to  thank 
all  the  reviewers  who  have,  I am  sure,  tried  to  do 
right  as  they  have  seen  that  right.  And,  I thank  those 
who  have  offered  criticism  and  critique.  It  is  un- 
comfortable to  suffer  criticism,  but  without  it  many 
would  never  see  the  light. 

And,  in  the  first  part  of  this  report  did  I not 
mention  seeing  things  “as  through  a glass  darkly?’’ 
Thank  you  for  your  attention  to  my  humble  thoughts. 


Hospital  Medical  Staff  Section  — 

Richard  Darr,  M.D.,  Chairman 

Dr.  Darr  reported  that  there  are  three  working  com- 
mittees; Board  of  Healing  Arts,  KFMC  and  Model 
Medical  Staff  Bylaws.  There  are  subcommittees  as 
well,  and  he  presented  some  of  their  activities; 

• PRO.  The  co-chairmen  are  working  on  KFMC 
problems.  They  have  developed  a reporting  form 
aimed  at  reducing  reversal  of  denials,  which  he 
estimates  occur  approximately  40%  of  the  time. 
The  subcommittee  is  seeking  a review  of 
SuperPRO. 

• Medical  Staff  Bylaws.  Model  bylaws  are  being 
developed  for  Kansas,  based  on  those  in  Califor- 
nia and  Illinois. 

• Reporting  Forms  for  Board  of  Healing  Arts. 

Dr.  Darr  gave  a brief  outline  of  legislative  activ- 
ities and  then  offered  a few  observations  on  HMSS 
and  its  relationship  to  the  AM  A. 


President’s  Report  — 

Donald  W.  Hatton,  M.D. 

Members  of  the  Medical  Society,  auxilians  and 


friends.  First,  I wish  to  thank  you  for  the  opportunity 
to  serve  as  your  President  over  the  past  year.  I 
thought  when  I began  my  term  as  President  that  it 
would  be  a distinct  honor  to  serve  the  Society,  and 
now  at  the  end  of  my  term  I am  convinced  that  it 
was. 

I specifically  wish  to  thank  the  Auxiliary  for  their 
support  not  only  to  the  Medical  Society  as  a whole, 
but  to  their  physician  spouses.  I wish  to  laud  their 
continued  activity  in  community  services  and  their 
very  excellent  work  in  AMA-ERF. 

The  staff  of  the  Medical  Society,  directed  by  Jerry 
Slaughter  has  done  an  extremely  good  job.  I think 
the  addition  of  Chip  Wheelen  to  the  administrative 
staff  in  the  area  of  legislative  lobbying  has  been  a 
marked  improvement,  not  only  in  our  efforts  to  con- 
tact the  legislators,  but  also  to  increase  communi- 
cation with  our  own  members  concerning  our  leg- 
islative efforts. 

The  Medical  Society  has  been  extremely  active 
in  this  last  year.  We  have  worked  in  numerous  areas, 
and  I wish  to  list  some  of  those  things  which  I feel 
we  have  accomplished,  facilitated,  or  completed. 

The  first  thing  that  comes  to  my  mind  is  the 
appointing  of  my  partner  Ralph  Reed  as  the  As- 
sistant Deputy  Director  of  Health  and  Human  Ser- 
vices. I feel  it  is  good  for  Kansas  to  have  someone 
this  high  in  the  present  administration  and  health 
policy  area  with  whom  we  can  communicate.  His 
move  to  Washington  certainly  has  affected  me  per- 
sonally, because  Ralph  was  always  available  for  me 
to  discuss  Medical  Society  issues  at  a moment’s 
notice.  Additionally,  his  moving  to  Washington  has 
in  the  last  few  months  increased  the  amount  of  work 
which  I have  needed  to  do  in  my  practice. 

During  the  Council  District  meetings  I attended, 
and  at  other  meetings,  one  of  the  things  I attempted 
to  stress  is  the  fact  that  we,  as  physicians,  need  to 
think  more  about  our  personal  actions.  I have  stressed 
the  need  for  physician  professionalism  and  have 
attempted  to  increase  physicians’  self-esteem  by  re- 
minding them  of  the  code  of  conduct  to  which  they 
have  sworn  their  oath.  And  during  these  meetings 
we  have  delivered  news  from  the  local  society,  the 
AM  A and  other  national  organizations. 

The  Medical  Society  staff  and  I met  with  nu- 
merous people  from  allied  organizations  in  the  state 
and  also  with  officials  at  the  University  of  Kansas 
and  the  University  of  Kansas  Medical  Center.  We 
did  this  in  hopes  of  creating  good  will  and  additional 
lines  of  communication  which  might  be  helpful  to 
us  in  the  future. 

I served  on  the  Governor’s  Task  Force  on  AIDS 
and  attended  many  meetings  concerning  the  AIDS 
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LEGISLATURE  COMMENCES  Although  some  interim  legislative  committees  began  meeting  in 
INTERIM  STUDIES  late  June,  July  marks  the  time  when  most  interim  studies  are 

commenced  by  special  committees  consisting  of  both  senators 
and  representatives.  These  committees  are  created  by  the  Leg- 
islative Coordinating  Council  for  the  sole  purpose  of  study- 
ing specific  topics  assigned  to  them.  They  will  generally  con- 
clude their  hearings  and  deliberations  in  October  in  order  to 
finalize  reports  in  November.  The  reports  are  then  compiled 
into  a book  in  December  and  presented  to  the  Legislature,  which 
convenes  in  January  of  the  ensuing  year. 


In  This  Issue  . . . 

- Legislature  commences 
interim  studies 

- Medical  Defense 
leaves  Kansas 

- AMA  House  of  Delegates 
meeting  highlights 

- PRO  review  service 
is  now  offered 

- Change  in  mandatory 
reporting  procedure 

- Rating  physicians' 
qual i ty 

- Kansas  AIDS  hot  line 

- Helping  patients  to 
understand  Medicare 

- Drowning  accidents 

- Project  USA 

- Pali  conferences 


Several  of  the  1988  topics  for  study  should  be  of  interest  to 
physicians  and  other  health  care  providers.  The  Committee  on 
Commercial  and  Financial  Institutions  will  study  funding  an 
accident  and  health  assigned  risk  plan,  as  well  as  the  ques- 
tion of  abolishing  the  Health  Care  Stabilization  Fund.  This 
committee  is  chaired  by  Representative  Dale  Sprague. 

The  Committee  on  Judiciary  will  be  studying  two  subjects  that 
relate  to  professional  liability:  the  statute  of  limitations 
in  medical  malpractice  actions,  and  structured  settlements. 
This  committee  will  also  study  the  insanity  defense  issue  and 
the  question  of  durable  power  of  attorney  for  health  care. 

The  chairman  is  Senator  Robert  Frey. 

One  other  topic  will  be  of  interest  to  physician  faculty  mem- 
bers of  the  University  of  Kansas  School  of  Medicine.  The 
Committee  on  Ways  and  Means  will  study  the  Health  Care  Pro- 
vider Insurance  Availability  Act  as  it  relates  to  full-time 
physician  faculty  employed  by  the  medical  school.  This  com- 
mittee is  chaired  by  Representative  Rochelle  Chronister. 


MEDICAL  DEFENSE 
INSURANCE  COMPANY 
LEAVES  KANSAS 


Physicians  who  have  been  purchasing  their  malpractice  liabil- 
ity insurance  from  Medical  Defense  Insurance  Company  are 
receiving  notices  of  non-renewal  from  the  company.  Because 
of  a 60-day  notice  requirement,  MDI  will  continue  to  renew 
policies  during  July  and  August  but  not  thereafter.  The  MDI 
decision  will  affect  about  400  physicians,  who  will  be 
required  to  seek  other  coverage. 

The  company's  letter  to  policyholders  cites  the  Kansas  liabil- 
ity environment  as  the  principal  reason  for  withdrawing  from 
the  state.  In  other  words,  MDI  either  is  not  making  enough 
profit  or  is  losing  money  by  selling  malpractice  coverage  in 
Kansas.  The  MDI  letter  follows  a recent  Supreme  Court  deci- 
sion which  stifles  legislative  efforts  to  reform  the  tort  sys- 
tem and  curb  losses  in  medical  malpractice  cases. 


MDI's  decision  leaves  few  options  for  physicians,  who  must  ob- 
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tain  insurance  coverage  in  order  to  be  licensed  to  practice. 
The  St.  Paul  Fire  and  Marine  Insurance  Company  continues  to 
renew  policies  but  apparently  will  not  write  new  coverage. 
The  Medical  Protective  company  recently  informed  the  Insur- 
ance Commissioner  that  they,  too,  have  imposed  a moratorium 
on  issuance  of  new  policies  in  Kansas.  The  last--and  most 
expensive— option  is  the  Health  Care  Providers  Insurance 
Availability  Plan.  The  plan's  administrative  agency  may  be 
contacted  by  calling  316-223-5252. 

In  the  meantime,  the  Kansas  Medical  Society  continues  to  lay 
the  groundwork  for  a physician-owned  mutual  insurance  com- 
pany. A random  survey  of  KMS  members  will  determine  the 
feasibility  of  such  a company.  If  you  have  received  the 
questionnaire,  please  complete  it  as  soon  as  possible  and 
return  it  to  the  KMS  office. 


William  J.  Reals,  M.D.,  Wichita,  former  KMS  President  and  AMA 
Delegate  from  Kansas,  currently  Vice  Chancellor  and  Dean  of 
UKSM-Wichita  and  AMA  Delegate  from  the  College  of  American 
Pathologists,  was  re-elected  to  a third  term  on  the  AMA 
Council  on  Medical  Education.  Dr.  Reals  currently  serves  as 
Vice  Chairman  of  the  Council. 

The  Kansas  Delegation  introduced  four  resolutions,  with  the 
following  outcome: 

88-22:  SuperPRO  was  adopted.  It  calls  on  the  AMA  to  continue 
to  evaluate  the  performance  of  the  SuperPRO  and  HHS 
regional  office  case  review  activities,  and  to  report 
back  at  the  December  interim  meeting. 

88-23:  Appropri ate  Patient  Use  of  Hospital  Emergency  Rooms 
was  referred  to  the  AMA  Board  of  Trustees  for  further 
study,  along  with  three  resolutions  from  other  states 
on  the  same  subject.  The  House  believed  that  the 
referral  would  permit  the  relevant  subject-matter 
policy-development  bodies  of  the  AMA,  including  the 
Council  on  Medical  Service  and  the  Commission  on 
Emergency  Medical  Services,  to  consider  carefully  the 
issues  involved  and  engage  in  the  necessary  fact- 
finding and  policy  formulation  activities  so  as  to  de- 
velop a cohesive  and  internally  consistent  policy  that 
will  not  only  be  responsive  to  the  issues  raised  in 
all  four  resolutions,  but  will  also  provide  longer- 
term  policy  guidance  in  this  important  area. 

88-24:  Nursing  Shortage.  This  resolution,  seeking  to  reac- 
tivate the  three-year  nursing  education  program  and 
calling  on  AMA  to  initiate  a dialogue  with  ANA  on  this 
subject,  was  extracted  and  referred  to  the  Board  of 
Trustees  for  action. 

88-25:  HCFA  Standards  of  Care,  Hospital  Admissions.  This 
resolution  proposed  a study  of  morbidity,  mortality 
and  the  liability  issues  associated  with  cases  in 
which  patients  are  not  admitted  to  hospitals  because 
of  a perception  that  utilization  review  would  not 
allow  admission.  A substitute  resolution  combining 


this  and  two  others  was  adopted,  to  the  effect  that 
the  AMA  seek  to  have  the  federal  government  fund 
an  independent  study  to  examine  and  assess  the  pres- 
ent impact  on  the  quality  of  medical  care  from  man- 
dated utilization  review,  medical  necessity  standards, 
methods  of  review  and  denial  of  hospital  admission  for 
illness,  methods  of  reimbursement,  and  surgical  and 
invasive  procedures. 

The  September  issue  of  KANSAS  MEDICINE  will  contain  more  news 

of  the  AMA  House  of  Delegates  meeting. 

PRO  REVIEW  SERVICE 
IS  NOW  OFFERED 

KMS  Resolution  88-13,  adopted  by  the  House  of  Delegates  in 
May,  offers  KMS  members  a mechanism  to  review  PRO  quality 
determinations.  (See  Resolution  88-13  on  page  201  in  this 
issue  of  the  journal.)  The  service  will  be  provided  by  the 
Professional  Practices  Review  Committee,  under  the  chair- 
manship of  Newton  C.  Smith,  M.D.,  Arkansas  City. 

The  interested  physician  must  initiate  the  review  by  con- 
tacting KMS-PPR.  An  adequate  patient  release  of  information 
must  be  secured,  and  all  documentation  from  the  physician  and 
KFMC  must  be  submitted.  This  review  process  can  be  initiated 
only  after  all  PRO  appeals  have  been  exhausted. 

CHANGE  IN  MANDATORY 
REPORTING  PROCEDURE 

As  of  July  1,  1988,  the  Confidential  Quarterly  Report,  which 
provides  statistical  information  on  the  number  of  reportable 
incidents,  investigations  conducted  and  actions  taken,  will 
no  longer  need  to  be  filed  with  the  Board  of  Healing  Arts. 

But  this  form  should  continue  to  be  filed  with  the  Department 
of  Health  and  Environment  for  in-hospital  incidents. 

A new  "Report  of  Adverse  Findings"  form  has  been  developed  and 
should  be  filed  with  the  Board  of  Healing  Arts  for  specific 
adverse  findings  or  corrective  actions  taken  involving  any 
one  of  the  10  professions  regulated  by  the  Board  (M.D.,  D.O., 
D.C.,  D.P.M.,  P.A.,  P.T.,  P.T.A.,  O.T.,  O.T.A.  and  R.T.). 

The  Board  is  notifying  all  hospitals  of  the  changes.  Direct 
questions  concerning  the  new  procedures  to  the  General  Coun- 
sel at  the  Kansas  State  Board  of  Healing  Arts,  913-296-7413. 

RATING  PHYSICIANS' 
QUALITY 

HCFA  is  initiating  a study  to  rate  physicians  who  treat 
Medicare  patients  on  the  "quality"  of  patient  care.  The 
study  is  expected  to  take  several  years  to  complete.  While 
acknowledging  numerous  problems  with  such  a study  (some  phy- 
sicians see  relatively  sicker  patients,  data  files  may  be 
incomplete,  lack  of  reliable  statistical  models,  etc.),  the 
government  feels  the  project  can  be  done.  The  eventual  use 
for  the  data  has  not  been  determined,  but  ratings  could  be 
released  to  newspapers  next  to  physicians'  names,  not- 
withstanding significant  obstacles  to  the  reliability  and 
meaningfulness  of  such  studies. 

KANSAS  AIDS  HOT  LINE 

On  June  1,  1988,  KDHE's  AIDS  hot  line  was  staffed  with  opera- 
tors to  answer  questions  generated  by  the  federal  govern- 
ment's AIDS  brochure  mailing.  Now  the  demand  for  information 
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has  returned  to  normal,  and  the  hot  line  is  again  providing  a 
recorded  message,  which  may  be  heard  at  any  time.  (A  deci- 
sion whether  to  staff  the  hot  line  with  volunteer  operators 
during  business  hours  is  pending.)  The  recorded  message 
currently  in  use  describes  the  etiology  and  symptoms  of  the 
disease  and  lists  cities  and  towns  in  the  state  where  testing 
and  counseling  are  available.  The  Kansas  AIDS  hot  line 
number  is  1-800-232-0040. 


When  patients  are  confused  about  their  Medicare  coverage  for 
physician  services,  the  office  staff  can  help  by  providing 
both  verbal  and  written  explanations.  A "Medicare  fact  sheet" 
will  provide  patients  with  information  that  can  be  referred 
to  when  questions  arise.  Content  of  the  fact  sheet  will  vary 
depending  on  the  office  policy  on  accepting  assignment.  It 
may  include  such  items  as:  explanation  of  the  yearly  deduc- 
tible, the  role  of  supplemental  insurance,  office  policies 
relating  to  submission  of  claim  forms,  and  an  explanation  of 
why  the  patient  is  billed  for  the  20%  not  paid  by  Medicare. 

Ideally,  the  staff  will  spend  time  going  over  the  Medicare 
coverage  with  patients  when  they  come  in  for  their  initial  ap- 
pointment. This  can  help  prevent  misunderstandings  later  on. 


Across  the  nation,  private  swimming  pools  rank  as  the  major 
drowning  site  for  both  sexes  and  almost  every  age.  "Drowning 
has  become  an  accident  of  affluence,"  according  to  a JAMA 
editorial.  It  "is  now  the  second  leading  cause  of  accidental 
death  in  children  and  the  second  leading  cause  of  years  of 
potential  life  lost."  The  high  fatality  rate  and  extensive 
neurological  morbidity  associated  with  drowning  accidents  man- 
date prevention  rather  than  treatment  as  the  primary  strategy 
to  combat  the  problem.  Inadequate  coverage  and/or  fencing 
around  pools,  hot  tubs  and  whirlpools  is  the  cause  of  many  ac- 
cidents, and  the  number  of  bathtub  brownings  of  children  under 
two  suggests  that  parents  need  to  be  reminded  of  their  chil- 
dren's inability  to  take  care  of  themselves  around  water. 


Project  USA  is  an  AMA  program  to  recruit  fully  licensed  phy- 
sicians for  short-term,  general  medical  assignments  at  Indian 
Health  Service  and  National  Health  Service  Corps  hospitals 
and  clinics.  The  vacancies  last  from  2 to  4 weeks  and  occur 
in  a variety  of  locations.  Participating  physicians  receive 
a stipend  of  $750  per  week,  plus  round-trip  transportation 
and  living  accommodations. 

Physicians  interested  in  participating  in  Project  USA  should 
contact  John  Naughton,  Project  Director,  Project  USA, 

American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  IL  60610,  telephone  312-645-4702. 


Uri nary  Incont i nence  i n Adults , NIH  consensus  development  con- 
ference, October  3-5,  Bethesda,  MD.  For  information,  call 
301-468-MEET. 

National  Cholesterol  Conference,  November  9-11,  Arlington, 

VA.  For  information,  call  301-951-3275. 


issue.  Other  members  of  the  Medical  Society  worked 
very  hard  attempting  to  formulate  policy  and  to  ed- 
ucate physicians  and  other  Kansans  concerning 
AIDS.  The  Medical  Society  has  been  authorized  by 
the  Executive  Committee  to  help  assist  in  the  ed- 
ucation efforts  of  both  physicians  and  others. 

We  have  spent  a great  deal  of  time  on  the  issue 
of  tort  reform.  This  has  been  on  physicians  minds, 
and  also  on  the  minds  of  others  — not  the  least  of 
whom  is  the  Governor  of  Kansas,  who  wrote  us  all 
and  encouraged  us  to  contact  our  legislators  con- 
cerning our  feelings  on  tort  reform.  I personally  met 
with  a number  of  attorneys,  including  those  from 
the  Kansas  Trial  Lawyers  Association,  in  an  attempt 
to  deal  with  the  issues  surrounding  tort  reform  and 
the  issues  of  medical  malpractice. 

We  spent  a large  amout  of  time  investigating  the 
possibility  of  creating  our  own  medical  malpractice 
liability  insurance  company.  Jerry  Slaughter  has 
traveled  and  met  with  other  insurance  companies  to 
look  into  the  possibility  of  assistance  from  estab- 
lished companies,  in  addition  to  critically  analyzing 
whether  or  not  a medical  malpractice  insurance 
company  is  feasible  for  Kansas. 

With  Frank  Bichlmeier’s  help,  KMS  Services, 
our  for-profit  subsidiary,  has  been  active,  particu- 
larly in  attempting  to  develop  a retirement  program 
which  we  could  endorse.  We  have  put  together  such 
a package,  which  will  be  presented  here  at  this  an- 
nual meeting. 

The  relative  value  scale  is  another  issue  which 
has  taken  some  of  our  attention.  The  AM  A is  help- 
ing us  to  evaluate  critically  the  resource-based  rel- 
ative value  scale,  which  has  been  developed  by  Har- 
vard and  will  be  coming  out  later  this  summer.  We 
have  created  an  ad  hoc  committee  to  evaluate  the 
relative  value  scale  and  to  give  a response  to  the 
AMA  at  a time  which  will  allow  for  response  from 
American  medicine  to  the  Health  Care  Financing 
Administration  in  hopes  of  changing  or  altering  the 
relative  value  scale  to  our  patients’  benefit. 

There  have  been  many  things  which  we  have  been 
unable  to  accomplish  and  things  which  remain  un- 
done. There  are  multiple  persistent  problems  that 
cannot  be  solved  in  one  year,  but  will  take  a number 
of  years  to  address.  The  medical  malpractice  issue 
is  one  of  those,  and  I’m  certain  that  we  will  continue 
over  the  years  to  have  to  deal  with  this  problem. 
AIDS  will  be  a continuing  battle  with  which  we  will 
all  need  to  get  involved.  The  relative  value  scale 
has  great  potential  for  causing  physicians  to  develop 
animosity  toward  each  other  and  is  something  we 
need  to  work  on  so  that  we  can  be  unified  and  not 
split  our  camp. 


I am  particularly  interested  in  medical  services. 
I have  asked  Terry  Poling,  your  next  president,  if 
we  can  establish  an  ad  hoc  committee  to  look  at  the 
areas  of  indigent  care,  AIDS  care,  and  rural  care  in 
hopes  that  we  might  develop  policies  from  the  phy- 
sicians’ perspective  that  might  better  deal  with  these 
problems. 

Again,  I want  to  thank  you  for  your  support  and 
for  the  opportunity  to  serve. 


At  the  conclusion  of  his  talk.  Dr.  Hatton  was 
given  a standing  ovation  by  the  members. 

Because  the  Legislature  was  still  in  session.  Ex- 
ecutive Director  Jerry  Slaughter  was  unable  to  at- 
tend the  first  meeting  of  the  House  of  Delegates. 
In  his  absence.  Dr.  Hatton  presented  the  Director’s 
report.  He  praised  the  KMS  staff,  adding  that  Chip 
Wheelen,  the  new  Director  of  Public  Affairs,  has 
been  very  helpful  at  lobbying  efforts.  Tort  reform 
and  the  Health  Care  Stabilization  Fund  have  been 
the  main  concerns  in  this  legislative  session.  The 
constitutional  amendment  issue  will  depend  on  the 
phrasing  of  the  Supreme  Court  decision. 

The  results  of  the  primary  election  were  an- 
nounced. Dr.  Meek  was  elected  First  Vice  Presi- 
dent. Drs.  Anderson  and  D.  W.  Bell  will  be  on  the 
ballot  for  Sunday’s  election  for  the  office  of  Second 
Vice  President. 

Dr.  Rhodes  announced  that  the  following  Council 
districts  would  need  to  caucus  to  elect  new  coun- 
cilors: 2,  4,  11,  13,  15,  16,  17,  18  and  19.  All  are 
eligible  for  re-election. 

The  Speaker  announced  the  Reference  Commit- 
tee, as  follows: 

Larry  Anderson,  M.D.,  Wellington,  Chairman 
Ann  Allegre,  M.D.,  Kansas  City 
Robert  Parman,  M.D.,  Topeka 
Don  Tillotson,  M.D.,  Ulysses 
James  Wilson,  M.D.,  Coffeyville 
Franklin  G.  Bichlmeier,  M.D.,  introduced  Tom 
Curtis  and  A1  Cohen  of  Cohen  & Curtis,  who  have 
been  preparing  a retirement  program  for  KMS. 

A1  Cohen  reported  that  they  are  awaiting  IRS 
finalization  of  tax  reform,  after  which  they  will 
complete  a custom-designed  program  specifically 
for  Kansas  physicians.  They  will  conduct  regional 
seminars  to  introduce  this  program  and  then  will 
meet  with  interested  physicians  to  tailor  the  plan  to 
their  needs.  The  plan  will  earn  income  from  several 
sources:  mutual  funds,  certificates  of  deposit,  cable 
TV,  real  estate,  equipment  leasing,  and  variable 
annuities.  Interest-sensitive  and  variable  life  insur- 
ance will  also  be  included.  A related  disability  pro- 
gram will  offer  coverage  at  a 15%  discount. 
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The  Speaker  asked  for  any  unfinished  business. 
There  being  none,  new  business  was  entertained. 

The  Speaker  read  resolutions  88-1  through  88-30 
and  referred  them  for  discussion  to  the  Reference 
Committee.  He  announced  rules  for  introducing  res- 
olutions from  the  floor.  The  following  were  pre- 
sented: 

88-31  — Nursing  Shortage  — Medical  Society 
of  Sedgwick  County 

88-32  — Risk  Management  Reporting  — HMSS 

88-33  — Model  Bylaws  — HMSS 

88-34  — Reporting  Forms  — HMSS 

88-35  — SuperPRO  — HMSS 

88-36  — Third  Party  Payors  — HMSS 

The  Speaker  made  the  following  announcements: 

• The  Reference  Committee  will  meet  in  this  room 
after  lunch.  Any  member  of  KMS,  whether  a 
delegate  or  not,  is  welcome  to  attend  and  partic- 
ipate in  the  process. 

• Exhibitors  contribute  to  the  success  of  the  Annual 
Meeting.  All  attendees  should  make  an  effort  to 
view  the  exhibits. 

• KU  Medical  Alumni  Association  will  host  the 
hospitality  hour  tonight. 

• The  KMS  Auxiliary  dinner  will  be  followed  by 
an  AMA-ERF  auction. 

• Tickets  for  all  functions  are  available  at  the  reg- 
istration desk. 

• The  next  meeting  of  the  House  of  Delegates  will 
be  on  Sunday  at  8:30  a. m.  in  the  Diplomat  Room. 
All  resolutions  will  be  voted  upon  and  the  election 
will  be  held.  Please  be  sure  that  your  society  is 
represented  by  a full  complement  of  delegates. 

There  being  no  further  business,  the  first  session 
of  the  KMS  House  of  Delegates  adjourned  at  1 1:45 
a.m. 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker,  Ivan  Rhodes,  M.D. , 
at  8:30  a.m.  on  Sunday,  May  1,  1988,  at  the  Ala- 
meda Plaza  Hotel,  Kansas  City,  Missouri. 

Dr.  Rhodes  reviewed  the  rules  to  be  followed 
during  the  meeting  and  announced  the  presence  of 
a quorum. 

Dr.  Hatton  introduced  the  guest  speaker,  Daniel 
Johnson,  M.D.,  Vice  Speaker  of  the  AMA  House 
of  Delegates.  Dr.  Johnson  praised  the  physicians 
for  their  foresight,  courage  and  leadership  in  joining 
the  Federation.  He  spoke  on  several  aspects  of 
American  medicine,  including  the  importance  of 
unified  membership,  the  need  for  improved  health 
care  for  the  poor  and  problems  with  both  Medicare 


and  Medicaid.  Physicians,  he  said,  have  a respon- 
sibility to  ensure  that  care  is  available  to  all  Amer- 
icans, and  he  likened  physicians  to  members  of  a 
symphony  orchestra,  who  must  work  together  de- 
spite being  “rugged  individualists.”  Dr.  Johnson 
focused  on  examples  of  the  Federation  activities 
regarding  the  issues  of  physician  reimbursement  and 
stated  that  physicians  have  the  best  representation 
possible  in  Washington.  The  country  is  facing  many 
problems.  The  elderly  segment  of  the  population  is 
increasing  drastically.  HR  4455  is  expected  to  re- 
vamp the  Medicare  system.  The  Medicaid  program 
is  also  in  difficulty  with  funding,  yet  60%  of  people 
below  the  poverty  level  are  not  eligible  for  this 
coverage.  Parity  and  standard  schedule  of  benefits 
are  needed  to  assure  access  to  care  for  the  poor. 
There  are  37  million  people  in  the  United  States 
without  insurance;  of  these,  20  million  are  below 
the  poverty  line.  One  half  of  the  uninsured  are  full- 
time workers,  and  of  these,  two  thirds  are  adults. 
The  AMA  favors  the  change  in  the  ERISA  law 
whereby  employers’  health  care  coverage  would 
continue  for  4 months  after  the  worker  becomes 
unemployed.  Dr.  Johnson  encouraged  the  physi- 
cians to  continue  the  discussion  of  these  problems 
to  find  solutions  to  them.  He  said  the  physicians 
have  been  entrusted  by  their  patients  with  respon- 
sibility to  solve  these  problems.  Following  the  Kan- 
sas example,  the  Federation  can  respond  to  that 
trust. 

Dr.  Rhodes  thanked  Dr.  Johnson.  He  then  an- 
nounced the  following  as  Tellers  for  the  Second 
Session: 

Richard  Skibba,  M.D.,  Wichita,  Chairman 

Gerald  Mo  wry,  M.D.,  Manhattan 

Stephen  Tempero,  M.D.,  Topeka 

The  Speaker  gave  instructions  for  the  election 
procedure,  and  ballots  for  the  office  of  Second  Vice 
President  were  distributed. 

Jerry  Slaughter  was  introduced  and  noted  that  this 
was  his  fifteenth  year  as  Executive  Director  of  the 
Kansas  Medical  Society.  He  asked  the  members  to 
work  as  “citizen  lobbyists.”  The  bills,  he  said, 
were  in  the  form  we  want,  but  tenuous.  A limit  on 
non-economic  damages  was  being  sought.  The  Sta- 
bilization Fund  bill  was  amended  by  the  Senate  and 
was  becoming  quite  complicated.  As  for  the  captive 
insurance  company,  KMS  would  be  entering  a vol- 
atile market,  but  it  is  necessary  to  ensure  that  mem- 
bers will  be  able  to  get  coverage.  Capitalization  with 
KHA  was  a possibility.  He  urged  the  members  to 
authorize  the  Council  to  investigate  the  plan  for  an 
insurance  company. 

The  House  accorded  Mr.  Slaughter  a rousing 
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standing  ovation. 

Larry  R.  Anderson,  M.D.,  Chairman  of  the  Ref- 
erence Committee,  presented  the  Committee’s  re- 
port and  recommendations,  and  the  Resolutions  were 
duly  discussed  and  voted  upon.  They  follow  these 
minutes. 

Dr.  Meyer  introduced  Resolution  88-37,  com- 
mending Johnson  and  Wyandotte  counties  for  host- 
ing the  meeting.  The  resolution  was  adopted. 

Dr.  Hatton  announced  that  the  1989  Annual 
Meeting  will  be  at  the  Lawrence  Holidome  and  in- 
vited all  members  of  KMS  and  the  Auxiliary  to 
attend. 

The  following  election  results  were  announced: 
President:  Terry  L.  Poling,  M.D.,  Wichita 
President  Elect:  Roger  D.  Warren,  M.D. , Han- 
over 

First  Vice  President:  Joseph  C.  Meek,  Jr., 
M.D.,  Wichita 

Second  Vice  President:  Larry  R.  Anderson, 
M.D.,  Wellington 

Constitutional  Secretary:  Arthur  D.  Snow, 
Jr.,  M.D.,  Shawnee  Mission 
Treasurer:  Donald  R.  Brada,  M.D.,  Wichita 
AMA  Delegate  1989-90:  Alex  Scott,  M.D., 
Junction  City 

AMA  Delegate  1989-90:  Kermit  G.  Wedel, 
M.D.,  Minneapolis 

AMA  Delegate  1989-90:  Warren  E.  Meyer, 
M.D.,  Wichita 

AMA  Alternate  Delegate  1989-90:  Jay  S. 
Schukman,  M.D.,  Great  Bend 
AMA  Alternate  Delegate  1989-90:  John  P. 
Brockhouse,  M.D.,  Emporia 
AMA  Alternate  Delegate  1989-90:  Stephen 
F.  Miller,  M.D.,  Parsons 

Speaker:  Ivan  E.  Rhodes,  M.D.,  Wichita 
Vice  Speaker:  Kenneth  L.  Derrington,  M.D., 
Shawnee  Mission. 

Clair  C.  Conard,  M.D.,  Councilor  for  District  15 
and  a former  Speaker,  complimented  the  Speaker 
and  Vice  Speaker  on  the  excellent  conduct  of  the 
business  of  the  House. 

Dr.  Rhodes  expressed  the  appreciation  of  the 
House  to  Drs.  Reals  and  Clawson  for  their  active 
participation  in  these  sessions.  He  termed  it  a “pos- 
itive sign.  ’ ’ He  also  commended  the  Student  Section 
for  their  interest  in  House  proceedings.  The  Speaker 
further  thanked  Dr.  Bichlmeier,  the  Nominating 
Committee  and  the  KMS  staff. 

The  following  Council  District  election  results 
were  announced: 

2 — Barbara  P.  Lukert,  M.D.,  Councilor;  Ira 
Cox  III,  M.D..  Alternate  Councilor 


4 — Modesto  S.  Gometz,  M.D.,  Councilor;  Ste- 
phen F.  Miller,  M.D.,  Alternate  Councilor 

11  — Clifton  C.  Schopf,  M.D. , Councilor;  James 
A.  Loeffler,  M.D.,  Alternate  Councilor 

13  — Victor  M.  Eddy,  M.D. , Councilor;  L.  Wil- 
liam Hailing,  M.D.,  Alternate  Councilor 

15  — Clair  C.  Conard,  M.D. , Councilor;  Richard 
L.  Nevins,  M.D.,  Alternate  Councilor 

16  — Herman  W.  Hiesterman,  M.D.,  Councilor 

17  — Don  R.  Tillotson,  M.D.,  Councilor 

18  — Robert  A.  Collier  II,  M.D.,  Councilor; 
Stephen  W.  Myrick,  M.D.,  Alternate  Councilor 

19  — James  Wilson,  M.D.,  Councilor;  Kenneth 
L.  Knuth,  M.D.,  Alternate  Councilor 

There  being  no  further  business,  the  Speaker  an- 
nounced that  Dr.  Terry  Poling  is  now  President,  and 
asked  him  to  address  the  House. 

Dr.  Poling  spoke  briefly,  outlining  some  major 
issues  to  be  addressed  during  his  presidency.  These 
included  professional  liability  and  tort  reform;  the 
PRO  issue,  which  he  characterized  as  “a  healthy 
squabble”;  payment  issues;  and  the  need  to  involve 
more  women  physicians  in  the  activities  of  the  So- 
ciety. Ongoing  problems  included  providing  med- 
ical services  for  AIDS  patients,  indigents  and  those 
in  rural  areas;  the  increasing  Medicare  population; 
and  mandatory  assignment. 

Following  Dr.  Poling’s  remarks,  the  meeting  was 
adjourned  at  11:15  a.m. 

Resolutions 


An  asterisk  following  the  resolution  number  indi- 
cates a change  in  the  Constitution  and  By-Laws. 

RESOLUTION  NO.  88-1 
Expiration  of  1983  Resolutions 

“Official  policies  established  through  resolutions 
at  the  House  of  Delegates  shall  be  in  effect  for  a 
period  of  five  (5)  years,  at  which  time  that  policy 
position  will  be  reviewed  by  the  Executive  Com- 
mittee and  will  expire  subject  to  the  approval  by 
the  House  of  Delegates  unless  superseded  or  con- 
tinued by  another  resolution.” 

Attached  is  a copy  of  the  1983  resolutions  which 
are  scheduled  to  expire  this  year.  Changes  in  the 
bylaws  shall  remain  in  effect  until  such  time  as  they 
are  amended  by  the  House  of  Delegates. 

Resolved,  That  resolutions  83-4,  Local  Health 
Departments,  and  83-16,  KaMPAC,  remain  in  force; 
and  be  it  further 

Resolved,  That  all  other  1983  resolutions  expire. 
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RESOLUTION  NO.  88-2 

Unified  AMA-Kansas  Medical  Society  Member- 
ship 

Not  adopted. 


RESOLUTION  NO.  88-3 

Unified  AMA-Kansas  Medical  Society  Member^ 
ship 

Not  adopted. 


RESOLUTION  NO.  88-4 
Health  Care  Stabilization  Fund  Surcharge 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-5 
Third  Party  Payments 

Whereas,  Third  party  payors  normally  base  their 
rate  of  payment  on  usual  and  customary  fees  for 
geographical  zones;  and 

Whereas,  The  state  of  Kansas  is  seeing  an  as- 
tronomical rise  of  malpractice  premiums  and  re- 
sultant physician  overhead  expenses;  and 

Whereas,  This  crisis  is  not  shared  to  the  same 
degree  as  our  neighboring  sister  states;  therefore  be 
it 

Resolved,  That  the  Kansas  Medical  Society  will 
collect  data  on  overhead  expenses  for  each  specialty 
and  risk  class  so  that  it  may  be  better  able  to  work 
for  more  equitable  reimbursement  for  those  Kansas 
physicians  more  severely  affected  by  professional 
liability  premium  increases;  and  be  it  further 

Resolved,  That  this  information  be  transmitted  to 
third  party  payors. 


RESOLUTION  NO.  88-6 

Kansas  Foundation  for  Medical  Care  — With- 
drawal of  Endorsement 

Not  adopted. 


RESOLUTION  NO.  88-7 

Young  Physician  Advisory  Committee 

Whereas,  Young  physicians  (those  under  40) 
comprise  nearly  40%  of  all  physicians  in  Kansas; 
and 


Whereas,  The  AM  A has  placed  a high  priority 
on  involvement  of  young  physicians  at  the  national, 
state  and  local  levels,  and 
Whereas,  All  young  physicians  from  all  types 
of  practices  need  representation  at  national,  state 
and  local  levels;  therefore  be  it 
Resolved,  That  the  KMS  formally  recognize  the 
young  physicians  of  Kansas  by: 

(a)  Forming  a standing  committee  with  the 
guidance  of  the  young  physicians  task  force.  This 
committee  will  consist  of  no  fewer  than  nine  phy- 
sicians including  chairman  and  vice-chairman; 

(b)  a statement  of  purpose  of  said  committee 
will  be  determined  by  representatives  of  the  com- 
mittee with  the  approval  of  the  KMS  Council; 

(c)  funding  will  be  provided  for  one  (1)  dele- 
gate and  one  (1)  alternate  delegate  to  the  annual 
and  interim  AM  A meetings;  and  be  it  further 

Resolved,  That  this  committee  shall  be  known  as 
the  Young  Physicians  Committee. 


RESOLUTION  NO.  88-8 

Kansas  Foundation  for  Medical  Care  — En- 
dorsement 

Whereas,  Continued  and  active  physician  in- 
volvement is  necessary  to  achieve  the  intended  goals 
of  the  Medicare  Utilization  Review  Program;  there- 
fore be  it 

Resolved,  That  the  KMS  continue  to  endorse  the 
Kansas  Foundation  for  Medical  Care  as  the  Profes- 
sional Review  Organization  for  Kansas  for  the  com- 
ing year;  and  be  it  further 

Resolved,  That  the  KMS  endorsement  be  re- 
viewed on  an  annual  basis. 


RESOLUTION  NO.  88-9 

Kansas  Foundation  for  Medical  Care  — Physi- 
cian Reviewer  Qualiflcations 

Whereas,  the  physicians  of  Kansas  are  entitled 
to  be  reviewed  by  their  “peers”;  therefore  be  it 
Resolved,  That  KFMC  be  encouraged  to  utilize 
the  following  criteria  in  selecting  physician  review- 
ers: 

1 . Specialty  Board  Certification; 

2.  Endorsement  of  Respective  Specialty  Society; 

3.  In  the  active  practice  of  medicine  for  more 
than  3 years; 

4.  In  the  same  specialty  as  the  physician  being 
reviewed; 
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5.  Maintains  an  active  Medicare  practice  load; 

6.  Be  endorsed  by  his/her  respective  medical  staff; 
and  be  it  further 

Resolved,  That  all  board  certified  physicians  in 
Kansas  be  encouraged  to  serve  as  physician  review- 
ers; and  be  it  further 

Resolved,  That  all  members  of  the  KFMC  Board 
of  Directors  be  encouraged  to  serve  as  physician 
reviewers. 


RESOLUTION  NO.  88-10 

Kansas  Foundation  for  Medical  Care  — Physi- 
cian Profile 

Resolved,  That  every  KMS  member  be  encour- 
aged to  request  a copy  of  his/her  practice  profile 
from  the  Kansas  Foundation  for  Medical  Care. 

RESOLUTION  NO.  88-11 

HCFA  — Standards  of  Care  — Hospital  Ad- 
missions 

Whereas,  Quality  screens  have  been  developed 
to  evaluate  hospital  care  and  proper  discharge  plan- 
ning; and 

Whereas,  There  has  been  no  evaluation  of  mor- 
bidity, mortality  and  the  liability  encountered  in 
situations  in  which  patients  are  not  admitted  because 
of  a perception  that  utilization  would  not  allow  ad- 
missions; therefore  be  it 

Resolved,  That  a resolution  be  presented  to  the 
next  meeting  of  the  AMA  House  of  Delegates  to 
encourage  a study  of  morbidity,  mortality  and  the 
liability  issues  associated  with  such  patient  cases. 


RESOLUTION  NO.  88-12 

Kansas  Foundation  for  Medical  Care  — Release 
of  Quality  Information 

Whereas,  Current  regulations  only  allow  the  re- 
lease of  confirmed,  not  potential,  QA  cases  to  the 
hospital,  except  where  the  attending  physician  has 
signed  a specific  written  consent  to  release  potential 
quality  information  to  the  hospital;  and 

Whereas,  Hospital  medical  staffs  should  receive 
all  information  on  potential  and  confirmed  QA  cases 
I for  services  provided  at  their  respective  hospitals; 

I therefore  be  it 

Resolved,  That  all  KMS  members  be  encouraged 
1 to  provide  a specific  written  consent  to  their  hospital 
authorizing  the  release  of  potential  quality  infor- 
mation to  the  chief  of  the  hospital  medical  staff  or 
his/her  designee. 


RESOLUTION  NO.  88-13 

KFMC  Quality  Determinations  — Impartial  Re- 
view 

Whereas,  The  Peer  Review  Organization  has  now 
focused  its  attention  on  the  review  of  the  quality  of 
care  provided;  and 

Whereas,  The  attending  physician  often  dis- 
agrees with  the  quality  determinations  of  the  PRO; 
therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  de- 
velop a program  to  educate  physicians  about  the 
review  process,  and  encourage  physicians  to  re- 
spond to  PRO  requests  for  further  information  within 
the  appropriate  time  frames;  and  be  it  further 

Resolved,  That  the  Kansas  Medical  Society 
Professional  Practices  Review  Committee  establish 
a mechanism  to  review  PRO  quality  determinations 
to  provide  an  impartial  evaluation  when  requested 
by  the  physician  under  review.  After  appropriate 
permission  is  obtained  for  release  of  patient  record, 
the  committee  will  assist  throughout  the  review 
process  of  those  cases  where  PRO  allegations  are 
determined  to  be  unjustified. 


RESOLUTION  NO.  88-14 
Independent  Evaluation  of  the  SuperPRO. 

Withdrawn. 


RESOLUTION  NO.  88-15 
PRO  Quality  Determinations 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-16 
Health  Insurance  — Students 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-17 
KMS  Annual  Meeting  Date 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-18 

Limiting  Residency  Hours 

Whereas,  There  has  been  great  concern  in  the 
popular  press  nationwide  regarding  the  number  of 


,1 
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hours  per  week  that  a resident  physician  works;  and 
Whereas,  A survey  by  the  AMA’s  Center  for 
Health  Policy  Research  revealed  that  interns  in  four 
major  specialties  work  an  average  of  90  or  more 
hours  per  week;  and 

Whereas,  Several  state  legislatures  have  begun 
imposing  strict  limits  to  the  number  of  hours  a week 
a resident  may  work;  and 

Whereas,  Legislators  are  less  likely  to  appreciate 
the  complexity  of  medical  education  and  are  in  a 
less  advantageous  position  for  suggesting  appropri- 
ate reforms  than  organized  medicine;  therefore  be 
it 

Resolved,  That  the  Kansas  Medical  Society  mon- 
itor the  issue  of  extended  residency  hours  in  Kansas 
medical  institutions  and  remain  apprised  of  rec- 
ommendations of  the  ACGME  and  the  AMA  Coun- 
cil on  Medical  Education. 


RESOLUTION  NO.  88-19 
Teenage  Tobacco  Use 

Whereas,  The  adverse  effects  of  tobacco  prod- 
ucts on  health  have  been  clearly  established;  and 

Whereas,  Smoking  alone  costs  the  nation  $23.3 
billion  per  year  in  medical  costs;  and 

Whereas,  The  AMA  has  been  outspoken  in  their 
desire  for  a “smoke-free”  society  by  the  year  2000; 
and 

Whereas,  Most  adult  users  of  tobacco  began  us- 
ing as  a teenager;  and 

Whereas,  Children  under  the  age  of  18  spend 
nearly  $1  billion  each  year  on  tobacco  products;  and 

Whereas,  Some  nationwide  field  trials  suggest 
that  more  than  70%  of  all  retail  outlets  will  sell 
tobacco  products  to  children  aged  fourteen  or  under; 
therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  ac- 
tively support  legislation  that  would  serve  to  de- 
crease the  availability  of  tobacco  products  to  mi- 
nors; and  be  it  further 

Resolved,  That  the  Kansas  Medical  Society  draft 
a letter  to  the  Governor  encouraging  stricter  en- 
forcement of  present  laws  prohibiting  the  sale  of 
tobacco  products  to  minors;  and  be  it  further 

Resolved,  That  the  Kansas  Medical  Society  con- 
tinue in  its  efforts  to  educate  the  public  and  schools 
on  the  adverse  health  consequences  of  tobacco  prod- 
uct use. 


RESOLUTION  NO.  88-20 
Alternative  Medical  Student  Loan  Program 

Whereas,  The  number  of  Kansas  Public  School 
Senior  enrollments  has  dropped  from  35,000  in  1976 
to  28,000  in  1987  and  is  predicted  to  drop  to  25,000 
in  1990.  This  leaves  the  Kansas  University  Medical 
Center  with  a decreased  applicant  pool  as  seen  in  a 
35%  decrease  over  the  past  five  years;  and 

Whereas  , The  tuition  at  the  University  of  Kansas 
Medical  Center  has  increased  12  fold  since  1971; 
and 

Whereas,  The  Type  I Kansas  Medical  Schol- 
arships would  pay  as  much  as  73%  of  an  estimated 
$15,025  yearly  medical  student  expenses.  But,  the 
Kansas  Medical  Scholarships  have  dropped  to  only 
35  available  for  the  current  class  size  of  175,  forcing 
students  to  seek  undesirable  loans.  The  SLS  loan 
disbursements  have  more  than  quadrupled  from 
$68,000  in  1984  to  $300,000  in  1987.  The  HEAL 
loan  totals  have  increased  30  fold  from  $18,000  in 
1984  to  over  $525,000  in  1987.  Both  mentioned 
loans  are  of  higher  interest  and  non-deferrable;  and 

Whereas,  The  average  indebtedness  for  gradu- 
ating seniors  has  increased  from  77%  owing  $20,000 
in  1981  to  87%  owing  $30,000  in  1985;  therefore 
be  it 

Resolved,  That  the  Kansas  Medical  Society  en- 
courage the  Kansas  Legislature  to  allow  Kansas 
Medical  Scholarship  paybacks  above  and  beyond 
the  yearly  Kansas  Medical  Scholarship  disburse- 
ments to  stay  at  the  Kansas  University  Medical  Cen- 
ter and  be  used  in  an  Alternative  Loan  Program; 
and  be  it  further 

Resolved,  That  the  Kansas  Medical  Society  work 
with  the  Kansas  University  Endowment  Associa- 
tion, KU  Alumni  Association,  the  Kansas  Farm  Bu- 
reau and  other  organizations  to  establish  a low  in- 
terest and  deferrable  loan  program  to  offer  a 
reasonable  means  of  paying  for  a Kansas  University 
medical  education  and  furthermore  enhance  better 
relations  of  future  graduates. 


RESOLUTION  NO.  88-21* 

Duties  of  Councilor  — Impaired  Physician  Com-  ' 
mittee 

Resolved,  That  the  Bylaws  be  amended  by  de-  i 
leting  Sec.  8.79.  | 

Sec.  8.79  He/she  will  serve  as  a member  of  | 
the  KMS  Impaired  Physician  Committee  during  j 
his/her  Council  tenure. 
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RESOLUTION  NO.  88-22 
KFMC  Quality  Assurance  Protocol  — Medicaid 

Not  adopted. 


RESOLUTION  NO.  88-23 

Qualiflcations  and  Requirements  for  Represent- 
ing Oneself  as  a Medical  Specialist 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-24 

Prescribing  of  Certain  Controlled  Substances 

Whereas,  Substance  abuse  is  one  of  the  most 
serious  problems  facing  this  country  today,  affect- 
ing all  members  of  society,  including  physicians 
and  their  families;  and 

Whereas,  The  profession,  through  the  Kansas 
Medical  Society’s  Committee  for  Impaired  Physi- 
cians, is  confronting  this  problem  as  it  relates  to 
physicians,  their  spouses  and  families;  and 
Whereas,  The  work  of  this  committee  as  well 
as  that  of  the  Kansas  State  Board  of  Healing  Arts 
could  be  enhanced  and  strengthened  by  statutorily 
tightening  the  rules  and  regulations  relating  to  the 
prescribing  of  controlled  substances;  therefore  be  it 
Resolved,  That  legislation  be  introduced  in  the 
next  session  of  the  Kansas  Legislature  whereby  Sec- 
tion 41  of  K.S.A.  65-2836  item  (r)  would  be 
amended  to  prohibit  a physician  from  prescribing, 
administering,  distributing  or  giving  a controlled 
substance  included  in  schedules  II,  III  and  IV  of 
the  Kansas  Uniform  Controlled  Substances  Act  to 
oneself.  Prescribing  for  a member  of  one’s  family 
requires  the  same  documentation  as  for  any  other 
patient. 


RESOLUTION  NO.  88-25 
Physician  Participation  in  Free  Medical  Clinics 

Not  adopted;  referred  for  study. 


RESOLUTION  NO.  88-26 
Emergency  Room  Services 

Whereas,  Hospital  emergency  rooms  are  oper- 
ated for  the  purpose  of  providing  emergency  care 
to  those  persons  who  present  themselves  for  such 
care;  and 

Whereas,  Section  9121  of  the  COBRA  law  states. 


“If  any  individual  comes  to  the  emergency  depart- 
ment . . . ‘requesting’  examination  or  treat- 
ment . . . , the  hospital  must  provide  for  an  appro- 
priate medical  screening,  examination  and 
treatment’’;  and 

Whereas,  In  most  instances  it  is  necessary  to 
perform  an  examination  of  the  patient  to  determine 
if  emergency  care  is  needed,  which  most  managed 
care  programs  do  not  recognize  or  cover  in  the  plan 
benefits;  and 

Whereas,  Many  patients  who  present  to  the 
emergency  room  do  not  have  truly  urgent  or  emer- 
gent medical  problems;  and 

Whereas,  Many  managed  health  care  programs 
do  not  allow  payment  for  treatment  of  patients  with- 
out preauthorization  by  the  primary  physician; 
therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  pre- 
sent a resolution  to  the  June  1988  AMA  House  of 
Delegates  meeting  asking  that  the  AMA  study  this 
situation  and  actively  attempt  to  amend  these 
COBRA  regulations  (Section  9121)  regarding  care 
of  and  payment  for  non-emergency  patients;  and  be 
it  further 

Resolved,  That  managed  health  care  programs 
and  SRS-PCN  be  encouraged  to  increase  their  ef- 
forts to  educate  their  clients  regarding  appropriate 
emergency  room  usage  and  to  establish  penalties  for 
patients  who  habitually  misuse  emergency  room  care; 
and  be  it  further 

Resolved,  That  to  achieve  the  desirable  purpose 
of  restricting  inappropriate  emergency  department 
use  by  SRS  recipients,  consideration  be  given  to 
alternative  delivery  systems  such  as  establishing  an 
urgent  care  facility  in  association  with  the  medical 
schools,  and  that  the  KMS/SRS  Liaison  Committee 
be  requested  to  pursue  such  change  with  SRS. 


RESOLUTION  NO.  88-27 
KMS  Position  Statement  on  AIDS 

Resolved,  That  the  Kansas  Medical  Society  adopt 
the  attached  position  statement  on  AIDS;  and  be  it 
further 

Resolved,  That  the  position  statement  be  mailed 
to  every  Kansas  physician,  and  re-published  in 
Kansas  Medicine  in  a future  issue. 


RESOLUTION  NO.  88-28 
Unified  Membership 

Whereas,  Unified  membership  continues  to  be 
a hotly  debated  item  at  the  House  of  Delegates  meet- 
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ing  each  year  since  its  reimplementation  in  1985, 
consuming  inordinate  amounts  of  time  and  effort; 
and 

Whereas,  It  was  almost  unanimously  passed  in 
1985  and  strongly  upheld  in  1987;  and 
Whereas,  Financial  losses  in  the  first  two  years 
of  its  reinstitution  have  been  partially  reimbursed 
by  an  increasingly  supportive  AM  A;  and 

Whereas,  AMA  membership  allows  us  as  a uni- 
fied front  to  continue  at  the  national  level  the  goals 
of  the  Society  at  the  state  level;  therefore  be  it 
Resolved,  That  unified  membership  shall  remain 
in  place;  and  be  it  further 
Resolved,  That  elected  representatives  and  mem- 
bers continue  a supportive  role  of  unified  member- 
ship; and  be  it  further 

Resolved,  That  additional  efforts  be  made  to  ed- 
ucate non-members  on  the  positive  value  of  unified 
membership. 


RESOLUTION  NO.  88-29 

Professional  Liability:  Captive  Insurance  Com- 
pany 

Whereas,  The  cost  and  availability  of  profes- 
sional liability  insurance  continues  to  be  of  utmost 
concern  to  physicians;  and 

Whereas,  The  volatile  liability  environment  has 
made  insurers  wary  of  continuing  to  issue  policies 
in  Kansas;  and 

Whereas,  The  loss  of  even  one  insurer  could 
cause  a serious  dislocation  in  the  insurance  mar- 
ketplace, pushing  more  physicians  into  the  JUA; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Kansas  Medical  Society  endorse  the  formation  of  a 
physician-owned  captive  insurance  company  to  pro- 
vide liability  insurance  to  KMS  members;  and  be  it 
further 

Resolved,  That  the  Council  and  Executive  Com- 
mittee be  authorized  and  directed  to  proceed  with 
establishment  of  such  a company  following  the  nec- 
essary feasibility  studies;  and  be  it  further 

Resolved,  That  KMS  members  be  encouraged  to 
support  the  captive  insurance  company  as  it  is  cap- 
italized and  begins  offering  insurance. 


RESOLUTION  NO.  88-30 
Council  Structure 

Whereas,  In  the  past  the  Council  structure  and 
function  have  served  the  KMS  membership  well 
over  the  years;  and 


Whereas,  In  recent  years  the  role  of  the  Coun- 
cilor has  changed  as  most  county  units  communicate 
and  work  directly  with  the  executive  office  and 
elected  officers;  and 

Whereas,  While  the  concept  of  a geographically 
represented  “board  of  directors”  is  valid,  to  be 
responsive  to  contemporary  member  needs,  the 
structure  and  function  of  the  council  should  be  re- 
viewed periodically  and  refinements  made  if  nec- 
essary; therefore  be  it 

Resolved,  That  the  Council  be  directed  to  appoint 
a special  committee  to  study  the  structure,  make- 
up and  function  of  the  Council;  and  be  it  further 

Resolved,  That  the  report  of  the  special  commit- 
tee, with  all  recommendations,  be  presented  to  the 
Council  at  its  January  1989  meeting  so  that  any 
recommendations  for  bylaw  changes  can  be  prop- 
erly considered  by  the  House  of  Delegates  at  its 
next  annual  meeting. 


RESOLUTION  NO.  88-31 
Nursing  Shortage 

Whereas,  It  is  estimated  that  there  is  a shortage 
of  approximately  200,000  nurses  in  the  U.S.  and 
all  signs  indicate  this  shortage  will  not  be  abated  in 
the  foreseeable  future;  and 

Whereas,  By  this  shortage  of  qualified  nursing 
personnel  the  quality,  availability  and  quantity  of 
medical  care  will  be  adversely  affected;  and 
Whereas,  Most  physicians  feel  that  graduates  of 
three-year  nursing  education  programs  are  quite  ca- 
pable and  qualified  to  provide  the  required  nursing 
care;  and 

Whereas,  The  re-establishment  of  the  three  year 
training  programs  appears  to  be  a realistic,  econom- 
ical and  practical  solution  to  resolving  the  nursing 
shortage;  therefore  be  it 

Resolved,  That  the  Kansas  Medical  Society  en- 
dorse the  reactivation  of  the  three  year  nursing  ed- 
ucation programs;  and  be  it  further 
Resolved,  That  a resolution  be  introduced  at  the 
June  meeting  of  the  American  Medical  Association 
House  of  Delegates  calling  for  the  AMA  Board  of 
Trustees  to  initiate  dialogue  with  the  American 
Nursing  Association  requesting  that  the  ANA  re- 
consider their  position  supporting  the  closing  of  all 
three  year  non-degree  nursing  education  programs 
and  that  these  types  of  programs  be  re-established 
as  soon  as  possible. 


204  • Kansas  Medicine  * July  1988 


RESOLUTION  NO.  88-32 


RESOLUTION  NO.  88-35 


Risk  Management  Reporting  Requirements 

Whereas,  Kansas  Statutes  currently  define  a re- 
portable incident  as  an  act  by  a health  care  provider 
which  “(1)  Is  or  may  be  below  the  applicable  stan- 
dard of  care  and  has  a reasonable  probability  of 
causing  injury  to  a patient;  or  (2)  may  be  grounds 
for  disciplinary  action  by  the  appropriate  licensing 
agency.”;  and 

Whereas,  This  definition  requires  unnecessary 
reporting  of  unconfirmed  minor  incidents  on  the 
quarterly  reports;  and 

Whereas,  This  type  of  information  serves  no 
useful  purpose  to  the  Board  of  Healing  Arts  or  the 
Department  of  Health  and  Environment  in  carrying 
out  their  duties;  therefore  be  it 

Resolved,  That  Kansas  Medical  Society  urge  our 
Legislators  to  amend  the  Kansas  Statutes  to  only 
require  reporting  of  incidents  confirmed  by  the  ap- 
propriate hospital  peer  review  committee. 


RESOLUTION  NO.  88-33 

Model  Medical  Staff  Bylaws 

Resolved,  That  the  model  medical  staff  bylaws 
developed  by  the  Model  Bylaws  Committee  be  ap- 
proved for  distribution  in  Kansas;  and  be  it  further 
Resolved,  That  a fee  be  assessed  by  the  Kansas 
Medical  Society  Executive  Committee  to  recoup  the 
costs  of  printing  and  development;  and  be  it  further 
Resolved,  That  the  model  bylaws  be  updated  an- 
nually with  distribution  of  changes  to  subscribers  at 
no  additional  charge. 


RESOLUTION  NO.  88-34 
Signing  of  Reporting  Forms  to  State  Agencies 

Whereas,  The  medical  staff  is  responsible  for 
monitoring  and  assessing  the  health  care  provided 
within  hospitals;  and 

Whereas,  This  function  is  a peer  review  process 
of  the  medical  staff;  therefore  be  it 

Resolved,  That  all  hospital  medical  staffs  be  en- 
couraged to  incorporate  a provision  in  their  bylaws 
stating  that  the  Chief  of  Medical  Staff  or  his  desig- 
nee as  defined  by  the  medical  staff  bylaws  shall  be 
the  individual  responsible  for  signing  the  reporting 
forms  to  the  Board  of  Healing  Arts  and  the  Secretary 
of  Health  and  Environment. 


SuperPRO 

Whereas,  SuperPRO  and  the  HCEA  regional  of- 
fice have  been  unable  to  identify  a single  case  of 
inappropriate  admission  denial  by  the  Kansas  Eoun- 
dation  for  Medical  Care  during  the  most  recent  con- 
tract period;  and 

Whereas,  The  reversal  rate  of  admission  denials 
is  41%  or  greater  (KFMC  data);  and 

Whereas,  Numerous  individual  cases  are  on  file 
with  the  PRO  Subcommittee  of  admission  denial 
violating  prevailing  standards  of  care;  and 

Whereas,  These  facts  would  suggest  bad  faith, 
regulatory  incompetence  or,  at  worst,  conspiracy  to 
commit  reverse  Medicare  fraud  on  the  part  of  the 
Health  Care  Finance  Administration;  therefore  be  it 
Resolved,  That  the  AMA  form  a task  force  with 
AHA  and  AARP  to  monitor  all  SuperPRO  and  re- 
gional office  case  review  activities  with  independent 
expert  opinion  and  publish  the  results  to  assist  po- 
tential class  action  by  beneficiaries. 


RESOLUTION  NO.  88-36 
Responsibility  of  Third  Party  Payors 

Not  adopted. 


RESOLUTION  NO.  88-37 

Commendation  to  the  Johnson  and  Wyandotte 
County  Medical  Societies  and  Their  Auxiliaries 

Whereas,  The  Johnson  and  Wyandotte  County 
Medical  Societies  and  their  auxiliaries  have  been 
most  gracious,  thoughtful  and  helpful  in  providing 
for  the  physical,  athletic  and  social  needs  of  the 
delegates  and  their  spouses;  and 

Whereas,  They  have  arranged  a timely,  chal- 
lenging and  provocative  program  conducted  by  a 
highly  qualified  faculty;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Kansas  Medical  Society  here  assembled  show  their 
gratitude  and  appreciation  to  the  Johnson  and  Wyan- 
dotte County  Medical  Societies  and  their  auxiliaries 
by  a standing  ovation;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  for- 
warded to  the  Johnson  and  Wyandotte  County  Med- 
ical Societies  and  their  auxiliaries. 
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Council  District  Reports 


DISTRICT  I 

I am  completing  this  report  in  the  temporary  absence 
of  Dr.  Berkley,  due  to  illness,  and  can  state  that 
District  1 has  had  an  active  year.  We  were  delighted 
to  host  the  visit  of  Donald  W.  Hatton,  M.D. , Kansas 
Medical  Society  President,  in  the  fall  of  1987.  Many 
lively  discussions  have  been  held  throughout  the 
year  with  respect  to  the  malpractice  problem,  uni- 
fication, the  impact  of  DRGs  on  rural  health  care, 
and  the  attrition  problems  of  all  of  the  above  factors 
on  the  effective  provision  of  optimum  care  to  our 
patients.  I would  be  delighted  to  report  to  you  that 
we  had  discovered  the  answers  to  all  these  vexing 
questions,  but  we  remain  somewhat  pensive  and 
uneasy  at  the  prospect  of  a future  which  appears  to 
be  at  least  partially  beyond  our  immediate  control. 
Our  hope  is  that  we  will  be  able  to  make  a positive 
impact  for  change  in  the  resolution  of  each  of  these 
problems. 

Roger  D.  Warren,  M.D.,  for 

Norman  W.  Berkley,  M.D.,  Councilor 


DISTRICT  2 

District  2 (Wyandotte  County  Medical  Society)  con- 
tinues to  suffer  the  results  of  the  Unified  Member- 
ship Program,  with  a total  membership  decline  of 
over  100  members  since  its  inception. 

The  Society  has  also  continued  its  struggle  to  find 
its  true  mission  in  life.  Twenty-five  years  ago,  when 
I joined  the  Society,  membership  was  almost  uni- 
versal for  all  physicians  in  the  county,  and  the  meet- 
ings were  well  attended.  At  that  time,  membership 
in  the  county  medical  society  was  a badge  of  le- 
gitimacy and  acceptance  in  the  medical  community. 
The  meetings  served  an  educational  function,  as 
well  as  a social  one.  Today,  the  Medical  Society 
has  a hard  time  finding  its  real  mission  and  function 
in  our  community.  Hospitals  no  longer  require 
membership  as  a basis  for  staff  privileges,  and  con- 
tinuing education  has  become  so  compartmentalized 
and  ubiquitous  that  there  is  no  educational  mission 
for  the  Society  in  an  urban,  specialized  community. 

At  the  present  time,  our  Society  is  striving  to 
develop  a program  to  assure  medical  care  for  the 
indigent  of  Wyandotte  County  — for  those  who  fall 
through  the  insurance.  Medicare  and  Medicaid 
cracks.  Continued  supervision  of  the  city  ambulance 
system  and  collecting  dues  for  the  Kansas  Medical 


Society  and  the  AMA  seem  to  be  our  main  functions 
at  this  time. 

Richard  A.  Gruendel,  M.D.,  Councilor 


DISTRICT  3 

Much  of  the  activity  of  District  3 (Johnson  County) 
was  aimed  at  the  liability  crisis.  At  three  of  our 
regular  meetings  for  which  we  were  sponsors  or 
cosponsors,  liability  subjects  were  presented.  The 
speakers  and  subjects  were  Jeffrey  O’Connell,  no- 
fault insurance;  Jerry  Slaughter,  legislative  update; 
and  Governor  Mike  Hayden,  political  support  for 
tort  reform. 

At  the  October  1987  meeting,  Jeffrey  O’Connell, 
a law  professor  at  the  University  of  Virginia  and 
author  of  a recent  no-fault  bill  in  the  U.S.  Congress, 
presented  the  no-fault  concept  to  physicians  and 
Kansas  state  legislators  in  the  Kansas  City  metro- 
politan area,  all  of  whom  were  invited. 

Also,  District  3 presented  public  education  on 
liability  by  arranging  media  interviews  of  our  cho- 
sen spokesmen. 

The  district  continues  to  try  to  provide  at  least 
acute  care  for  the  medically  indigent  who  fall  through 
the  cracks  in  the  health  insurance  system. 

Recruiting,  complaints  from  the  public,  relations 
with  A ARP,  and  health  and  science  fairs,  among 
other  concerns,  continue  to  require  a public  pres- 
ence for  organized  medicine  in  District  3 . All  new 
physicians  entering  practice  are  actively  recruited  | 
for  membership.  The  district  continues  to  attract  i 
capable,  responsible  physicians  as  practitioners  and  1 
medical  society  leaders.  i 

Eugene  W.  J.  Pearce,  M.D.,  Councilor  ! 


DISTRICT  4 i 

I 

Bourbon  County.  There  is  a strong  concern  about  : 
the  quality  determination  performed  by  Kansas  | 
Foundation  for  Medical  Care  and  a feeling  that  the  i 
judgment  on  quality  of  care,  length  of  stay,  and  ' 
severity  of  illness  is  done  in  a very  inconsistent  ■ 
fashion.  Several  strong  letters  of  protest  have  been  I 
addressed  to  KFMC.  j 

Bill  Campbell,  M.D.,  general  and  vascular  sur-  | 
geon,  has  joined  the  County  Medical  Society. 


206  • Kansas  Medicine  • July  1988 


Starting  July  1,  1988,  five  family  physicians  will 
discontinue  their  obstetric  practice.  This  will  result 
in  a further  shortage  in  the  availability  of  perinatal 
care. 

Crawford-Cherokee  Counties.  Seven  family  phy- 
sicians have  discontinued  their  obstetric  practice, 
leaving  only  two  OB/GYN  doctors  to  serve  the  en- 
tire area.  The  practice  of  obstetrical  care  becomes 
even  more  difficult  due  to  a number  of  women  who 
do  not  obtain  perinatal  care,  and  arrive  in  the  emer- 
gency room  in  labor  or  with  complications  of  preg- 
nancy. This  has  become  an  increasing  concern  for 
attending  physicians  because  these  women  are  con- 
sidered a high  risk,  which  causes  a potentially  se- 
rious impact  in  medical  malpractice. 

Several  meetings  have  been  entertained,  includ- 
ing a meeting  with  the  Kansas  Perinatal  Council, 
to  discuss  this  matter,  but  a satisfactory  solution  to 
this  problem  has  not  yet  been  found. 

Modesto  Gometz,  M.D.,  was  again  appointed 
chairman  of  the  counties’  Impaired  Physician  Pro- 
gram. 

The  Crawford  County  Medical  Society  has  an 
active  continuing  medical  education  program,  which 
meets  monthly  with  outstanding  guest  speakers  from 
different  parts  of  the  nation. 

Labette  County.  The  County  Medical  Society  sent 
a letter  to  KFMC  to  manifest  its  complete  dissat- 


isfaction with  the  Foundation’s  reviews  of  hospi- 
talized patients. 

The  county,  in  conjunction  with  the  Labette 
County  Medical  Center,  has  a more  complete  Con- 
tinuing Medical  Education  Program,  which  makes 
it  unnecessary  for  the  physician  to  travel  elsewhere 
to  fulfill  the  mandatory  CME  hours. 

S.  Murti,  M.D.,  neurologist,  recently  joined  the 
medical  society  when  he  moved  his  practice  to  Par- 
sons. 

Modesto  S.  Gometz,  M.D.,  Councilor 


DISTRICT  5 

Activities  in  this  district  returned  to  normal  after 
the  1987  KMS  Annual  Meeting  was  hosted  in  Man- 
hattan. KMS  members  within  the  district  have  con- 
tinued to  encourage  other  physicians  to  join  and 
support  the  Society,  and  have  continued  to  explain 
the  benefits  of  unified  membership  to  the  non-mem- 
bers. All  have  been  concerned  with  the  malpractice 
issue  and  the  court  actions  in  the  past  year. 

Members  have  also  been  concerned  with  utili- 
zation review  procedures  within  the  hospitals  and 
some  of  the  conclusions  reached  by  the  reviewers 
at  the  state  level. 

Frank  C.  Lyons,  M.D.,  Councilor 


fHays 
Papiolpgy 
Laboratories 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS  AT 
COMPETITIVE  PRICES. 


• OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 

• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 

• MEDICARE  AND  CAP  CERTIFIED  CONTINUOUSLY  SINCE  1967. 

• PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS. 

• PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

• AN  EVER— EXPANDING  LIST  OF  ESOTERIC  TESTING. 

HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 

YOUR  TOTAL  RESOURCE  LABORATORY 
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DISTRICT  6 


DISTRICT  7 


The  new  year  began  with  the  annual  meeting  in 
June  1987,  at  which  time  Donald  W.  Hatton,  M.D. , 
KMS  President,  was  our  guest.  At  this  meeting  new 
officers  were  elected,  and  Erwin  T.  Janssen,  M.D., 
is  President  for  the  1987-88  year. 

Early  in  the  summer  of  1987,  Dr.  Janssen  met 
with  several  small  groups  of  Society  members  to 
discuss  concerns  they  had  regarding  the  delivery  of 
health  care  in  this  community.  Throughout  the  many 
meetings,  one  of  the  recurring  concerns  of  those  in 
attendance  was  the  problem  of  delivery  of  health 
care  to  the  medically  indigent.  In  order  to  study  this 
problem  more  thoroughly,  a task  force  was  formed 
consisting  of  representatives  of  general  and  spe- 
cialty medical  groups,  non-physician  professional 
health  providers,  and  one  of  our  state  senators.  In 
February  1988,  after  gathering  material  from  many 
sources,  the  task  force  submitted  its  report  to  the 
Medical  Society,  the  Kansas  Legislature,  Shawnee 
County  Commissioners,  the  Mayor  and  City  Coun- 
cil of  Topeka. 

In  addition  to  this,  the  Shawnee  County  medical 
community,  along  with  Barton  County  physicians, 
is  participating  in  a Blue  Cross/Blue  Shield  pilot 
program  for  the  medically  indigent.  This  program, 
known  as  “The  Caring  Program,”  was  endorsed  in 
concept  by  our  society. 

In  January  of  this  year,  Winston  Barton,  Secre- 
tary of  SRS,  spoke  at  the  monthly  meeting  con- 
cerning the  delivery  of  health  care  services  to  those 
people  whose  health  care  is  supported  by  public 
funds. 

Our  membership  has  been  relatively  stable 
throughout  the  year,  with  a net  gain  of  five  members 
and  a total  membership  of  344.  We  mourn  the  loss 
of  four  of  our  members  this  past  year: 

Frederick  Baker,  M.D. 

Archibald  Brier,  M.D. 

Walter  Mau,  M.D. 

Robert  Woods,  M.D. 

It  would  appear  that  our  main  concerns  this  past 
year  have  been  those  related  to  socioeconomic  is- 
sues, pressures  that  third-party  payers  are  placing 
upon  the  professional  providers  and  the  overall  es- 
calation of  health  care  expenditures.  In  addition, 
legislative  issues  related  to  the  delivery  of  health 
seivdces  have  been  the  focus  of  discussion  at  several 
of  our  meetings. 

The  Medical  Society  continues  to  operate  its  phy- 
sician referral  service,  handling  approximately  400 
calls  per  month. 

Robert  D.  Parman,  M.D.,  Councilor 


The  Flint  Hills  Medical  Society  1988  officers  are: 
Mark  E.  Pierson,  M.D.,  President;  John  Lloyd, 
M.D.,  Vice-President;  Barbara  J.  Howell,  M.D., 
Secretary-Treasurer;  and  W.  Brock  Kretsinger, 
D.O.,  Program  Chairman. 

We  had  a few  additions  to  our  medical  commu- 
nity during  the  past  year.  Dr.  Mike  Montgomery, 
orthopedic  surgeon,  joined  Drs.  Glenn  and  Ed- 
wards. Dr.  John  Spore,  general  surgery,  joined  Dr. 
Joe  Bosiljevac.  Dr.  Thomas  Hicks,  surgeon,  asso- 
ciated with  Medical  Arts  Clinic.  Dr.  Chester  Stone, 
internal  medicine  and  hematology  and  oncology, 
closed  his  private  office  and  associated  with  Med- 
ical Arts  Clinic. 

Dr.  Ronald  Farris,  general  surgeon  with  Medical 
Arts  Clinic,  left  Emporia  in  late  summer  to  pursue 
his  interest  in  missionary  work  in  Africa.  As  a direct 
result  of  the  high  cost  of  liability  insurance.  Dr. 
John  Harvey  closed  his  Emporia  practice  and  re- 
entered the  military  to  continue  his  practice  of  ob-  I 
stetrics  and  gynecology.  Also  as  a result  of  liability  j 
premiums,  a few  family  practitioners  have  stopped 
doing  obstetrics. 

The  orthopedic  surgeons  in  Emporia  are  consid- 
ering moving  out  of  the  state  unless  the  cost  of  their 
liability  insurance  is  modified  in  the  near  future. 

Regarding  unification,  there  doesn’t  seem  to  be 
any  special  problem  in  the  Flint  Hills  Medical  So- 
ciety group. 

Our  society  has  a subcommittee  now  working  on 
the  local  problem  of  Medicaid  patients  having  ad- 
equate access  to  care;  we  hope  this  problem  will 
soon  be  resolved. 

Hopefully,  our  problems  with  the  medical  liabil- 
ity crunch  and  government  regulations  will  be  fa- 
vorably modified. 

John  P.  Brockhouse,  M.D.,  Councilor  1 


DISTRICT  8 

The  Cowley  County  Medical  Society  met  nine  times 
in  the  last  year,  with  programs  conducted  at  each 
of  the  meetings  for  a total  of  nine  hours  CME  credit. 
The  average  attendance  throughout  the  year  was  19  ] 
of  the  26  registered  members. 

The  Butler-Greenwood  Medical  Society  held  six  ;j 
meetings,  with  60%  of  the  members  attending  at 
least  one  of  the  meetings,  for  a total  of  six  hours 
CME  recorded. 

In  October,  the  Cowley  County  Medical  Society 
hosted  a district  meeting  in  Arkansas  City  with  Don- 
ald W.  Hatton,  KMS  President,  there  to  share  in-  j 
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formation  with  representatives  of  the  Cowley  and 
Butler-Greenwood  Societies.  Matters  of  concern 
continue  to  be  those  of  medical  malpractice,  lost 
members  due  to  unification,  and  the  activities  of 
the  Kansas  Foundation  for  Medical  Care. 

Larry  R.  Anderson,  M.D.,  Councilor 


DISTRICT  9 

District  9 has  been  active  in  encouraging  100%  par- 
ticipation in  Kansas  Medical  Society  and  AMA 
membership  and  in  promoting  awareness  of  the  mal- 
practice crisis  within  the  state  of  Kansas.  Salina  was 
host  to  the  Council  Dinner  for  Dr.  Hatton  in  October 
1987. 

The  members  of  the  Society  are  active  in  pro- 
moting an  awareness  among  the  membership  of  po- 
litical responsibilities  in  the  upcoming  state  and  fed- 
eral elections,  and  have  participated  in  special 
legislative  breakfasts  with  the  local  legislators. 

David  H.  Clark,  M.D.,  Councilor 


DISTRICT  10 

Approximately  30  physicians  and  spouses  attended 
a meeting  at  the  Red  Coach  Inn  in  McPherson  on 


November  24,  1987,  at  which  time  they  heard  KMS 
President  Dr.  Don  Hatton  and  Executive  Director 
Jerry  Slaughter  present  some  of  the  work  they  are 
doing  and  problems  they  are  facing  in  the  area  of 
tort  reform. 

The  problems  in  the  five-county  area  of  Mc- 
Pherson, Harvey,  Reno,  Rice  and  Marion  were  sim- 
ilar to  the  state  overall  in  that  some  physicians  have 
retired  prematurely,  some  have  cut  back  on  their 
practices,  such  as  eliminating  obstetrics,  and  others 
have  recombined  with  other  groups  of  physicians 
in  an  effort  to  survive  this  difficult,  but  challenging, 
time  of  health  care  delivery. 

Richard  A.  Siemens,  M.D.,  Councilor 


DISTRICT  11 

The  following  represents  a summary  of  activities 
for  Council  District  11,  composed  of  the  Medical 
Society  of  Sedgwick  County. 

The  Wichita  Preferred  Provider  Association,  a 
PPO  type  medical  delivery  program,  has  expanded 
and  now  provides  utilization  review  services  for 
some  physicians  and/or  hospitals  in  Butler,  Sumner, 
Harvey  and  Saline  counties.  WPPA  currently  holds 
contracts  with  Beech  Aircraft  Corporation,  Cole- 


Professional  Liability  Insurance 

PREMIUM  FINANCING  PLAN 
For  KMS  MEMBERS  Only 


Finance  your  professional  liability  insurance  premium  over  a period  of  9 
months  at  a simple  interest  rate  of  1 1 %* 

Your  signature  on  a promissory  note  is  all  that  is  required  to  secure  the 
loan. 

To  apply,  call  the  KMS  office  and  provide  the  following  information: 

• Policy  number(s) 

• Premium  amount(s)  & due  date(s) 

• Name  & address  of  insurance  agent. 

• Rate  subject  to  change  based  upon  prevailing  market  conditions. 


CALL 

1-800-332-0156 
In  Topeka  235-2383 


Services,  Inc. 

1300  TOPEKA  AVENUE 
TOPEKA,  KANSAS  66612 

A subsidiary  of  the  Kansas  Medical  Society 
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man  Company,  Principal  Mutual  Life  Insurance 
Company,  and  Association  Life  Insurance  Com- 
pany. This  program  covers  approximately  24,000 
individuals. 

Unified  membership  with  AM  A continues  to 
present  a problem  for  some  physicians  in  this  dis- 
trict. 

Malpractice  insurance  premiums  are  a great  prob- 
lem to  many  physicians,  especially  the  OB/GYN 
specialists.  One  has  left  Wichita,  and  another  is 
closing  his  office  this  year.  The  MSSC  Legislative 
Committee  is  very  active  with  regard  to  the  tort 
reform  bills  currently  being  considered  by  the  Leg- 
islature. 

Public  school  emergency  medical  procedure  pro- 
tocols were  endorsed  as  revised  by  the  Society’s 
Board  of  Directors  in  cooperation  with  the  local 
EMS  Physicians  Advisory  Committee. 

MCCS  now  employs  an  executive  assistant  di- 
rector on  a full-time  basis.  James  Van  Milligan  is 
a graduate  of  Wichita  State  University,  where  he 
obtained  his  Master  in  Health  Administration  degree 
in  1986.  He  assists  Dwight  Allen  as  Program  Di- 
rector of  WPP  A. 

Clifton  C.  Schopf,  M.D.,  Councilor 


DISTRICT  12 

Clarence  Wiley,  M.D.,  was  recognized  as  a new 
member  of  our  society  at  the  meeting  in  January 
1988.  Robert  Jones,  D.O.,  an  associate  of  Roger 
Mason,  M.D.,  was  introduced  as  a new  physician 
in  the  area  and  will  be  joining  us  soon.  Patrick 
Barker,  M.D.,  has  returned  to  active  practice. 
J.  Varadhan,  M.D. , has  moved  her  surgical  practice 
activities  to  Los  Angeles,  California  as  a physician 
with  Kaiser. 

This  year  has  the  makings  of  a challenging  year 
for  all  of  us  providing  medical  care  in  this  location. 
We  have  been  fortunate  to  have  continued  advance- 
ments in  many  areas  of  our  hospitals,  particularly 
with  the  recent  new  instrumentation  in  our  nuclear 
medicine,  mammography,  CT  and  ultrasound  de- 
partments. Patients  continue  to  receive  dedicated, 
high-quality  nursing  care  in  our  area.  Laboratory 
and  other  ancillary  services  of  the  hospitals  have 
maintained  state-of-the-art  capability,  with  most  of 
the  lab  tests  being  done  on  a local  basis. 

Drs.  Dillon  and  Suiter  are  privileged  to  have  a 
fourth-year  preceptee  working  with  them  fre- 
quently. Carl  Ambler,  M.D.,  has  chosen  to  sub- 
stantially reduce  his  practice  activities.  It  has  been 
Dr.  Bloom’s  privilege  to  spend  full-time  at  Pratt 
Regional  Medical  Center,  having  terminated  his  re- 


sponsibilities for  radiology  coverage  of  Woodward, 
Alva  and  other  surrounding  Oklahoma  hospitals. 

L.  Theil  Bloom,  M.D.,  Councilor 


DISTRICT  13 

On  September  13,  1987,  Donald  W.  Hatton,  M.D., 
KMS  President,  visited  the  district  and  discussed 
legislative,  malpractice,  tort  reform  and  other  KMS 
and  AM  A activities. 

Officers  elected  at  that  time  were  as  follows:  Kevin 
McDonald,  M.D.,  President  of  the  Central  Kansas 
Medical  Society;  John  Dorsch,  M.D.,  Vice-Presi- 
dent; and  Harl  Stump,  M.D.,  Secretary-Treasurer. 
Also  noted  at  this  time,  Darrell  Werth,  M.D,  has 
become  active  in  the  “Young  Physicians’’  organi- 
zation. 

During  the  1987-88  year,  the  district  lost  nine 
physicians,  the  cost  of  insurance  and  the  uncertainty 
of  tort  reform  being  major  factors  in  their  decisions 
to  locate  elsewhere  or  to  change  their  type  of  prac- 
tice. Also,  three  physicians  have  discontinued  ob- 
stetrical deliveries  for  the  same  reasons. 

The  district  has,  however,  gained  eight  physi- 
cians, with  three  in  primary  care. 

Ellsworth  County  lost  Ronald  Whitmer,  M.D.  In 
Smith  County,  Robert  Sheppard,  M.D. , retired,  and 
Verlyn  Steinkruger,  M.D.,  relocated  outside  the 
district.  Phillips  County  gained  Dr.  Trout  in  general 
surgery.  In  Trego  County,  James  Hamilton,  M.D., 
retired,  and  two  physicians  in  family  practice  are 
moving  to  WaKeeney,  with  a third  physician  ex- 
pected later  this  year.  Osborne,  Russell,  Rooks  and 
Rush  counties  have  neither  lost  nor  gained  mem- 
bers. In  Ellis  County  the  losses  are:  One  in  pedi- 
atrics, one  in  ENT,  one  in  family  practice,  one  in 
psychiatry,  and  one  in  OB.  Ellis  County  has  gained 
one  in  internal  medicine,  one  in  orthopedic  surgery, 
one  in  radiology,  one  in  ophthalmology,  one  in 
emergency  medicine,  and  one  in  pathology. 

Victor  M.  Eddy,  M.D.,  Councilor 


DISTRICT  14 

Members  of  the  Barton  County  Medical  Society  and 
Council  District  14  met  June  19,  1987  at  the  Great 
Bend  Petroleum  Club  for  their  annual  meeting.  Jerry 
Slaughter  was  the  featured  speaker,  presenting  in- 
formation from  the  KMS  Annual  Meeting,  as  well 
as  other  concerns  to  the  membership.  Dr.  Perry 
Schuetz  was  elected  President  of  the  Barton  County 
Medical  Society  for  the  ensuing  year.  Other  activ- 
ities during  this  past  year  include  agreement  in  prin- 
ciple to  participate  in  “The  Caring  Program’’  in 
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conjunction  with  Blue  Cross/Blue  Shield  and  Shaw- 
nee County. 

Richard  C.  Preston,  M.D.,  Councilor 


DISTRICT  15 

District  15  of  the  Kansas  Medical  Society  has  had 
a change  in  its  Councilor  this  year.  Dr.  Ed  Rathbun, 
Councilor  from  Liberal,  moved  to  Texas  in  the  early 
part  of  the  year.  Dr.  Clair  Conard,  Past  President 
of  the  Kansas  Medical  Society,  with  the  acquies- 
cence of  the  presidents  of  Seward,  Iroquois  and  Ford 
county  medical  societies,  volunteered  to  act  as 
Councilor  until  the  1988  Annual  Meeting  in  April. 

We  were  very  pleased  that  Donald  Hatton,  M.D. , 
President  of  the  Kansas  Medical  Society,  was  able 
to  arrange  a visit  to  our  district  on  February  9,  1988. 
Dr.  Hatton  was  accompanied  by  his  wife,  Carol, 
and  Chip  Wheelen,  Director  of  Public  Affairs  of 
the  Kansas  Medical  Society.  All  physicians  and 
spouses  in  the  district,  whether  or  not  they  were 
members  of  the  Kansas  Medical  Society,  were  in- 
vited to  the  meeting  as  guests  of  the  Ford  County 
Medical  Society  at  the  Dodge  City  Country  Club. 

Dr.  Hatton  brought  us  up  to  date  on  the  present 
knowledge  and  treatment  of  AIDS.  Chip  Wheelen 
summarized  legislative  action  on  bills  submitted  to 
the  legislature  that  pertained  to  medicine. 

The  major  concern  of  physicians  in  the  district, 
as  indicated  by  the  questions  to  the  speakers,  in- 
volves liability  insurance,  both  availability  and  af- 
fordability. It  was  our  feeling  that  if  the  legislators 
do  not  respond  to  the  problems,  the  crisis  will  in- 
tensify to  the  point  where  it  will  affect  our  ability 
to  recruit  physicians  in  western  Kansas,  and  to  retain 
those  who  are  here.  Several  physicians  have  already 
restricted  the  scope  of  their  practice  because  of  the 
liability  involved. 

Notice  of  the  Annual  Meeting  of  the  Kansas  Med- 
ical Society,  starting  on  April  28,  1988  at  the  Ala- 
meda Plaza  Hotel  in  Kansas  City,  Missouri,  was 
announced  and  all  physicians  were  encouraged  to 
attend. 

Clair  C.  Conard,  M.D.,  Acting  Councilor 


DISTRICT  16 

KMS  President  Donald  Hatton,  M.D. , delivered  the 
annual  presidential  address  to  Northwest  Kansas 
Medical  Society  on  September  23,  1987.  We  thank 
him  for  this,  and  we  also  thank  the  KMS  Staff  for 
their  visit  at  that  time. 

Health  care  manpower  has  remained  essentially 
stable  in  northwest  Kansas.  The  prospect  of  rising 


liability  premiums  and  the  necessity  for  many  to 
discontinue  obstetrical  care  are  major  concerns. 
There  are  no  OB/GYN  specialists  in  the  entire  area 
(approximately  100  by  100  miles),  nor  are  there  any 
nearby.  For  a family  practitioner  to  ante  up  another 
$10,000  or  so,  just  to  deliver  a few  dozen  babies, 
is  ridiculous.  The  prevailing  mood  in  these  parts  is 
one  of  frustration  and  anger. 

Herman  W.  Hiesterman,  M.D.,  Councilor 


DISTRICT  18 

The  district  has  been  very  quiet  since  final  decisions 
on  unification  have  been  made,  and  we  are  waiting 
for  the  resultant  dues  increase.  Hoped-for  increases 
in  membership  have  not  occurred,  despite  urging 
of  President  Don  Hatton  and  others,  including  the 
Councilor,  throughout  the  three-county  area. 

We  are  all  awaiting  the  bad  news  of  a 106% 
increase  in  malpractice  insurance  premiums  with  the 
resultant  required  ante  to  the  Super  Fund.  When 
that  happens,  I anticipate  a mass  exodus  of  family 
practitioners  from  the  operating  and  delivery  rooms 
and  an  increase  in  fetal  and  maternal  mortality. 

On  the  positive  side,  Lawrence  Memorial  Hos- 
pital is  getting  their  own  MRI  scanner,  which  will 
help  this  district.  Ransom  Memorial  Hospital,  in 
Ottawa,  is  getting  an  in-house  CAT  scanner  to  pro- 
vide 24-hour  coverage  for  Franklin  County  (and 
Anderson  County,  if  we  desire). 

As  I have  about  finished  my  second  tour  as  Coun- 
cilor of  District  18,  you  will  not  have  to  read  any 
more  of  my  predictions  of  the  future.  You  may, 
however,  have  to  listen  to  “I  told  you  so!” 

David  A.  Leitch,  M.D.,  Councilor 


DISTRICT  19 

I have  attended  staff  meetings  of  the  Anderson 
County  Hospital  at  lola,  the  Neosho  County  Hos- 
pital at  Chanute  and  Coffeyville  Regional  Medical 
Center.  In  addition,  I have  attended  all  meetings  of 
the  Southeast  County  Medical  Society. 

I attended  the  Kansas  Medical  Society  meeting 
and  reported  on  the  proceedings  to  the  membership 
in  the  district.  In  addition,  I have  written  every 
member  in  this  district  for  input  for  the  1988  Kansas 
Medical  Society  Annual  Meeting. 

James  W.  Wilson,  M.D.,  Councilor 

-4- 
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CLASSIFIED  ADVERTISEMENTS 


Classified  advertisements  are  $5 /line  forKMS  members;  $7.50/ 
line  for  non-members;  5-line  minimum.  Payment  must  accom- 
pany copy.  Deadline  is  20th  of  the  month  preceding  month  of 
publication.  Box  numbers  are  available  at  no  charge.  All  ad- 
vertisements are  accepted  subject  to  approval  by  the  Editorial 
Board. 


ANESTHESIOLOGY,  DERMATOLOGY,  FAMILY  MEDI- 
CINE, GENERAL  SURGERY,  INTERNAL  MEDICINE, 
ORTHOPEDICS,  OTOLARYNGOLOGY,  OB/GYN,  PEDI- 
ATRICS, PSYCHIATRY.  ALRMG  is  a 37  MD  non-HMO 
clinic  in  beautiful  Albert  Lea,  MN.  These  positions  are  created 
by  retirements  and  development  of  new  departments.  The  hos- 
pital and  clinic  are  modem,  progressive,  established  and  the 
primary  health  care  providers  in  our  serviee  area.  Excellent 
educational  and  cultural  opportunities.  Competitive  income, 
excellent  benefits,  early  shareholder  status  with  first  year  salary 
guarantee  with  incentive  options.  Send  CV  to:  Administrator, 
ALRMG,  1602  Fountain  St.,  Albert  Lea,  MN  56007-1642  or 
call  (507)  373-8251  for  further  information. 


FAMILY  PRACTITIONER  NEEDED.  Progressive  southwest 
Missouri  community  is  seeking  BC/BE  Family  Practice  phy- 
sician to  move  into  an  established,  busy  practice  to  provide  a 
full  range  of  services  (OB  optional).  This  lucrative  opportunity 
provides  eall  coverage,  income  guarantee  and  benefit  package. 
An  outstanding  local  50  bed  hospital  is  the  hub  of  an  active 
medical  environment  with  frequent  visiting  specialists  and  ex- 
cellent referral  options.  For  detailed  information  call  (913)  345- 
2822  or  outside  Kansas  toll  free  1-800-638-6942. 


OCCUPATIONAL  MEDICINE  PHYSICIAN.  Full-time  po- 
sition with  a well  established  hospital-based  occupational  med- 
icine clinie  in  the  Kansas  City  area.  BC/BE  in  Occupational 
Medicine  desirable,  but  an  interest  in  occupational  health  with 
a strong  clinical  background  will  be  considered.  Excellent  com- 
pensation paekage  based  on  guarantee,  plus  incentive  and  a 
comprehensive  benefits  package.  To  learn  more  about  this  op- 
portunity, send  detailed  resume  to  Box  788 1 , do  this  magazine. 


FAMILY  PHYSICIAN/OB -GYN  for  early  and  late  Abortion 
Surgical  Clinic  — 4-6  weeks/year,  plus  every  second  or  third 
Saturday.  Send  curriculum  vitae  to  George  R.  Tiller,  M.D., 
5101  E.  Kellogg,  Wichita,  KS  67218. 


UNSECURED  SIGNATURE  LOANS  for  Physicians  and  Res- 
idents, $5,000  to  $60,000.  Available  for  any  need,  including 
taxes,  debts,  investments,  relocation,  etc.  No  points  or  fees. 
Best  rates,  level  payments  up  to  six  years.  For  information  and 
application,  call  toll-free  MediVersal  1-800-331-4952,  Dept. 
114. 


MEDICINA  ET  LEX 

(Continued  from  page  180.) 


professional  services  in  a superior  manner;  §(8)  Advertising  to 
guarantee  any  professional  service  or  to  perform  any  operation 
painlessly.  * 


The  AM  A further  proscribes  the  use  of  patients’ 
testimonials  as  a method  of  advertising.  It  contends 
that  statements  relating  to  the  quality  of  medical 
services  are  extremely  difficult,  if  not  impossible, 
to  verify  or  measure  by  objective  standards.  Con- 
sumer advocates  refute  this  contention  by  arguing 
that  consumers  are  most  interested  in  hearing  the 
opinions  of  those  who  have  already  employed  the 
services  of  a physician. 

As  the  traditional  barriers  to  advertising  by  phy- 
sicians continue  to  erode  or  become  modified  by 
the  legal  system,  the  medical  professional  will  be 
challenged  to  determine  what  methods  of  advertis- 
ing most  effectively  inform  the  public,  while  main- 
taining the  learned  professional  image. 


CHILD'S  Punr 
Is  Nor 
Enough. 


Surveys  indicate  that  many  parents 
overestimate  the  physical  fitness  of 
theirchildren  because  they  appear 
so  active.  The  fact  is,  to  be  physically 
fit,  children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

With  the  right  amount  of  daily 
exercise,  teenagers  and  children 
of  all  ages  will  get  the  most  from 
school . . .and  play. 

For  more  information,  write  to : 
Fitness,  Dept.  84, 

Washington,  DC 
20001. 

The  President's 
Council  on 
Physical  Fitness 
and  Sports 


>1 


i 
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9iiJ/iiA4nati04t  Auilu^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  14  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


THE  NAVAL  RESERVE 
NEEDS  YOU! 

The  Naval  Reserve  is  actively  seeking 
Physicians  due  to  the  expanded  require- 
ments of  the  military  Fleet  Hospital  Pro- 
gram. All  medical  specialties  are  needed, 
particularly  Surgeons  and  Anesthesiolo- 
gists. 

Alter  your  practice  routine  by  serving  your 
country  as  a Naval  Officer. 

We  offer: 

Flexibility  in  drill  schedule 

4 days  pay  for  2 days  work 

Educational  loan  repayment 

program 

Continuing  Medical  Education 

(CME) 

The  opportunity  to  travel  and  do 

something  special 
Contact  1-800-247-7777 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDLINE  • Social  & Economic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain'"  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  FHospital  (MGH). 

MEDICOM®  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 

■ Public  Information  Services 

■ Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association. 

AMA/NET  IS  a service  of  SolfSearch.  Inc  and  American  Medical  Computing  Ltd  . a subsidiarv  ot  the  AMA 
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CARDIOLOGY  NOTES 


Coronary  Angioplasty  after  Thrombolysis 


DONALD  L.  VINE,  M.D.,*  Wichita 


There  is  little  doubt  that  blood  flow  should  be 
restored  as  soon  as  possible  following  the  onset  of 
coronary  artery  occlusion.  Questions  remain,  how- 
ever, regarding  the  timing  of  balloon  dilatation 
(PTC A)  following  successful  thrombolysis. 

There  are  now  three  randomized  trials  comparing 
patients  treated  with  PTCA  immediately  after 
thrombolytic  therapy  to  patients  treated  with  throm- 
bolytic therapy  alone.  These  studies  involve  a total 
of  704  patients  treated  with  either  streptokinase  or 
tissue  plasminogen  activator  (TPA),  then  random- 
ized to  early  PTCA  or  to  another  treatment. 


The  Trials 

The  Mainz  group*  randomly  assigned  162  patients 
who  had  received  intravenous  streptokinase  to  PTCA 
or  to  lytic  therapy  only.  Patients  assigned  to  the 
control  group,  whose  infarct-related  artery  was  still 
occluded  at  early  angiography,  were  recanalized  with 
a small  guide  wire.  The  140  patients  (71  control  and 
69  treatment)  who  had  initially  successful  reperfu- 
sion were  used  for  calculating  rates  of  reocclusion. 

The  Thrombolysis  and  Angioplasty  in  Myocar- 
dial Infarction  (TAMI)  Study  Groups  gave  tissue 
plasminogen  activator  within  six  hours  of  onset  of 
pain  to  386  patients.  Of  288  patients  with  initially 
open  infarct-related  arteries,  197  were  randomized 
to  either  immediate  or  delayed  angioplasty.  Patients 
with  critical  proximal  obstruction  of  both  the  cir- 
cumflex and  anterior  descending  coronary  arteries 
were  excluded. 

The  European  Cooperative  Study  Group  (ECSG) 
randomly  assigned  367  patients  who  were  given 
intravenous  tissue  plasminogen  activator  to  either 
conventional  treatment  or  to  early  angiography  and 
PTCA.^  Since  the  conventionally  treated  patients 
were  not  studied  by  early  angiography,  the  rein- 
farction rates  are  listed  under  “reocclusion”  below. 
Only  two  patients  were  excluded  because  of  the 
anatomic  severity  of  their  disease. 


^Associate  Professor  of  Medicine,  UKSM-Wichita. 

Address  correspondence  to  the  author  at  1010  N.  Kansas, 
Wichita,  KS  67214. 


The  Results 

The  rates  of  death,  reocclusion  and  coronary  bypass 
grafting  were  similar  between  groups  treated  with 
immediate  angioplasty  and  those  in  whom  angio- 
plasty was  deferred.  Fifteen  percent  of  the  control 
patients  required  PTCA,  often  on  an  emergent  basis. 
In  contrast,  14%  of  the  TAMI  patients  who  were 
randomized  to  delayed  intervention  had  insufficient 
stenosis  to  justify  PTCA  at  the  time  of  repeat  study. 
Left  ventricular  function  was  improved  following 
early  intervention  only  in  the  Mainz  study. 

Of  728  patients  given  intravenous  lytic  therapy, 
angiographic  reperfusion  was  documented  in  444. 
Seventy  percent  of  patients  receiving  TPA  showed 
reperfusion,  in  contrast  to  30%  of  patients  receiving 
streptokinase. 


Comments 

These  trials  make  it  difficult  to  argue  that  PTCA 
must  be  performed  immediately  after  successful  re- 
perfusion with  tissue  plasminogen  activator.  The 
major  outcomes  are  similar,  and  death  rates  may  be 
slightly  higher  with  immediate  intervention.  The 
single  short-term  benefit  to  early  PTCA  seems  to 
be  a reduction  in  subsequent  emergency  PTCA,  and 
this  may  be  offset  by  the  patients  whose  residual 
stenosis  is  less  than  50%  after  treatment  with  TPA  ,1 
alone.  Alternatively,  the  data  do  not  seem  sufficient  i 
to  prove  that  early  intervention  should  be  avoided! 
in  patients  with  suboptimal  response  to  lytic  ther-  f 
apy,  continued  clinical  instability  or  severe  multiple  j 


vessel  disease. 


Figure  1 . Immediate  PTCA  after  Thrombolysis . 
percent 


Deaths  Reoccluslon  re-PTCA  CABG 
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TABLE  1 

DEATH,  REOCCLUSION,  POST-RANDOMIZATION  PTCA  (re-PTCA)  AND  CABO  FOLLOWING 
IMMEDIATE  PTCA  VS.  DEFERRED  INTERVENTION 


Patient  Totals 

Death 

Re-occlusion 

re-PTCA 

CABG 

Control 

PTCA 

Control 

PTCA 

Control 

PTCA 

Control 

PTCA 

Control 

PTCA 

Mainz 

71 

69 

11 

6 

14 

10 

na 

na 

na 

na 

ECSG 

184 

183 

5 

12 

12 

8 

26 

11 

10 

09 

TAMI 

98 

99 

1 

4 

11 

13 

16 

5 

15 

15 

TOTAL 

353 

351 

17 

22 

37 

31 

42 

16 

25 

24 

When  streptokinase  is  used  as  the  lytic  agent, 
early  intervention  with  PTCA  may  be  beneficial  for 
both  improvement  of  left  ventricular  function  and 
preservation  of  life.  This  might  be  because  strep- 
tokinase was  less  effective  than  TPA  in  producing 
early  thrombolysis. 

Death  was  more  frequent  in  control  patients  in 
the  Mainz  study  and  in  the  PTCA  groups  in  the 
other  two  studies.  These  differences  were  not  sta- 
tistically significant  in  the  TAMI  and  Mainz  trials. 
Statistical  analysis  of  mortality  was  not  reported  for 
the  ECSG  trial,  and  the  differences  are  presumed 
insignificant. 


SUGGESTED  READINGS 

1.  Erbel  R,  et  al.;  Percutaneous  transluminal  coronary  an- 
gioplasty after  thrombolytic  therapy:  a prospective  controlled 
randomized  trial.  J Am  Coll  Cardiol  8:485-95,  1986. 

2.  Topal  EJ,  et  al.:  A randomized  trial  of  immediate  versus 
delayed  elective  angioplasty  after  intravenous  tissue  plasmin- 
ogen activator  in  acute  myocardial  infarction.  N Engl  J Med 
317:581-88,  1987. 

3.  Simoons  ML,  et  al.:  Thrombolysis  with  tissue  plasmin- 
ogen activator  in  acute  myocardial  infarction:  no  additional 
benefit  from  immediate  percutaneous  coronary  angioplasty. 
Lancet  1988;  i;  197-203. 
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$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 
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Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 
Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 
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It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 


Before  they  take  it, 
talk  about  it. 


^ National  Council  on 

Patient  Information  and  Education. 


666  Eleventh  St.  N.W,  Suite  810 
Washington,  D.C.  20001 


Re-introduce  The  Oldest 


Advance  In  Medicines. 


In  moderate  depression  and  zinxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

1^  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


’23-4SS7 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
et al:  P^chophamacology  61 . -217-225,  Mar  22, 1979. 


Limbitrol®® 

llanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnaniy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  In  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  orantichoiinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occuued  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Itxblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tliblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico 00701 

' P t rt9aa 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Wee’ 

And  The  Weeks  That  Follow 


.r.-  v; 


^74%  of  patients  experienced  improved  sleep  1 1 
after  the  first  As:  dose^  iil 


^First-week  reduction 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Lunbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


in  somatic  symptomj  "p| 


Percentage  of  Reduction  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therap> 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitiorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Cop3Tight  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Slow-K 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependcibility”  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.  CIBA  Pharmaceutical  Comtrany. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  r'flervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow,  release  KCI  preparations.,  , 

Before  prescribing,  please  consult  Brief  Prescribing  Inforrnation  on  next  page 
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The  world’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ It’s  safe— unsurp^\ssed  by  any  other  KCI  tablet  or  capsule^* 

□ If  S acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  m3) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  ^ 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company,  2.  Skoutakis 
VA,  Acchiardo  SR,  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride  Bioavailability  and  safety.  Pharmacotherapy  1980;4(6):392-397. 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Intell  Clin  Pharm 
1987:21:436-440. 


Slow-K’ 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  VI/ITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  Intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites: 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy:  and  certain  diarrheal  states, 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  If  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATTONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g,,  spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  Instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Satients  with  esophageal  compression  due  to  an  enlarged  left  atrium. 
lARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g  , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bov,'el  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation,  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controiled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall.  While  the  reported  frequency  of  small-bowel  lesions  Is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States,  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  palient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  for  Patients 

Physicians  shouid  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestlnal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  m animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  it  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS),  It  is  important  to  recognize  tnat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6, 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  Include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatmeni  measures  for  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles  — 100  tablets  each NDC  0083-0165-65 

Accu-Pak*'  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  nol  store  above  86°F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


Disf.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 


9*iio^uftatio*i  yo^  Ai/UUo^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  14  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 


5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 


George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


Malpractice  Insurance  Too  High? 
COME  TO  BEAVER,  OKLAHOMA 


1988  RATES  IN  OKLAHOMA 


1,000,000/1,000,000 

Class  1 

1,839.00 

Class  lA 

2,801.00 

Class  II 

3,061.00 

Class  III 

3,910.00 

Class  IV 

8,068.00 

Class  V 

9,137.00 

Class  VI 

9,731.00 

Class  VII 

10,207.00 

Class  VIII 

11,963.00 

BEAVER  COUNTY  MEMORIAL  HOSPTIAL 
BOX  640 

BEAVER.  OK  73932 
(405)  625-4551 
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Physicians  ajfiliated  with  neighboring  societies. 


IWE  AN 

MDWCaUC 

FOR  YOU! 

• Have  an  MD  invest  in  options 
for  you. 

• 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts. 


Crisis  in  black  and  whita 

Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

gory  Sherar 

Suite  290,  7500  West  95th  Street,  RO.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 


"Si?.  %- 


o ^ 

O 

cu  <5  ^ 

'C  - o t 

'a 


Thomas  E.  Meierant,  Gre; 


Dr.  Warren  E.  Hinton,  MD. 

CALL 


Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil 

1-800-821-6132 
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‘Oi™  so  I know 
I need  iron. 
Where  do  I get  it?  ’ 


Faced  with  a Recommended  Daily  Dietary 
Allowance  of  18  mg,  the  question  is  a good  one 
for  women  aged  19-50.  Iron  is  one  of  the  nutri- 
ents most  often  lacking  in  the  American  diet. 

Low  intakes  ol'iron  over  prolonged  time  can  lead 
to  iron  deficiency  anemia. 

In  the  1986  USDA  Continuing  Survey  of 
Food  Intakes  by  hidividuals' , wnmen  of  cliild- 
bearing  ^ears  reported  a mean  intake  ol“  1588 
calories  a day  Since  the  American  diet  averages 
about  6-7  mg  of  iron  per  1000  calories,  it  s not 
surprising  t hat  the  same  survey  found  that  most 
of  these  women  are  getting  about  60  percent  of 
their  RDA  for  iron. 

Yet  consider,  one  three-ounce  serving  of 
lean  sirloin  contains  2.8  mg  of  iron,  about  forty  to 
sixty  percent  of  which  is  heme  iron,  the  most; 
bioavailable  form.  In  addition,  the  presence  of 
beef  or  other  meats  in  a meal  increases  the 
bioavailability  of  non  heme  iron  from  foods  such 
as  vegetables  and  grains. 

Importantly,  lean  beef  can  also  meet  fat 
and  cholesterol  guidelines  of  most  leading  heart 
and  health  authorities.  The  how-to’s  are  good 


advice  for  almost  anyone. 

Start  with  “The  Skinniest  Six”  shown 


below.  None  is  more  than  180  calories  per  three- 
ounce  cooked,  trimmed  serving.  All  are  easy  to 
specify  at  the  meat  counter. 

These  six  cuts  also 
simplify  portion  control. 

Four  omrces  luicooked 
equals  about  three 
ounces  cooked.  Grill- 
ing, broiling  and 
roasting  add  no  extra 
fat  in  cooldng.  /And  the 
taste  of  beef  malms  it 
easy  to  dispense  with 
M-laden  sauces. 

Carefullychosen,  pre- 
pared and  served,  “The  Skinniest  Six” 
provide  an  impressive  list  of  essentirrl  nutrients 
for  under  180  calories  per  tliree-ounce 

And  as  part  of  a specific  plan  to 
increase  dietary  iron , in  a balanced 
diet  beef  can  be  one  of  the  best-tasting 
recommendations  you’ll  ever  malm. 


serving. 

BEEF 


Eyeo/Rinind 


Ro  u n d Tip 


Ibf)  lArin  Top  Ron  nd 


Sirloin 


'Ihiiderloin 


l.dSmgmya  il.50nuiiron  2.l0mginm  2A5mgin.»i  2.H5wgiron  SOSnuyiron 

I55caio7ies  ]62caiories  l72caU)riea  }62caiories  ITTmlorins  IT^calurios 

5.5gtoUilfat  GAgtotalJai  7.6gtokilJat  5.3gMalJbt  7.4gtotalfal.  7.9glotolfaf 

(2Jgsaty’mU’dfat)  (2.3 gsaiMratedjai)  (S.Og.mtvnik^dJdt)  ( I .SgsatumUrifal)  (S.Og.'ialwntalJdt)  (S.  I gnittmnudjiit) 
59  mg chohifiterol  69  mg choU^skrrol  65  mgcholesUmil  72  rngoholesterol  76  mgchoU'.denil  72  mgchvh’sk')\>l 

I mcookod  oi(A)le cuisuro ^Utnvo J6r intrp<)S(‘gf  idioil ij'icaiioii . 


Composite  of  cooked  retail  cuts  of  beef* 

Protein 

2&9q 

Iron 

2 7 mg 

Zinc 

6 Omg 

Vitamin  B-12 

2 28  meg 

Thiamin 

08  mg 

Niacin 

36mg 

Sodium 

55  mg 

Total  Fat 

87g 

(Saturated  Fat) 

(3!fl) 

Cholesterol 

76  mg 

Calones 

189 

1.  United  States  Department  of  Agricuhiire,' 'Nationwide  Food  Consumption  Survey,  Continuing  Survey  of  Food  Intakes  by  Itrdividuals,  (NFCS.  CSFII)"Rt!port  No  86 1 'Nutrients  in  3 o;,  tnmmed  and  cooked  USDA  Handbook  8 11  Ftev  1986 


Ready  For 
A Change? 

Oberlin,  Kansas  Has  Just 
The  Opportunity  For  You. 

The  Oberlin  Medical  Arts  has  an  opening 
for  a family  practitioner  to  join  three  other 
Board  certified  family  practitioners  and  a 
general  surgeon  in  Northwest  Kansas. 

Oberlin  is  a friendly  community  with  a 
supportive,  progressive  environment. 

It  has  a newly  remodeled  hospital  and  new 
clinic  building. 

For  more  information  contact  Charles  Myers, 
Administrator,  Decatur  County  Hospital,  810  W. 
Columbia,  Oberlin,  Kansas  67749,  or  call  913- 
475-2208.  You  may  also  contact  Richard  L. 
May,  M.D.,  Chief  of  Staff,  at  913-475-2221. 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDLINE  • Social  & Econornic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain'"  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  Hospital  (MCH). 

MEDICOM®  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 
a Public  Information  Services 
s Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association. 

AMA/NET  IS  a service  of  SoftSearch,  Inc  and  American  Medical  Computing,  Ltd.,  a subsidiary  of  the  AMA 


To  Contact 
Your  Legislators: 

U.S.  CONGRESSIONAL  DELEGATION 


Senators: 

Robert  Dole,  141  Hart  Senate  Office  Bldg.,  20510, 
(202)  224-6521 

Nancy  L.  Kassebaum,  302  Russell  Senate  Office 
Bldg.,  20510,  (202)  224-4774 

Representatives: 

Dan  Glickman,  1212  Long  worth  House  Office 
Bldg.,  20515,  (202)  225-6216 

Jan  Meyers,  315  Cannon  House  Office  Bldg.,  20515, 
(202)  225-2865 

Pat  Roberts,  1314  Longworth  House  Office  Bldg., 
20515,  (202)  225-2715 

Jim  Slattery,  1440  Longworth  House  Office  Bldg., 
20515,  (202)  225-6601 

Robert  Whittaker,  2436  Rayburn  House  Office 
Bldg.,  20515,  (202)  225-3911 


When  writing,  the  following  form  is  appropriate: 


Senators: 

The  Honorable  John  Doe 
United  States  Senate 
Address 

Dear  Senator  Doe: 


Representatives: 

The  Honorable  John  Doe 
House  of  Representatives 
Address 

Dear  Mr.  Doe: 


THE  PRESIDENT 


The  White  House 

1600  Pennsylvania  Ave.,  N.W.  20500, 
(202)  456-1414 

KANSAS  LEGISLATURE 


To  write  state  Senators  and  Representatives,  the 
following  addresses  may  be  used: 


Senators: 

The  Honorable  John  Doe 
Senate  Chambers 
State  Capitol  Bldg. 
Topeka,  KS  66612 

Dear  Senator  Doe: 
Phone:  (913)  296-7300 


Representatives: 

The  Honorable  John  Doe 
House  of  Representatives 
State  Capitol  Bldg. 
Topeka,  KS  66612 

Dear  Representative  Doe: 
Phone:  (913)  296-7500 


THE  GOVERNOR 
The  Honorable  Mike  Hayden 
State  Capitol  Bldg. 
Topeka,  KS  66612 
(913)  296-3232 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


MILES 


■ Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococtus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracts 
-skin/skin  structure^  -hones  and  joints^ 

■ Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


© April  1988,  Miles  Inc. 


Printed  in  U S. A. 


C09327  MLR-261 


ro, 

TABLETS  ^ 

ciprofloxacin  HCl/Miles^ 


500  mg  B,LD,  for  most  infections; 

750  mg  B.LD,  for  severe  or  complicated  infections. 


CONVENIENT  a /.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tracf 

Mild/Moderate 

250  mq  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below: 

Lower  Respiratory  Infections  caused  by  Escherichia  coH,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep 
tococcus  pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartii.  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains),  Sfa- 
phylococcus  epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens,  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae.  Serratia 
marcescens,  Proteus  mirabilis,  Providencia  rettgeri.  Morganella  morganii,  Citrobacter  diversus,  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  Is  indicated. 

*Efficacyfor  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identity  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro 
may  be  initiated  before  results  of  these  tests  are  known:  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CDNTRAINDtCATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use,  A history  of  hypersensitivity  to  other 
guinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNtNGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN.  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs,  Histopathological  examination  of  the  weight-bearing  loints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 


General: 

As  with  other  guinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  contusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS). 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  f^tients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded.  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate. 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired:  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided. 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients 

F^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal  f^tients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing.  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

£ coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy  - Pregnancy  Category  C. 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  anri  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed.  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS). 

Nursing  Mothers. 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk:  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  ol 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7,3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  of  courses  primarily  involving  the  gastrointestinal  system  (15%),  skin  (0  6%),  and  central  nen/ous  system 
(0  4%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vomiting 
(2.0%),  abdominal  pain/discomfort  (1.7%>),  headache  (12%),  restlessness  (11%),  and  rash  (1,1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  ol 
guinolones  are  italicized 

GASTROINTESTINAL.  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  (See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina- 
tions, manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face,  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum, 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  ol  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout, 
RENAL/UROGENITAL,  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis. 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
Investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic  - Elevations  of:  ALT  (SGPT)  (1.9%),  AST  (SGOT)  (1.7%),  alkaline  phosphatase  (0  8%),  LDH  (6.4 /o|, 
serum  bilirubin  (0  3%), 

Hematologic  - eosinophilia  |0.6%),  leukopenia  (0  4%),  decreased  blood  platelets  (0.1%),  elevated  blood 
platelets  (0.1%),  panc^openia  (0.1%) 

Renal  - Elevations  of:  Serum  creatinine  (11%),  BUN  (0,9%). 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised, 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  and  m 
Uhit-Dose  packages  ol  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION). 


*Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENCY 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


© April  1988,  Miles  Inc.  Printed  in  U S A C09327  MLR-26' 
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and  United 


opened  its 


En^ltyee  Benefits  Division, 


United  Missouri  Bank  announced  Employee  Benefits 
Services  in  ’ 51 . It  didn’t  make  national  headlines.  It  did  make 
a difference. 

Since  then , United  Missouri  has  designed  and  adminis- 
tered employee  benefits  plans  for  thousands  of  professionals. 

Its  team  of  experts  have  offered  the  best  available  and 
most  comprehensive  retirement  plan  services  with  plans  that 
have  included  options  like  Individually  Directed  Accounts, 
401(K)  provisions  and  more. 

In  addition.  United  Missouri  has  provided  unparalleled 
service.  Customers  have  taken  advantage  of  trustee  services, 
investment  management,  administration,  and  plan  and 
participant  recordkeeping. 

Tbday,  United  Missouri  continues  to  make  a difference. 
Its  experts  are  helping  professionals  nationwide  develop 
employee  benefits  plans.  They  can  help  your  group.  Call 
United  Missouri  Bank’s  Employee  Benefits  Division  at 
1-800-892-2945  (out  of  state,  1-800-821-7194).  And,  pick 
the  proven  performer. 

lb 

UNITED  MISSOURI  BANK 

Member  FDIC 


P.O.  Box  419226,  KtmsasCity,  Missouri  64141-6226 
P.O.  Box  1126,  St.  Lmiis,  Missouri  63188 
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Ramona  Perez,  Membership  Secretary 

David  E.  Gray,  M.D.,  Editor 

Susan  M.  Ward,  Production  Editor 

Timothy  Scanlan,  M.D.,  IPP  Medical  Director 

Wayne  T.  Stratton,  J.D.,  Legal  Counsel 


County  Medical  Societies,  Executive  Offices 

Barton  County  — 615  N.  Wieland,  Ellinwood  67526 
Judy  Willard,  Executive  Secretary 
Cowley  County  — 421  Michigan,  Winfield  67156 
Gene  M.  Wilcox,  Executive  Secretary 
Crawford-Cherokee  County  — 910  E.  13th,  Pittsburg  67762 
Frances  Drenick,  Executive  Secretary 
Johnson  County  — 7301  Mission  Road,  Suite  324 
Shawnee  Mission  66208 

Harriet  Rounds,  Executive  Secretary 
Reno  County  — Room  4305,  Hutchinson  Hospital  Corporation, 

1701  E.  23rd,  Hutchinson  67501 
Krista  Randles,  Executive  Secretary 
Rice  — 619  S.  Clark,  Lyons  67554 

Linda  Williams,  ART,  Executive  Secretary 
Riley  County  — 2705  Aspen  Way,  Manhattan  66502 
Karen  Sheffield,  Executive  Secretary 
Saline  County  — 520  Country  Club  Road,  Salina  67401 
Donald  L.  Marchbanks,  M.D.,  Executive  Director 
Sedgwick  County  — 1102  S.  Hillside,  Wichita  67211 
Dwight  Allen,  Executive  Director 
Shawnee  County  — 800  Lane,  Topeka  66606 
Byron  Cook,  Executive  Director 
Wyandotte  County  — 38  S.  18th,  Kansas  City,  KS  66102 
Martha  E.  Hunt,  Executive  Secretary 
Specialty  Societies,  Executive  Offices 

Kansas  Chapter  — American  Academy  of  Family  Physicians 
Walter  D.  Bettis,  Executive  Secretary 
P.O.  Box  20597,  Wichita  67208 
Kansas  Orthopedic  Society 

Douglas  W.  Bowen,  Executive  Secretary 
631  Home,  Topeka  66606 

Kansas  Psychiatric  Society,  A District  Branch  of  the  Amer.  Psychiatric  Assoc. 
Jo  Ann  Klemmer,  Executive  Secretary 
1259  Pembroke,  Topeka  66604 


316-682-7411 

913-235-2383 

1-800-332-0156 


316-689-4850 

913-233-0593 

1-800-332-0248 

316-793-3559 

316-221-2267 

316-231-5130 

913-432-9444 

316/665-2455 

316-257-5173 

913-776-4967 

913-823-2380 

316-683-7557 

913-234-5668 

913-321-9460 

316-651-2238 

913-233-7491 

913-232-5985 
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American  Medical  Association 

535  N.  Dearborn  St.,  Chicago  IL  60610 

James  H.  Sammons,  M.D.,  Executive  Vice  President 
AM  A Washington  Office  (Department  of  Governmental  Relations) 

1101  Vermont  Ave.,  NW,  Washington,  DC  20005 
University  of  Kansas  School  of  Medicine  — Kansas  City 
39th  & Rainbow  Boulevard,  Kansas  City,  KS  66103 
D.  Kay  Clawson,  M.D.,  Executive  Vice  Chancellor 
Jane  E.  Henney,  M.D.,  Associate  Vice  Chancellor 
and  Interim  Dean,  School  of  Medicine 
University  of  Kansas  School  of  Medicine  — Wichita 
1010  N.  Kansas,  Wichita,  67214 

William  J.  Reals,  M.D.,  Vice  Chancellor  and  Dean 

GOVERNMENT  AGENCIES 

Kansas  State  Board  of  Healing  Arts 

Landon  State  Off.  Bldg.,  Ste.  553,  900  SW  Jackson,  Topeka  66612-1256 
Richard  G.  Gannon,  Executive  Director 

Kansas  State  Board  of  Nursing 

Landon  State  Off.  Bldg.,  Ste.  551  S.,  900  SW  Jackson,  Topeka  66612 
Kansas  State  Board  of  Pharmacy 

Landon  State  Off.  Bldg.,  Ste.  513,  900  SW  Jackson,  Topeka  66612 
Kansas  Department  of  Health  & Environment 

Landon  State  Off.  Bldg.,  900  SW  Jackson,  Topeka  66612 
Kansas  Insurance  Department 
420  SW  9th  St.,  Topeka  66612 

Kansas  Department  on  Aging 

Docking  State  Office  Building,  Suite  122-S, 

915  SW  Harrison,  Topeka  66612-1505 
Kansas  Department  of  Social  & Rehabilitation  Services 
2700  W.  6th  St.,  Topeka  66606 
EDS  Federal 

P.O.  Box  4649,  Topeka  66604 

Disability  Determination  Unit 

Docking  State  Office  Bldg.,  10th  FI.,  915  Harrison,  Topeka  66612 
Rene  Hausheer,  M.D.,  J.D.,  Chief  Medical  Consultant 

ASSOCIATIONS 

Kansas  Association  of  Osteopathic  Medicine 

1260  SW  Topeka  Avenue,  Topeka  66612 
Kansas  Bar  Association 

1200  SW  Harrison,  Topeka  66612 
Kansas  Chiropractic  Association 

1334  SW  Topeka,  Topeka  66612 
Kansas  Hospital  Association 

1263  SW  Topeka,  Topeka  66612 
Kansas  Pharmacists  Association 

1308  W.  10th  St.,  Topeka  66604 
Kansas  State  Nurses  Association 

820  Quincy,  Topeka  66612 
Kansas  Trial  Lawyers  Association 

112  SW  6th  St.,  Suite  311,  Topeka  66603 


312-645-5000 

202-789-7400 

913-588-5000 

913-588-1441 

913-588-5287 

316-261-2600 

913-296-7413 

913-296-4929 

913-296-4056 

913-296-1500 

913-296-3071 

1-800-432-2484 

913-296-4986 

913-296-3271 

913-273-5700 

1-800-232-0054 

913-296-6600 

913-234-5563 

913-234-5696 

913-233-0697 

913-233-7436 

913-232-0439 

913/233-8638 

913-232-7756 


Kansas  Medicine  • August  1988  • 11 


The  Kansas  Medical  Society  — 1988-89 

OFFICERS 


Terry  L.  Poling,  M.D. 

Wichita 

President 


Roger  D.  Warren,  M.D. 

Hanover 
President  Elect 


Joseph  C.  Meek,  Jr.,  M.D. 

Wichita 

First  Vice  President 


Larry  R.  Anderson,  M.D. 

Wellington 

Second  Vice  President 


Donald  W.  Hatton,  M.D. 

Lawrence 

Immediate  Past  President 


Arthur  D.  Snow,  Jr.,  M.D. 

Shawnee  Mission 
Constitutional  Secretary 


Donald  R.  Brada,  M.D. 

Wichita 

Treasurer 


David  E.  Gray,  M.D. 

Topeka 

Editor 


Alex  Scott,  M.D. 
Junction  City 
AMA  Delegate 


Lew  W.  Purinton,  M.D. 

Wichita 
AMA  Delegate 


Kermit  G.  Wedel,  M.D. 

Minneapolis 
AMA  Delegate 


Warren  E.  Meyer,  M.D. 
Wichita 
AkMA  Delegate 
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Linda  D.  Warren,  M.D. 

Hanover 
AlMA  Delegate 


Jimmie  A.  Gleason,  M.D. 

Topeka 

AMA  Delegate 


F.  Calvin  Bigler,  M.D. 

Garden  City 
AMA  Alternate 


John  P.  Brockhouse,  M.D. 

Emporia 
AMA  Alternate 


Stephen  F.  Miller,  M.D. 

Parsons 

AMA  Alternate 


Jay  S.  Schukman,  M.D. 

Great  Bend 
AMA  Alternate 


Franklin  Bichlmeier,  M.D. 

Shawnee  Mission 
AMA  Alternate 


Ivan  E.  Rhodes,  M.D. 

Wichita 

Speaker 


Kenneth  L.  Derrington,  M.D. 

Shawnee  Mission 
Vice  Speaker 
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STAFF 


Jerry  Slaughter  Val  Braun 

Executive  Director  Associate  Executive  Director 


Gary  Caruthers 

Director  of 

Administrative  Services 


Chip  Wheelen 

Director  of  Public  Affairs 


Susan  Ward 

Production  Editor 


Nancy  Bronaugh 

Administrative  Assistant 


Donna  Decker 

Secretary 


Ramona  Perez 

Membership  Secretary 


Dehhie  Manis 

Secretary 
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CONSULTANTS 


Wayne  Stratton,  J.D. 

Legal  Counsel 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

56TH  ANNUAL 

POSTGRADUATE  ASSEMBLY 

NOVEMBER  3,  4 AND  5,  1988 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 


Timothy  Scanlan,  M.D. 

IPP  Medical  Director 


Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 


FAMILY  PRACTITIONER  WANTED 
YANKTON,  SOUTH  DAKOTA 

Practice,  teach  in  spacious,  pleasant  northern  plains  area 
of  Southeast  South  Dakota,  with  many  lakes,  rivers,  other 
outdoor  activities,  sports.  Family  Practitioner  BE/BC  is  needed 
to  provide  care  and  treatment  at  South  Dakota  Human 
Services  Center.  Position  includes  a hospital  guarantee  of 
75%  salary  and  a 25%  private  practice  opportunity.  We 
are  an  acute  and  long-term  inpatient,  420-bed  psychiatric 
hospital  with  a variety  of  specialized  programs  and  serve 
the  entire  state.  Employees  number  620.  The  hospital  is  a 
treatment  program  oriented,  multidiscipline  setting.  Teach- 
ing affiliation  is  with  the  University  of  South  Dakota  School 
of  Medicine,  with  opportunities  for  eligible  staff  to  pursue 
academic  interests.  Excellent  secondary  and  interstate  high- 
way connections  allow  for  reasonable  access  to  larger  met- 
ropolitan areas  such  as  Sioux  Falls,  South  Dakota,-  Sioux 
City,  Iowa;  and  Omaha,  Nebraska. 

If  your  experience  and  interests  match  our  needs,  write  or 
phone: 

John  A.  Henderson,  CMHA,  Administrator 
or 

David  A.  Smith,  M.D.,  Chief  of  Medicine 
South  Dakota  Human  Services  Center 
P.O.  Box  76 

Yankton,  South  Dakota  57078-0076 
Phone:  (605)  668-3103 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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© Copyright  1988  by  Saab-Scania  of  America,  Inc. 


Saabs  have  always  had  a reputation 
for  their  individuality,  so  to  speak. 

The  ultimate  expressions  of  that  Saab 
individuality  are  the  two 
cars  in  the  picture  above. 

They  are  the  Saab  900  Turbo  Convertible 
and  the  Saab  900  Turbo 
SPG  (for  Special  Performance  Group). 

Like  all  Saab  Turbos, 
these  two  cars  are  powered  by 
our  spirited,  16-valve, 
turbocharged,  intercooled  engine. 

So  they  behave  as  enthusiastically  as  they  look. 

Understandably,  these  models  are  in  limited  supply. 

However,  if  you’re  fortunate, 
we’ll  have  one  of  them  in  stock. 

Or,  if  it’s  really  your  lucky  day,  both  of  them. 


The  most  intelligent  cars  ever  built. 


FORDSAAB 


23rd  AND  TOPEKA  • TOPEKA,  KS  • 913-235-9211 


Workers’  Compensation 
Insurance 

Helpful  Hints 
on 

Audit  Procedures 

At  the  expiration  date  of  your  policy  year,  an  audit  is 
made  by  the  insurance  company  to  determine  the 
actual  payroll  amounts,  or  other  exposures  during  the 
year.  Following  this  audit,  an  adjustment  may  be  made 
that  will  require  additional  premium  or  a return  or 
credit  will  be  ordered.  The  following  are  five  tips  to 
assist  you  in  preparing  for  an  audit.  The  following 
sources  will  help  the  auditor: 

1.  Payroll  journal  providing  monthly  totals  and  divi- 
sion of  payroll  by  type  of  work  performed. 

2.  Individual  earning  records  indicating  the  type  of 
work  performed.  Gross  payroll  should  be  totaled  by 
the  quarter. 

3.  Separate  record  of  overtime  shown  by  employee 
and  totaled  by  class  of  work  for  the  policy  term 
involved.  (Premium  for  Workers’  Compensation  is 
based  on  straight  time  pay  for  all  hours  worked  and 
does  not  include  Vi  extra  pay  for  overtime.)  (Not 
applicable  in  Delaware,  Pennsylvania,  and  Utah.) 

4.  Certificates  of  Workers’  Compensation  Insurance 
for  all  insured  sub-contractors. 

5.  Social  Security  (Form  941)  and  State  Unemploy- 
ment Compensation  quarterly  returns. 

Our  auditors  are  instructed  to  inform  you  of  the  date 
they  intend  to  call  on  you  or  to  arrange  in  advance  for  a 
convenient  time.  To  assure  accurate  assignment  of 
your  payroll  to  the  proper  classes,  it  is  wise  for  you  to 
arrange  to  have  someone  in  your  organization  familiar 
with  employee  job  assignments  available  to  work  with 
our  auditor  during  the  course  of  the  audit. 

If  your  records  are  kept  by  an  outside  accounting 
firm,  make  certain  the  accountants  are  aware  of  the 
impending  visit  by  the  auditor  so  they  will  have  your 
records  available  when  needed.  In  the  event  the 
accountant  is  not  well  informed  regarding  the  duties  of 
various  employees,  you  may  wish  to  brief  him/her  in 
advance  of  the  auditor’s  visit. 

In  the  audit  of  your  payroll  for  final  billing  purposes , 
you  need  to  determine  that  the  payroll  of  individual 
employees  is  assigned  to  the  appropriate  rating  classi- 
fication. This  assures  that  you  will  be  paying  the  cor- 
rect premium. 

Annual  premiums  in  excess  of  a specified  amount 
qualify  for  a discount  which  varies  by  state  and  also  by 
the  amount  of  premium  needed  to  be  eligible  for  the 
discount.  Contact  your  sales  representative  if  you  have 
any  questions  about  discounts  or  classifications. 

-JjL- 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.3 


DALE  LTIPTOKMD 

Associate  Clinical  Professor,  Department  of  Otolaryngology, 
Head  and  Neck  Surgery,  University  of  California  School  of 
Medicine,  San  Francisco,  California. 

Chairman,  Division  of  Otolaryngology,  Franklin  Hospital, 

San  Francisco,  California. 

Lieutenant  Colonel,  U.S.  Army  Reserve. 

EDUCATION  University  of  California  at  Berkeley,  A.B. 
Physiology;  University  of  California  School  of  Medicine,  San 
Francisco,  M.D.  and  Master  of  Science,  Pharmacology. 

RESIDENCY  University  of  California  School  of  Medicine, 
San  Francisco;  General  Surgery  — 2 years;  Otolaryngology  — 

3 years. 

FELLOWSHIPS  National  Institute  of  Health  Fellow;  Cancer 
Research  Institute,  University  of  California,  San  Francisco. 

OUTSTANDING  ACHIEVEMENTS  Freshman  Medi- 
cal Student  Research  Award;  Class  President— 2nd  year  medical 
school;  Student  Body  President— senior  year  medical  school; 
Special  Award  by  National  Institute  of  Health  to  attend  and  pre- 
sent paper  at  International  Congress  of  Otolaryngology  in  Tokyo, 
Japan;  Chairman,  Department  of  Otolaryngology,  San  Francisco 
General  Hospital  1970-76;  Chief  of  Medical  Staff,  Franklin 
Hospital  1982-84- 


%%I  joined  the  Army  Reserve  shordy  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
Ffospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  1 thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  1 also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

‘After  18  years  of  private  practice,  1 find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  l-SOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Dr, Tipton  and  residents  examining  post-operative  patient  in  recovery  room. 


Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 


for  better  patient  compliance 


cr 


AXIO 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  tor  prescribing  Information, 
indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s.  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  tor  longer  than  one  year 
are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists. 

Precautions:  General— ~\.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  In  patients  with  moderate  to  severe  renal  insufficienoy 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done.  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix'^  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions— Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  torazepam.  lidocame.  phenytoin,  and  warfarin. 
Axid  does  not  inhibit  the  cytochrome  P-450-llnked  drug-metabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromatfin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice; 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations).  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights.  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  /Vfofhers— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates. 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers. 

Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients-Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups. 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo. 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0.5%  vs  <0.01%),  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group.  A 
variety  of  less  common  events  was  also  reported:  It  was  not  possible  to 


determine  whether  these  were  caused  by  nizatidine. 

Hepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST).  S6PT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance,  SGPT  was  greater  than  2,000  lU/L.  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid. 

Cardiovascular— \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

Endocrine-CWnical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic— fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H^-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

Integumental -SweaUng  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients.  Rash  and  exfoliative  dermatitis 
were  also  reported. 

Ofher— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported. 

Overdoisge:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy. 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LDso  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively. 


PV  2091  AMP  (041288) 


Axid®  (nizatidine,  Lilly) 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356 


I 1988,  ELI  LILLY  AND  COMPANY 


Axid*^  (nizatidine,  Lilly) 


THE  CHALLENGE: 


provide  top  quality 
care  efficiently. . . 


Computer  Solutions  for  Medical  Practices 


■ ABSOLUTE 
CONTROL 
Of  Accounts 
Receivable, 

charges,  payments,  write-offs, 
and  refunds  — as  proven  by 
actual  use  in  physicians’ 
offices 

■ COMPLETE 
MANAGEMENT 
REPORTS 

that  let  you  know  your  unit 
revenue  and  costs  so  you  can 
■fine  tune  the  business  side  of 
your  practice 


■ PAPERLESS 
CLAIMS, 

including  electronic  claims 
submission  to  BC/BS,* 
Medicare,*  and  N.E.I.C.™  for 
most  commercial  insurance 
companies  nationwide;  and 
automatic  follow-up  on 
unpaid  insurance  claims 

■ APPOINTMENT 
SCHEDULING 

on  a single  menu  that  allows 
you  to  display,  schedule. 


cancel  or  reschedule 
individual  appointments  or 
whole  series  of  appointments; 
to  print  out  physicians’  daily 
schedules;  and  to  add,  update 
and  delete  patients  and 
referring  physicians 

■ PLUS 
many  other 
features. 


MEDCAT 


Authorized 

Application 

Specialist 


CORPORATION 


* where  available 


MEDICAL  COMPUTER  APPLICATIONS  AND  TECHNOLOGY 

224  East  Douglas  / Wichita,  Kansas  67202  / 316-265-6543 

1-800-444-0882 


AMERICAN  MEDICAL  ASSOCIATION 


Principles  of 
MEDICAL  ETHICS 

Preamble: 

The  medical  profession  has  long  subscribed  to  a body  of  ethical 
statements  developed  primarily  for  the  benefit  of  the  patient.  As  a 
member  of  this  profession,  a physician  must  recognize  responsibility 
not  only  to  patients,  but  also  to  society,  to  other  health  professionals, 
and  to  self.  The  following  Principles  adopted  by  the  American  Medical 
Association  are  not  laws,  but  standards  of  conduct  which  define  the 
essentials  of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  competent  medical  service 
with  compassion  and  respect  for  human  dignity. 

II.  A physician  shall  deal  honestly  with  patients  and  colleagues,  and  strive 
to  expose  those  physicians  deficient  in  character  or  competence,  or 
who  engage  in  fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also  recognize  a responsibility  to 
seek  changes  in  those  requirements  which  are  contrary  to  the  best 
interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  colleagues,  and  of 
other  health  professionals,  and  shall  safeguard  patient  confidences 
within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance  scientific 
knowledge,  make  relevant  information  available  to  patients,  col- 
leagues, and  the  public,  obtain  consultation,  and  use  the  talents  of 
other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient  care,  except 
in  emergencies,  be  free  to  choose  whom  to  serve,  with  whom  to 
associate,  and  the  environment  in  which  to  provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  participate  in  activities 
contributing  to  an  improved  community. 

AMA  House  of  Delegates,  July  20-24,  1980 
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Beth  Lopp 

Dodge  City 
316-225-0884 


Lavona  Dyck 

Wichita 

316-269-2674 


Jim  Clouse 

Wichita 

316-269-2674 


Bob  Smith 

Topeka 

913-295-4651 


Pat  Toda 

Topeka 

913-295-4761 


Our  Professioricil  Relations  Reps 

make  office  visits. 


If  you  need  special  help  from 
Blue  Cross  and  Blue  Shield  of 
Kansas,  give  your  Professional 
Relations  Representative  a call. 
The  representative  in  your 
area  will  be  glad  to  visit  with 
you  in  your  office.  Consult  the 


map  for  the  name  of  your 
Professional  Relations 
Representative. 

You  can  also  use  our  HOT 
LINE  number  (1-800-432-3587) 
to  leave  a message  for  your 
representative. 


* Johnson  and 
Wyandotte  counties 
are  served  by  the 
Greater  Kansas  City 
Blue  Cross  and  Blue 
Shield  Plan. 


Blue  Cross  and  Blue  Shield 

of  Kansas 

1133  TOPEKA  AVE.,  TOPEKA,  KANSAS  66612 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


An  equal  opportunity  employer 


Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired  colleague. 

yourself  or  your  spouse,  please  contact  the  KMS  office 

or  the  contact  person  in  your  area.  All  information 

and  identities  will  be  held  in  strictest  confidence.  This 

program  is  an  advocacy  program  with  emphasis  on 

identification  and  treatment  of  impaired  individuals  with  the  least  disruption  in  their  daily  lives. 

Elizabeth  Alexander,  M.D.,  

3I6-26I-2607 

Alex  Scott,  M.D.,  Junction  City  ... 

913-238-2518 

Wichita 

316-261-2622 

Richard  Siemens,  M.D.,  Lyons 

316-257-5124 

John  A.  Billingsley,  Jr.,  M.D., 

913-755-3151 

George  R.  Tiller,  M.D.,  Wichita  .. 

316-684-5255 

Olathe 

Ext.  711 

Don  R.  Tillotson,  M.D.,  Ulysses  ... 

316-356-1261 

L.  Theil  Bloom,  M.D.,  Pratt  

316-672-9300 

Karen  Trudeau  (Auxiliary), 

David  H.  Clark,  M.D.,  Salina  

913-825-8221 

Derby  

316-788-4593 

Modesto  Gometz,  M.D.,  Pittsburg 

316-231-2490 

Donald  R.  Tucker,  M.D., 

Victor  H.  Hildyard  II,  M.D., 

Lawrence  

913-232-4566 

Colby  

913-462-3332 

Virginia  L.  Tucker,  M.D.,  Topeka 

913-296-1205 

Robert  R.  Laing,  M.D., 

Wayne  O.  Wallace,  Jr.,  M.D., 

Kansas  City  

913-371-4301 

Atchison  

913-367-7300 

Connie  M.  Marsh,  M.D.,  Halstead 

316-835-3435 

Nancy  Jane  Welsh,  M.D.,  

913-272-3111 

James  I.  Morgan,  M.D.,  Wichita  . 

316-522-2266 

Topeka 

Ext.  533 

Michael  J.  Randles,  M.D.,  Wichita 

316-265-2924 

James  W.  Wilson,  M.D., 

Ivan  E.  Rhodes,  M.D.,  Wichita  ... 

316-685-9289 

Coffeyville  

316-251-5210 

Timothy  M.  Scanlan,  M.D., 

Wichita  

316-689-4850 

FHays 

Pathology 

Laboratories 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS  AT 
COMPETITIVE  PRICES. 


OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 
FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 
MEDICARE  AND  CAP  CERTIFIED  CONTINUOUSLY  SINCE  1967. 
PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 
SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

EASY  TO  READ  REQUEST  AND  REPORT  FORMS. 

PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

AN  EVER— EXPANDING  LIST  OF  ESOTERIC  TESTING. 


HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 

YOUR  TOTAL  RESOURCE  LABORATORY 
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KANSAS  MEDICAL  SOCIETY 


Dear  Doctor: 

The  KANSAS  MEDICAL  SOCIETY  introduced  its  magazine  subscription  program  a tew 
years  ago.  Subscription  Services,  Inc.  continues  to  administer  this  program  on 
our  behalf.  Many  members  have  already  taken  advantage  of  the  opportunity  to 
purchase  magazine  subscripions  at  greatly  reduced  prices.  If  you  have  not  yet 
done  so,  why  not  simplify  your  magazine  ordering  procedures  and  save  money  as 
well . 

► FULL  SERVICE  MAGAZINE  SUBSCRIPTION  PROGRAM 

KMS  members  qualify  for  low  professional  subscription  rates  on  magazines  for 
office  reception  room  use.  Many  publishers  offer  their  lowest  prices  for  such 
placement. 

► CONVENIENT  SINGLE  SOURCE  FOR  ALL  MAGAZINES 

This  program  can  save  you  valuable  office  time  by  providing  for  all  of  your 
needs  from  a single  source.  Renewals,  extensions,  and  new  subscriptions  may 
all  be  obtained  at  the  same  low  rates. 

► DEDICATED  COMPUTER  RLE  FOR  PERSONAL  MAGAZINE  INVENTORY 

Even  if  your  magazines  do  not  expire  soon,  you  may  still  benefit  by  using  the 
PERSONAL  KA6AZINE  INVENTORY.  Your  magazine  titles  will  be  recorded  and  you 
will  be  alerted  when  it's  time  to  renew.  This  procedure  enables  you  to 
disregard  all  of  those  other  magazine  solicitations  and  renewal  notices. 

Just  send  us  your  magazine  mailing  labels,  print  the  publication's  name  on 
each,  and  we  will  do  the  rest.  Of  course,  no  subscription  order  will  ever  be 
placed  without  your  approval! 

► LOWEST  AVAILABLE  PRICES 

In  the  event  that  you  discover  a lower  advertised  price  for  any  magazine 
offered  through  our  Program,  let  the  Plan  admin i strator  know.  Send  in  the 
promotional  offer  with  your  order  and  that  rate  will  virtually  always  be 
accepted.  Please  refer  all  subscription  correspondence  to: 

SSI  MAGAZINE  PROGRAM 

29  Glen  Cove  Avenue  Telephone 

Glen  Cove,  New  York  11542  (516)  676-4300 

We  hope  that  you  continue  to  use  this  program  and  that  you  derive  years  of 
enjoyment  from  it. 

Thank  you. 


Jerry  Slaughter 
Executive  Director 


EXCLUSIVE 
OFFER  FOR  KMS 
MEMRERS! 


SUBSCRIPTION  SERVICES  RECEPTION  ROOM  PROGRA 

29  Glen  Cove  Avenue  • Glen  Cove,  New  York  11542  • 516-676-4300 


Our  members  qualify 
reception  room  use. 
Service  for  all  of  your 
sure  to  complete  the 


for  the  lowest  subscription  rates  on  magazines  for  office 
In  addition  to  the  lowest  rates,  we  provide  a free  Renewal 
current  subscriptions.  To  take  advantage  of  this  service,  be 
Personal  Inventory  Profile  portion  of  this  form. 


PUBLICATION 


(no  ot  REGULAR  YOUR 

issues  SUB  OFFICE 

peryr)  PRICE  PRICE 


PUBLICATION 


(no  of  REGULAR  YOUR 

issues  SUB  OFFICE 

peryr)  PRICE  PRICE 


A+  12  24.97  14.97 
American  Health  10  14.95  12.95 
American  Heritage  8 24.00 
Amer.Photog. [Special :8  iss]11.95  5.98 
Audio  12  19.94  9.97 
AUTOMOBILE  12  18.00  9.00 
Backpacker  6 18.00  9.00 
Baseball  Digest  12  14.95  9.97 
Basketball  Digest  8 9.95  7.95 
*Better  Homes  & Gardensl2  14.00  7.00 
♦BICYCLING  10  15.97  8.00 
Boating  12  21.94  14.97 
Bon  Appetit  12  18.00  18.00 
Bowling  Digest  6 12.00  9.97 
♦Brides  6 18.00  13.50 
Car  & Driver  12  16.98  11.99 
Car  Craft  12  15.94  9.97 
Changing  Times  12  18.00  18.00 


ELECTRIC  COMPANY 

♦ELLE 

ESQUIRE 

Essence 

[flRoriftHMmBiifi 

Family  Circle 
Family  Computing 
Family  Handyman 


10 

12 

12 

12 

10 

17 

12 

10 


10.97 

24.00 
17.94 

12.00 

24.00 

14.97 

19.97 

11.97 


10.97 
16.00 

9.95 

9.96 

12.00 

9.97 
9.99 

11.97 


Reg.  Subs.  Price  fIS.OO 
Your  Price $13.50 

SAVE  $4.50 


Reg  Subs  Price  $34.50 
YOUR  PRICE  $A7J2S 
SAVE  50°/o 


Reg.  Subs.  Price $61 .88 
YOUR  PRICE  $30.94 
SAVE  50% 


Field  & Stream 
Fifty  Plus 


12 

12 


15.94 

15.00 


7.97 

11.97 


child  (Fashion) 

♦CHILDREN 

6 

6 

12.00 

11.97 

10.00 

6.00 

Financial  World 
Food  and  Wine 

26 

12 

44.95 

22.00 

25.95 

17.00 

Childrens  Digtage  7-11 

8 

11.95 

9.97 

Football  Digest 

10 

12.95 

7.97 

♦Colonial  Homes 

6 

14.97 

9.97 

Forbes 

28 

45.00 

45.00 

♦Connoi sseur 

12 

19.95 

10.00 

Fortune 

26 

44.50 

37.50 

Consumers  Reports 

12 

18.00 

18.00 

Golf  Digest 

12 

19.94 

11.98 

♦Cosmopol i tan 

12 

24.97 

15.00 

Golf  Illustrated 

10 

15.00 

7.97 

♦Country  Living 

12 

15.97 

9.97 

Golf  Magazine 

12 

15.94 

9.97 

♦Cross  Country  Skier 

5 

11.97 

11.97 

* AO 

1 

Yr 

12 

20.00 

15.00 

Cruise  Travel 

6 

12.00 

9.97 

2 

Yrs 

24 

28.00 

Cycle 

12 

15.94 

7.97 

* GLAMOUR 

1 

Yr 

12 

15.00 

12.00 

Di scover 

12 

27.00 

13.50 

2 

Yrs 

24 

22.00 

EBONY  or  EM 

12 

16.00 

10.97 

* ^ 

1 

Yr 

12 

18.00 

13.50 

The  Economist 

52 

98.00 

60.00 

K^^fOitA/ITieiy 

yu^^hacaom*  V ooo»  Lmw 

2 

Yrs 

24 

25.00 

Terms:  Subscriptions  are  for  one  year  unless  otherwise  stated.  Prices  are  subject  to  publishers'  changes. 
Renewals:  To  eliminate  duplicate  issues,  send  us  magazine  labels  at  least  8 weeks  before  expiration  dates. 

New  Orders:  Publishers  take  from  8 to  12  weeks  to  start  subscriptions. 


BUSINESS  CARD 
OR  LETTERHEAD 
REQUIRED  FOR 
OFFICE  RATES 


29  Glen  Cove  Avenue 
Glen  Cove,  New  York  11542 


JAME 


ADDRESS. 


:iTY. 


Telephone  ( 


STATE 

) 


-ZIP 


'ISA 

l/CNo, 


Exp.  Date. 


NAMEOF  PUBLICATION 

New  c 

/ 

r Renew 

YEARS 

P| 

■ i: 

^ TOTAL 

Summer  88  A Z K 

H/VH 


PUBLICATION 


(no  ol  REGULAR 
Issuos  SUB 
(wyf)  PRICE 


YOUR 

OFFICE 

PRICE 


PUBLICATION 


(no  at 
issues 


regular 

SUB 

PRICE 


YOUR 

OFFICE 

PRICE 


*Good  Housekeeping  12  15.97 
■^Harpers  Bazaar  12  16.97 
Harpers  Magazine  12  18.00 
Health  [Special :9  issues]  16.50 


HIPPOCRATES 
High  Fidelity 
Home  Meehan ix 
The  Homeowner 
Home  Viewer 
♦House  Beautiful 

1 Yr 

2 Yrs 


HOUSES  GARDEN. 


Horizon 

Humpty  Dumpty.age  4-7 
Inc. 

Inside  Sports 

Jack  & Jill: age  6-8 

Jet 

Ladies  Home  Journal 

LIFE 

♦Mademoiselle  1 Yr 

2 

McCal 1 s 

Metropol i tan  Home 
Model 

Modern  Photography 
Mother  Jones 
Motor  Trend 

MONEY 


6 
12 
12 
10 
12 
12 
12 
24 
10 
8 
12 
12 
8 

52 
12 
12 
12 
Yrs  24 


12 

12 

8 

12 

9 

12 

12 


♦Motorboating  & Sailingl2 


MS  Magazine 
Nation's  Business 
New  Eng. Journal 
NEW  REPUBLIC 

THE 

♦NEWSWEEK 


12 

12 


of  Med  52 
52 

1 Yr 

2 Yrs 

1 Yr 

2 Yrs 


52 

104 

52 

104 

12 

50 

12 


9.97 

8.97 
11.97 

8.97 

15.00 

6.98 

8.97 

9.97 
11.97 

8.00 

18.00 

34.00 

16.00 
9.97 

18.00 
11.97 

9.97 
26.00 
11.97 
16.50 
12.00 
22.00 

7.95 

11.97 
19.95 

7.98 
16.00 

9.97 
16.00 

7.99 

10.97 

12.97 

69.00 

28.00 

24.00 

42.00 
41.06  21.85 

43.70 


24.00 
13.95 

11.94 

18.00 
18.00 

15.97 
24.00 

21.95 

11.95 

24.00 

18.00 

11.95 

36.00 

19.95 

31.95 

15.00 

12.95 

18.00 

25.00 

13.98 

24.00 

19.94 

31.95 
15.97 

16.00 
22.50 

56.00 

32.00 


15.00 

35.00 

24.00 


New  Woman 

NEW  YORK  MAGAZINE 

armnji 

1001  Home  Ideas  [Spec:8  issues] 
♦Organic  Gardening  12  12.97 

Outside  10 

Ovation  12 

Outdoor  Life  12 

PC  Magazine  22 

Parenting  10 

Parents  12 

People  52 

Petersens  Photographic  12 


11.97 
17.50 

15.96 

11.97 
6.50 

16.00  12.00 
21.00  11.95 


13.94 

34.97 

18.00 

20.00 


8.97 

21.97 

9.00 

10.00 


61.88  30.94 
15.94  7.97 


♦RUNNER'S  WORLD 
SAILING  WORLD 

Saturday  Evening  Post 

Sassy 

Savvy 

Science  Digest 
Scientific  American 
SESAME  STREET 

Yr 
Yrs 


Shape 

Skin  Diver 

'V  m I 

HOUSEaGARDEN 


12 

12 

9 

12 

12 

6 

12 

10 

12 

24 

12 

12 


19.95 
21.75 

12.97 

18.00 

12.95 

24.00 

11.97 

15.00 


19.94 


10.00 

10.88 

12.97 

14.98 
9.00 
9.95 

24.00 
11.97 

12.00 
22.00 
20.00 
11.94 


I ^ 

Reg.  Subs.  Price  $24.00 
Your  Price $18.00 

SAVE  SB.OO 


Reg. 

Subs.  Price  $15.00 

Your 

=*rice $12.00 

SAVE  S3.00 

Reg.  Subs.  Price  $12.0C 
Your  Price  $9.0C 

SAVE  S3.0G 


Ski 

Skiing 

SPORT 

Sporting  News 
♦Sports  Afield 
SPORTS  ILLUSTRATED 
Stereo  Review 
STAR 

Success  Magazine 
Sylvia  Porters  Pers 
TAXI  (Fashi 
Tenn  i s 

3-2-1-CONTACT 

TIME 

Tours  and  Resorts 
♦Town  & Country 
CondE  Mast’s  1 

Traveler  2 

Travel  & Leisure 

TV  Guide 


US.N^ 


UNIQUE  HOMES 

US  Magazine  1 Yr 

USA  Today 

‘VMinVM 

Vegetarian  Times 
Video 

Video  Review 
♦ A/ykyTTrr’  1 Yr 


12 

7 

12 

55 

12 

54 

12 

52 

12 

.Finl2 
on)  10 
12 
10 
52 
6 

12 
12 
24 
12 
52 


Yr 

Yrs 


9.97 

11.94 

12.00 

59.95 

13.97 
64.26 

13.94 

32.00 

17.94 

19.97 

20.00 

17.94 

12.97 
58.25 
12.00 

24.00 

15.00 

29.00 

39.00 


6.97 

5.97 

7.97 

29.97 
6.99 

32.13 

6.97 
16.00 

8.97 

11.97 

14.97 

8.97 

12.97 
29.25 

9.97 
12.00 
12.00 
22.00 
15.00 
37.44 


52  34.50  17.25 


Yr 

Yrs 


6 

26 

260 

12 

24 

12 

12 

12 

12 


29.97 

23.95 


19.97 

14.97 


130.00  97.50 
12.00  9.00 
16.00 
24.95  19.95 


12.00 

12.00 


8.97 

6.97 


28.00  21.00 


♦Popular  Mechanics 

12 

13.97 

7.00 

2 Yrs  24 

40.00 

Popular  Photogrphy 

12 

11.97 

5.99 

Winning  [Bicycle] 

12 

19.95 

15.95 

Popular  Science 

12 

13.94 

8.97 

Women's  Sports/Fitness  12 

12.95 

9.95 

* PRACTICAL  HOMEOWNER 

9 

12.97 

6.50 

WORKING  MOTHER 

12 

11.95 

7.95 

♦Premiere 

12 

18.00 

11.97 

Working  Woman 

12 

18.00 

12.00 

♦PREVENTION 

12 

13.97 

7.00 

World  Tennis  [Spec:9  iss] 

12.00 

8.97 

♦Redbook 

12 

11.97 

6.97 

Yacht i ng 

12 

19.98 

12.97 

Road  and  Track 

12 

19.94 

12.99 

YM 

12 

14.00 

7.00 

Rolling  Stone 

26 

23„95 

15.95 

HUNDREDS  OF  OTHER  TITLES 

- JUST 

ASK! 

^ SUBSCRIPTION  SERVICES  RECEPTION  ROOM  MAGAZINE  PROGRAM 

^ PERSONAL  INVENTORY  PROFILE 

SAVE  ON  ALL  YOUR  SUBSCRIPTIONS! 


GOOD  NEWS!  You  can  save  money  on  all  of  your 
subscriptions  — no  matter  where  the  original 
order  was  placed.  Simply  send  us  the  mailing 
labels  from  all  of  your  magazines,  and  we  will  set 
up  a dedicated  computer  file  for  you.  We  will  alert 
you  when  it  is  time  to  renew. 



Place  a magazine  mailing 
label  here. 

- 

Magazine  name 


Of  course,  the  choice  to  order  will  remain  entirely 
yours.  You  will  also  have  the  option  of  extending 
your  magazine  subscription  just  once  each  year, 
thereby  simplifying  ordering  and  billing 
procedures.  This  service  is  a big  time-saver  and  is 
absolutely  free.  Send  in  this  form  today. 


29  GLEN  COVE  AVENUE,  GLEN  COVE,  NEW  YORK  11542 


Statewide  Handicapped  Children’s 

Services 

S — Screening 
Dx  — Diagnosis 
Tx  — Treatment 
R — Referral 
A — Advocacy/support 

Make  A Difference  Information  Network  R 

Department  of  Education 
Department  of  Health  & Environment 
University  of  Kansas  Affiliated  Facilities 
Early  Bird  Project 

Personal  Development  Resource  Systems 
Social  & Rehabilitation  Services 

800-332-6262 

EPSDT  S,  R 

Local  health  departments  or  SRS  State  Coordinator 

913-296-3981 

Kansas  Neurological  Institute  Dx,  R 

3107  W.  21st,  Topeka  KS  66604 

913-296-5377 

Kansas  Crippled  & Chronically  111  Children’s 

913-862-9360 

Program  S,  Dx,  Tx 

X 455 

Regional  Deaf-Blind  Program  R 

University  of  Kansas  Affiliated  Facilities  Dx,  Tx,  S,  R,  A 

913-296-2062 

913-864-4570 

UKSM-Kansas  City 

913-588-5926 

Lawrence 

913-864-4950 

Parsons 

800-362-0390 

Headstart  Preschools  Tx 

800-332-0105 

Public  Schools  S,  Dx,  Tx,  R,  A 

800-332-6262 

913-296-3866 

Kansas  Ass’n.  for  Retarded  Citizens  R,  A 

913-268-8200 

Parent  to  Parent,  Kansas  City  A 

913-648-2317 

Families  Together,  Lawrence  R,  A 

913-841-7241 

Kansas  Children’s  Service  League  R,  A 

913-232-0543 

State  Institutions  Dx,  Tx,  R 
Local  SRS  offices 
Private  Facilities: 

913-296-3774 

Kansas  Association  of  Rehabilitation  Facilities 
Other  individual  listings  available  through 

316-284-2330 

Kansas  Handicapped  Services  Directory 

913-864-4570 
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Tell  us 
where  it 
hurts. 

Retirement  planning  shouldn’t  be  painful . . .but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 

We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 


• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 

• Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 

• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom 
mended  retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 


Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway 
Suite  345 
Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 


Retirement  Program 


Securities  offered  through  Registered  Representatives  of  Integrated  Resources  Equity  Corporation,  member  NASD/SIPC 
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COUNCILORS  AND  ALTERNATES 

District  1 Norman  W.  Berkley,  Seneca;  Andres  Grisolia,  Leavenworth 

District  2 Barbara  P.  Lukert,  Kansas  City;  Ira  L.  Cox  III,  Kansas  City 

District  3 Eugene  W.  J.  Pearce,  Shawnee  Mission;  Robert  M.  Mathews,  Shawnee  Mission 

District  4 Modesto  S.  Gometz,  Pittsburg;  Stephen  F.  Miller,  Parsons 

District  5 Frank  C.  Lyons,  Jr.,  Manhattan;  Kenneth  M.  Boese,  Manhattan 

District  6 Robert  D.  Parman,  Topeka;  Joan  Sehdev,  Topeka 

District  7 John  P.  Brockhouse,  Emporia 

District  8 Larry  R.  Anderson,  Wellington;  Newton  C.  Smith,  Arkansas  City 

District  9 David  H.  Clark,  Salina;  Mark  G.  Bell,  Salina 

District  10  Richard  A.  Siemens,  Lyons;  Varden  J.  Loganbill,  Moundridge 

District  11  Clifton  C.  Schopf,  Wichita;  James  A.  Loeffler,  Wichita 

District  12  L.  Theil  Bloom,  Pratt;  Joel  T,  Weigand,  Wellington 

District  13  Victor  M.  Eddy,  Hays;  L.  William  Hailing,  Hays 

District  14  Richard  Preston,  Great  Bend;  Wendale  E.  McAllaster,  Great  Bend 

District  15  Clair  C.  Conard,  Dodge  City;  Richard  L.  Nevins,  Liberal 

District  16  Herman  W.  Hiesterman,  Quinter 

District  17  Don  R.  Tillotson,  Ulysses 

District  18  Robert  A.  Collier  II,  Ottawa;  Stephen  W.  Myrick,  Lawrence 

District  19  James  W.  Wilson,  Coffeyville;  Kenneth  L.  Knuth,  Independence 


COMMITTEES 


Ad  Hoc  Committee  on  Resource-Based  Relative 
Value  Scale 

Larry  R.  Anderson,  Wellington,  Chairman 

F.  Calvin  Bigler,  Garden  City 
Donald  R.  Brada,  Wichita 
Ernie  J.  Chaney,  Wichita 
Harold  W.  Collier,  Wichita 
James  D.  Gardner,  Manhattan 
Donald  W.  Hatton,  Lawrence 
Pat  Leathers,  Shawnee  Mission 

G.  Charles  Loveland,  Lawrence 
Perry  N.  Schuetz,  Great  Bend 
Millard  C.  Spencer,  Topeka 
Tommy  G.  Sullivan,  Overland  Park 
Donald  L.  Wikoff,  Great  Bend 
Howard  L.  Wilcox,  Jr.,  Hays 

Aging 

Kenneth  M.  Wakefield,  Wichita,  Chairman 

Henry  S.  Dreher,  Salina 

Donald  D.  Goering,  Coldwater 

C.  Joseph  Kurth,  Wichita 

Miguel  D.  Parra,  Kansas  City 

Lawrence  L.  Perry,  Jr.,  Kansas  City 

Jack  D.  Walker,  Kansas  City 

Douglas  L.  Young,  Wichita 

Kent  W.  Blakely,  UKSM- Wichita 

Constitution  and  Bylaws 

Mark  G.  Bell,  Salina,  Chairman 
Donald  W.  Hatton,  Lawrence 


Continuing  Medical  Education 

James  J.  Bergin,  Kansas  City,  Chairman 

Donald  E.  Beahm,  Great  Bend 

John  Cecil  III,  Hays 

Louis  Culp,  Kansas  City 

Marvin  I.  Dunn,  Kansas  City 

Wilmer  A.  Harms,  Halstead 

Donald  W.  Hatton,  Lawrence 

Erwin  T.  Janssen,  Topeka 

Linda  M.  Lawrence,  Salina 

Joseph  C.  Meek,  Jr.,  Wichita 

Stephen  F.  Miller,  Parsons 

Paul  M.  Murphy,  Wichita 

John  B.  Nelson,  Shawnee  Mission 

John  R.  Neuenschwander,  Hoxie 

Lew  W.  Purinton,  Wichita 

Credentialing 

D.  W.  Bell,  Shawnee  Mission,  Chairman 
William  J.  Ciskey,  Eureka 
Edwin  L.  Petrik,  Topeka 
Kevin  Rigg,  UKSM 

Editorial  Board 

David  E.  Gray,  Topeka,  Chairman 
M.  Martin  Halley,  Topeka 
Harry  G.  Kroll,  Topeka 
Robert  T.  Manning,  Wichita 
Donald  R.  Pierce,  Topeka 
James  Gordon  Price,  Kansas  City 
James  H.  Ransom,  Topeka 
Jack  D.  Walker,  Kansas  City 
Howard  N.  Ward,  Topeka 
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Emergency  Medical  Services 

Larry  K.  Wilkinson,  Wichita,  Chairman 
Randall  R.  Beech,  Andover 
Daniel  J.  Caliendo,  Jr.,  Wichita 
James  A.  Littell,  Wichita 
Jeff  Martin,  Topeka 
Roger  Peck,  Great  Bend 
A.  J.  Reed,  Wichita 
William  M.  Shapiro,  Wichita 
Thomas  D.  Sills,  Shawnee  Mission 
Alan  K.  Wedel,  Salina 
Ren  R.  Whitaker,  Oberlin 
Robert  A.  Worsing,  Jr.,  Wichita 
Lyle  F.  Zepick,  Wichita 
Healing  Arts  Board  Liaison 

Terry  L.  Poling,  Wichita,  Chairman 
Larry  R.  Anderson,  Wellington 
F.  Calvin  Bigler,  Garden  City 
Edward  J.  Fitzgerald,  Wichita 
John  B.  Hiebert,  Topeka 
Joseph  C.  Meek,  Jr.,  Wichita 
Roger  D.  Warren,  Hanover 
Health  & Environment  Liaison 

Richard  Meidinger,  Topeka,  Chairman 
Kevin  P.  Kennally,  Sabetha 
Carol  A.  Moddrell,  Lawrence 
Edwin  L.  Petrik,  Topeka 
Merrilee  R.  Brandt,  UKSM-Wichita 
Hospital  Medical  StaH*  Section 
Governing  Council 

Richard  B.  Darr,  Lake  Quivira,  Chairman 

Terry  L.  Poling,  Wichita,  Caucus  Chairman 

C.  Stewart  Reeves,  Fort  Scott,  Vice  Chairman 

David  W.  Bouda,  Hutchinson 

Jimmie  L.  Browning,  Clay  Center 

James  Lynn  Casey,  Hutchinson 

Tell  B.  Copening,  lola 

John  R.  Eplee,  Atchison 

Duane  E.  Fredrickson,  Lindsborg 

Donald  D.  Goering,  Coldwater 

Belino  D.  Iway,  Elkhart 

Gerald  F.  Kerr,  Fort  Scott 

David  A.  Leitch,  Garnett 

Bruce  D.  Melin,  Garden  City 

Warren  E.  Meyer,  Wichita 

Daniel  N.  Pauls,  Parsons 

Thomas  F.  Taylor,  Salina 

Roger  D.  Warren,  Hanover 

Kermit  G.  Wedel,  Minneapolis 

Douglas  L.  Young,  Wichita 

Kris  Kimple,  UKSM-Wichita 

Executive  Committee 

Richard  B.  Darr,  Lake  Quivira,  Chairman 

Terry  L.  Poling,  Wichita,  Caucus  Chairman 

C.  Stewart  Reeves,  Fort  Scott,  Vice  Chairman 

David  W.  Bouda,  Hutchinson 

James  Lynn  Casey,  Hutchinson 

John  E.  Johnson,  Shawnee  Mission 

David  A.  Leitch,  Garnett 

Newton  C.  Smith,  Arkansas  City 

Thomas  F.  Taylor,  Salina 


PRO  Subcommittee 

C.  Stewart  Reeves,  Fort  Scott,  Co-Chairman 

Thomas  F.  Taylor,  Salina,  Co-Chairman 

James  Lynn  Casey,  Hutchinson 

Richard  B.  Darr,  Lake  Quivira 

David  A.  Leitch,  Garnett 

Terry  L.  Poling,  Wichita 

Thomas  D.  Sills,  Shawnee  Mission 

Douglas  L.  Young,  Wichita 

Model  Bylaws  Committee 

John  E.  Johnson,  Shawnee  Mission,  Chairman 

Duane  E.  Fredrickson,  Lindsborg 

Belino  D.  Iway,  Elkhart 

Warren  E.  Meyer,  Wichita 

Daniel  N.  Pauls,  Parsons 

David  E.  Smith,  Salina 

Impaired  Physicians 

Timothy  M.  Scanlan,  Wichita,  Chairman 

Elizabeth  Alexander,  Wichita 

John  A.  Billingsley,  Jr.,  Osawatomie 

L.  Theil  Bloom,  Pratt 

David  H.  Clark,  Salina 

Edward  J.  Fitzgerald,  Wichita 

Modesto  S.  Gometz,  Pittsburg 

Victor  H.  Hildyard  II,  Colby 

Robert  R.  Laing,  Kansas  City 

Connie  M.  Marsh,  Halstead 

James  I.  Morgan,  Wichita 

W.  Lee  Murray,  Shawnee  Mission 

C.  Erik  Nye,  Shawnee  Mission 

Michael  J.  Randles,  Wichita 

Ivan  E.  Rhodes,  Wichita 

Alex  Scott,  Junction  City 

Richard  A.  Siemens,  Lyons 

George  R.  Tiller,  Wichita 

Don  R.  Tillotson,  Ulysses 

Donald  R.  Tucker,  Lawrence 

Virginia  L.  Tucker,  Topeka 

Wayne  O.  Wallace,  Jr.,  Atchison 

Nancy  Jane  Welsh,  Topeka 

James  W.  Wilson,  Coffeyville 

Karen  (David  L.)  Trudeau,  Derby 

Legislative 

Jimmie  A.  Gleason,  Topeka,  Chairman 
Francis  R.  Applegate,  Jr.,  Hays 
Kenneth  M.  Boese,  Manhattan 
David  W.  Bouda,  Hutchinson 
Jerry  B.  Cohlmia,  Wichita 
Robert  L.  Coleman,  Shawnee  Mission 
Raymond  S.  Freeman,  Salina 
James  D.  Gardner,  Manhattan 
Robert  P.  Hudson,  Olathe 
Erwin  T.  Janssen,  Topeka 
Paul  D.  Johnson,  Leavenworth 
Tom  E.  Kendall,  Wichita 
Charles  E.  Livingston,  Salina 
James  A.  Loeffler,  Wichita 
Michael  J.  McGinnis,  Dodge  City 
Joseph  C.  Meek,  Jr.,  Wichita 
Ernest  W.  Mitts,  Bonner  Springs 
John  Rand  Neuenschwander,  Hoxie 
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Daniel  N.  Pauls,  Parsons 
Terry  L.  Poling,  Wichita 
Michael  J.  Randles,  Wichita 
John  D.  Robinson,  Shawnee  Mission 
Larry  Rotert,  Topeka 
Perry  N.  Schuetz,  Great  Bend 
Joan  Sehdev,  Topeka 
Dannie  M.  Thompson,  Kansas  City 
Roger  D.  Warren,  Hanover 
David  Waxman,  Shawnee  Mission 
Kevin  Hoppock,  UKSM- Wichita 
Carol  (James  A.)  Loeffler,  Wichita 
Nancy  (Ted  L.)  Macy,  Salina 
Maternal  Health 

Henry  W.  Buck,  Jr.,  Lawrence,  Chairman 
Ernest  C.  Brandsted,  McPherson 
Carl  Christman,  Jr.,  Wichita 
Brent  E.  Finley,  Kansas  City 
Rex  R.  Fischer,  Manhattan 
Jimmie  A.  Gleason,  Topeka 
Rosemary  B.  Harvey,  Wichita 
Charles  R.  King,  Kansas  City 
William  T.  King,  Great  Bend 
Catherine  P.  Linn,  Kansas  City 
George  W.  Marshall,  Salina 
Michael  R.  Morrison,  Topeka 
Patricia  T.  Schloesser,  Topeka 
Steven  G.  Sebree,  Salina 
William  Michael  Stevens,  Wichita 
Terry  A.  Tracy,  Wichita 
Linda  D.  Warren,  Hanover 
William  H.  Whiteside,  Wichita 
Lori  Nolla,  UKSM 
Medical  Services 

Donald  W.  Hatton,  Lawrence,  Chairman 
Subcommittee  on  AIDS 
Donna  E.  Sweet,  Wichita,  Chairman 
Hewitt  C.  Goodpasture,  Wichita 
Subcommittee  on  the  Indigent 

Alex  Scott,  Junction  City,  Chairman 
Subcommittee  on  Rural  Health 
Roger  D.  Warren,  Hanover,  Chairman 
Ernie  J.  Chaney,  Wichita 
Stanley  A.  Skaer,  Eureka 

Membership/Insurance 

Wayne  O.  Wallace,  Jr.,  Atchison,  Chairman 
Hong  W.  Chin,  Overland  Park 
Jerry  B.  Cohlmia,  Wichita 

J.  Rand  Neuenschwander,  Hoxie 
Lowell  M.  Rhodes,  Wichita 
Linda  D.  Warren,  Hanover 
Marcia  Cox,  UKSM 

Professional  Liability 

Jimmie  A.  Gleason,  Topeka,  Chairman 
Robert  C.  Albers,  Hays 
Larry  R.  Anderson,  Wellington 
F.  Calvin  Bigler,  Garden  City 
Donald  B.  Bletz,  Shawnee  Mission 
Ronald  C.  Brown,  Wichita 

K.  William  Bruner,  Topeka 
Clair  C.  Conard,  Dodge  City 


Forney  W.  Fleming,  Wichita 
Herbert  Fransen,  Newton 
Keith  W.  Gallehugh,  Shawnee  Mission 
M.  Martin  Halley,  Topeka 
John  L.  Kiser,  Wichita 
James  A.  Loeffler,  Wichita 
Spencer  C.  McCrae,  Salina 
Stephen  F.  Miller,  Parsons 
Donald  D.  Moeller,  Kansas  City 
Terry  L.  Poling,  Wichita 
Daniel  K.  Roberts,  Wichita 
Jay  S.  Schukman,  Great  Bend 
Tom  C.  Simpson,  Sterling 
Daniel  J.  Suiter,  Pratt 
Thomas  L.  Taylor,  Shawnee  Mission 
Gregg  D.  Wenger,  Sabetha 
John  W.  Young,  Shawnee  Mission 
Professional  Practices  Review 

Newton  C.  Smith,  Arkansas  City,  Chairman 
Maurice  R.  Cashman,  Jr.,  Topeka 
Edward  J.  Fitzgerald,  Wichita 
Ward  A.  McClanahan,  Wichita 
John  H.  Rempel,  Wichita 
David  Waxman,  Shawnee  Mission 
SRS  Liaison 

Phillip  A.  Godwin,  Lawrence,  Chairman 
Stuart  C.  Averill,  Topeka 
Paul  M.  Bassett,  Topeka 
Leslie  E.  Becker,  Kansas  City 
David  Borel,  Topeka 
James  L.  Casey,  Hutchinson 
Mark  Greenberg,  Topeka 
Frank  H.  Griffith,  Salina 
Charles  A.  Isaac,  Newton 
Herman  H.  Jones,  Jr.,  Kansas  City 
J.  Gilleran  Kendrick,  Wichita 
James  A.  Littell,  Wichita 
William  F.  McGuire,  Wichita 
Jack  M.  Mohler,  Abilene 
Robert  W.  Parker,  Leavenworth 
Joseph  T.  Philipp,  Manhattan 
David  M.  Porter,  Kansas  City 
Shelby  D.  Rose,  Wichita 
Dennis  L.  Ross,  Wichita 
Wayne  E.  Spencer,  Topeka 
Dannie  M.  Thompson,  Kansas  City 
Young  Physicians 

Jay  S.  Schukman,  Great  Bend,  Chairman 

John  R.  Henwood,  Wichita,  Co-Chairman 

Ann  Allegre,  Kansas  City 

Jimmie  L.  Browning,  Clay  Center 

Larry  J.  Carey,  Parsons 

John  R.  Eplee,  Atchison 

James  F.  Hesse,  Wichita 

Edward  J.  Hett,  Wichita 

Terry  D.  Klein,  Wichita 

Tom  Koksal,  Garden  City 

Rex  J.  Kolste,  Colby 

Stephen  F.  Lemons,  Andover 

Timothy  R.  Pauly,  Pratt 

Richard  L.  Watson,  Andover 

Darrel  D.  Werth,  Hays 
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Component  Medical  Societies 

OFFICERS  & COUNCILORS 


Allen  — Tell  B.  Copening,  lola,  President;  Tell  B. 
Copening,  lola,  Secretary;  James  W.  Wilson, 
Coffeyville,  Councilor;  Kenneth  L.  Knuth,  In- 
dependence, Alternate;  District  #19 

Anderson  — David  V.  Henderson,  Garnett,  Pres- 
ident; Mildred  Julius  Stevens,  Garnett,  Vice  Pres- 
ident; Robert  L.  Stevens,  Garnett,  Secretary- 
Treasurer;  Robert  A.  Gollier  II,  Ottawa,  Coun- 
cilor; Stephen  W.  Myrick,  Lawrence,  Alternate; 
District  #18 

Atchison  — Wayne  O.  Wallace,  Jr.,  Atchison, 
President;  George  Mesropian,  Atchison,  Secre- 
tary; Norman  W.  Berkley,  Seneca,  Councilor; 
Andres  Grisolia,  Leavenworth,  Alternate;  Dis- 
trict #1 

Barton  — Perry  N.  Schuetz,  Great  Bend,  President; 
Perry  M.  Smith,  Great  Bend,  Vice-President; 
Richard  Preston,  Great  Bend,  Councilor;  Wen- 
dale  E.  McAllaster,  Great  Bend,  Alternate;  Dis- 
trict #14 

Bourbon  — Gerald  F.  Kerr,  Ft.  Scott,  President; 
Edward  W.  Braun,  Ft.  Scott,  Vice-President;  Gary 
A.  Grimaldi,  Ft.  Scott,  Secretary-Treasurer;  Mo- 
desto S.  Gometz,  Pittsburg,  Councilor;  Stephen 
F.  Miller,  Parsons,  Alternate;  District  #4 

Butler-Greenwood  — Yong  U.  Lee,  El  Dorado, 
President;  Terry  L.  Morris,  Eureka,  Vice  Presi- 
dent; James  E.  Clay,  Augusta,  Secretary-Treas- 
urer; Larry  R.  Anderson,  Wellington,  Councilor; 
Newton  C.  Smith,  Arkansas  City,  Alternate;  Dis- 
trict #8 

Central  Kansas  — Kevin  R.  McDonald,  Hays, 
President;  Harl  G.  Stump,  Hays,  Vice  President; 
Eric  L.  Dyck,  Hays,  Secretary-Treasurer;  Victor 
M.  Eddy,  Hays,  Councilor;  L.  William  Hailing, 
Hays,  Alternate;  District  #13 

Clay  — Jimmie  L.  Browning,  Clay  Center,  Pres- 
ident; Dennis  D.  Richards,  Clay  Center,  Secre- 
tary; Frank  C.  Lyons,  Jr.,  Manhattan,  Councilor; 
Kenneth  M.  Boese,  Manhattan,  Alternate;  Dis- 
trict #5 

Cloud  — Earl  G.  Cornell,  Concordia,  President; 
Richard  J.  Kueker,  Concordia,  Vice  President; 
James  Jay,  Concordia,  Secretaiy;  Henry  B.  Stry- 
ker, Jr.,  Concordia,  Treasurer;  David  H.  Clark, 
Salina,  Councilor;  Mark  G.  Bell,  Salina,  Alter- 
nate; District  #9 

Cowley  — Chandy  C.  Samuel,  Winfield,  President; 
Alfredo  Aucar,  Arkansas  City,  Vice  President; 
Peter  G.  Price,  Winfield,  Secretary;  Larry  R.  An- 


derson, Wellington,  Councilor;  Newton  C.  Smith, 
Arkansas  City,  Alternate;  District  #8 
Crawford-Cherokee  — Frederick  A.  Tweet,  Pitts- 
burg, President;  Forrest  H.  Jones,  Columbus,  Vice 
President;  Frederick  A.  Tweet,  Pittsburg,  Sec- 
retary-Treasurer; Modesto  S.  Gometz,  Pittsburg, 
Councilor;  Stephen  F.  Miller,  Parsons,  Alternate; 
District  #4 

Dickinson  — Mark  Douglas  Sheem,  Abilene,  Pres- 
ident; Donald  C.  Rorabaugh,  Abilene,  Vice  Pres- 
ident; Charles  R.  Svoboda,  Chapman,  Secretary- 
Treasurer;  David  H.  Clark,  Salina,  Councilor; 
Mark  G.  Bell,  Salina,  Alternate;  District  #9 
Douglas  — James  E.  Hasselle  III,  Lawrence,  Pres- 
ident; Virginia  L.  Tucker,  Topeka,  Vice  Presi- 
dent; Robert  L.  Carnahan,  Lawrence,  Secretary- 
Treasurer;  Robert  A.  Gollier  II,  Ottawa,  Coun- 
cilor; Stephen  W.  Myrick,  Lawrence,  Alternate; 
District  #18 

Flint  Hills  — Mark  E.  Pierson,  Emporia,  President; 
Barbara  J.  Howell,  Emporia,  Secretary;  John  P. 
Brockhouse,  Emporia,  Councilor;  District  #7 
Ford  — Douglas  Marples,  Dodge  City,  President; 
Charles  F.  McElhinney,  Dodge  City,  Secretary- 
Treasurer;  Clair  C.  Conard,  Dodge  City,  Coun- 
cilor; Richard  L.  Nevins,  Liberal,  Alternate;  Dis- 
trict #15 

Franklin  — Chester  H.  Strehlow,  Jr.,  Ottawa, 
President;  Randall  W.  Rock,  Ottawa,  Vice  Pres- 
ident; John  T.  Dundee,  Ottawa,  Secretary-Treas- 
urer; Robert  A.  Gollier  II,  Ottawa,  Councilor; 
Stephen  W.  Myrick,  Lawrence,  Alternate;  Dis- 
trict #18 

Geary  — Ronald  D.  Mace,  Junction  City,  Presi- 
dent; Thomas  A.  Craig,  Junction  City,  Secretary; 
Frank  C.  Lyons,  Jr.,  Manhattan,  Councilor;  Ken- 
neth M.  Boese,  Manhattan,  Alternate;  District  #5 
Harvey- — Charles  Graber,  Newton,  President;  Vel- 
tin  J.  Boudreaux,  Halstead,  Secretary;  Richard 
A.  Siemens,  Lyons,  Councilor;  Varden  J.  Lo- 
ganbill,  Moundridge,  Alternate;  District  #10 
Iroquois  — Seeley  T.  Feldmeyer,  Meade,  Presi- 
dent; Gene  Cannata,  Greensburg,  Vice  President; 
Donald  D.  Goering,  Coldwater,  Secretary-Treas- 
urer; Clair  C.  Conard,  Dodge  City,  Councilor; 
Richard  L.  Nevins,  Liberal,  Alternate;  Dist.  #15 
Johnson  — D.  W.  Bell,  Shawnee  Mission,  Presi- 
dent; Lynn  D.  Ketchum,  Shawnee  Mission,  Pres- 
ident-Elect; John  D.  Robinson,  Shawnee  Mis- 
sion, Vice  President;  David  A.  Cooley,  Shawnee 
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Mission,  Secretary;  Lawrence  D.  Riffel,  Shaw- 
nee Mission,  Treasurer;  Eugene  W.  J.  Pearce, 
Shawnee  Mission,  Councilor;  Robert  M.  Ma- 
thews, Shawnee  Mission,  Alternate;  District  #3 
Labette  — Larry  J.  Carey,  Parsons,  President; 
Stanley  E.  Handshy,  Erie,  Vice  President;  Asha 
Verma,  Parsons,  Secretary;  Modesto  S.  Gometz, 
Pittsburg,  Councilor;  Stephen  F.  Miller,  Parsons, 
Alternate;  District  #4 

Leavenworth  — Paul  D.  Johnson,  Leavenworth, 
President;  Kathleen  R.  McBratney,  Leaven- 
worth, Secretary;  Norman  W.  Berkley,  Seneca, 
Councilor;  Andres  Grisolia,  Leavenworth,  Alter- 
nate; District  #1 

Marion  — Peter  D.  Ens,  Hillsboro,  President; 
Richard  A.  Siemens,  Lyons,  Councilor;  Varden 
J.  Loganbill,  Moundridge,  Alternate;  District  #10 
McPherson  — David  T.  Dennis,  McPherson,  Pres- 
ident; J.  Richard  Johnson,  McPherson,  Vice 
President;  Weir  Pierson,  McPherson,  Secretary; 
Richard  Allan  Ferree,  McPherson,  Treasurer; 
Richard  A.  Siemens,  Lyons,  Councilor;  Varden 
J.  Loganbill,  Moundridge,  Alternate;  District  #10 
Miami  — Robert  E.  Banks,  Paola,  President;  Jack 
G.  Rowlett,  Paola,  Secretary;  Robert  A.  Gollier 
II,  Ottawa,  Councilor;  Stephen  W.  Myrick,  Law- 
rence, Alternate;  District  #18 
Mitchell  — Craig  A.  Concannon,  Beloit,  President; 
Carl  L.  Fugate,  Beloit,  Vice  President;  Martin 
B.  Klenda,  Jr.,  Beloit,  Secretary;  David  H.  Clark, 
Salina,  Councilor;  Mark  G.  Bell,  Salina,  Alter- 
nate; District  #9 

Ninnescah  — Steven  C.  Dillon,  Pratt,  President; 
Timothy  R.  Pauly,  Pratt,  Vice  President;  A,  T. 
Wittman,  Pratt,  Secretary-Treasurer;  L.  Theil 
Bloom,  Pratt,  Councilor;  Joel  T.  Weigand,  Wel- 
lington, Alternate;  District  #12 
Northeast  Kansas  — Norman  W.  Berkley,  Seneca, 
President;  Kris  A.  Hayes,  Hiawatha,  Vice  Pres- 
ident; Kevin  P.  Kennally,  Sabetha,  Secretary- 
Treasurer;  Norman  W.  Berkley,  Seneca,  Coun- 
cilor; Andres  Grisolia,  Leavenworth,  Alternate; 
District  #1 

Northwest  Kansas  — Rex  J.  Kolste,  Colby,  Pres- 
ident; Alan  W.  Adams,  Oakley,  Vice  President; 
Victor  H.  Hildyard  II,  Colby,  Secretary-Treas- 
urer; Herman  W.  Hiesterman,  Quinter,  Counci- 
lor; District  #16 

Pawnee  — Ole  R.  Cram,  Jr.,  Lamed,  President; 
Thomas  D.  Ewing,  Lamed,  Secretary;  Richard 
Preston,  Great  Bend,  Councilor;  Wendale  E. 
McAllaster,  Great  Bend,  Alternate;  District  #14 
Pottawatomie  — Susan  F.  Engelken,  Onaga,  Pres- 
ident; Susan  F.  Engelken,  Onaga,  Secretary;  Frank 


C.  Lyons,  Jr.,  Manhattan,  Councilor;  Kenneth 
M.  Boese,  Manhattan,  Alternate;  District  #5 
Reno  — Richard  T.  Falter,  Hutchinson,  President; 
James  L. Casey,  Hutchinson,  Vice  President; 
David  N.  Weidensaul,  Hutchinson,  Secretary; 
Bmce  E.  Klosterhoff,  Hutchinson,  Treasurer; 
Richard  A.  Siemens,  Lyons,  Councilor;  Varden 
J.  Loganbill,  Moundridge,  Alternate;  District  #10 
Republic  — James  A.  Ward,  Belleville,  Secretary- 
Treasurer;  David  H.  Clark,  Salina,  Councilor; 
Mark  G.  Bell,  Salina,  Alternate;  District  #9 
Rice  — James  T.  Grimes,  Lyons,  President;  Roger 
R.  Tobias,  Lyons,  Vice  President;  Scott  L. 
Stringfield,  Lyons,  Secretary;  Richard  A.  Sie- 
mens, Lyons,  Councilor;  Varden  J.  Loganbill, 
Moundridge,  Alternate;  District  #10 
Riley  — Douglas  P.  Hinkin,  Manhattan,  President; 
William  T.  Jones,  Manhattan,  Vice  President; 
John  M.  Barlow,  Manhattan,  Secretary-Treas- 
urer; Frank  C.  Lyons,  Jr.,  Manhattan,  Councilor; 
Kenneth  M.  Boese,  Manhattan,  Alternate;  Dis- 
trict #5 

Saline  — Charles  E.  Livingston,  Salina,  President; 
Merle  A.  Hodges,  Salina,  Vice  President;  Wen- 
dell K.  Nickell,  Salina,  Secretary;  William  G. 
Null,  Salina,  Treasurer;  David  H.  Clark,  Salina, 
Councilor;  Mark  G.  Bell,  Salina,  Alternate;  Dis- 
trict #9 

Sedgwick  — James  I.  Morgan,  Wichita,  President; 
Jerry  B.  Cohlmia,  Wichita,  President  Elect; 
George  R.  Randall,  Wichita,  Vice  President;  D. 
Ray  Cook,  Wichita,  Secretary;  Ward  A.  Mc- 
Clanahan,  Wichita,  Treasurer;  Clifton  C.  Schopf, 
Wichita,  Councilor;  James  A.  Loeffler,  Wichita, 
Alternate;  District  #11 

Seward  — Dennis  Knudsen,  Liberal,  President;  Ed- 
mundo  C.  Estrada,  Liberal,  Secretary;  Clair  C. 
Conard,  Dodge  City,  Councilor;  Richard  L.  Nev- 
ins.  Liberal,  Alternate;  District  #15 
Shawnee  — Richard  N.  Isaacson,  Topeka,  Presi- 
dent; M.  Morgan  Hostetter,  Topeka,  President 
Elect;  Dennis  C.  Petterson,  Topeka,  Vice  Pres- 
ident; Robert  E.  Barnett,  Topeka,  Secretary;  Marc 
R.  Baraban,  Topeka,  Treasurer;  Robert  D.  Par- 
man,  Topeka,  Councilor;  Joan  Sehdev,  Topeka, 
Alternate;  District  #6 

Southeast  Kansas  — Larry  C.  Atwood,  Indepen- 
dence, President;  Jerome  E.  Block,  Coffeyville, 
Vice  President;  Bradley  H.  Barrett,  Neodesha, 
Secretary;  Kimball  Stacey,  Independence,  Treas- 
urer; James  Wilson,  Coffeyville,  Councilor;  Ken- 
neth L.  Knuth,  Independence,  Alternate;  Dist.  #19 
Southwest  Kansas  — Bmce  D.  Melin,  Garden  City, 
President;  Tom  Koksal,  Garden  City,  Vice  Pres- 


Kansas  Medicine  • August  1988  • 27 


ident;  Eva  Vachal,  Garden  City,  Secretary;  Don 
R.  Tillotson,  Ulysses,  Councilor;  District  #17 
Wyandotte  — Harold  L.  Esrig,  Shawnee  Mission, 
President;  J.  Ralph  Payne,  Kansas  City,  MO, 
President  Elect;  John  B.  Nelson,  Shawnee  Mis- 


sion, Vice  President;  Ann  Allegre,  Kansas  City, 
KS,  Secretary;  Jae  M.  Lee,  Kansas  City,  KS, 
Treasurer;  Barbara  P.  Lukert,  Kansas  City,  KS, 
Councilor;  Ira  L.  Cox  III,  Kansas  City,  KS,  Al- 
ternate; District  #2 


HIV  Counseling  and  Testing  Sites  in  Kansas 

Agency 

Telephone 

Agency 

Telephone 

ARKANSAS  CITY 

JUNCTION  CITY 

Cowley  County  H.D. 

(316)  442-3260 

Junction  City-Geary 

BAXTER  SPRINGS 

County  H.D. 

(913)  762-5788 

Cherokee  Cty.  Health  Officer 

KANSAS  CITY 

(Richard  M.  Chubb,  M.D.) 

(316)  856-2144 

Kansas  City- Wyandotte 

(913)  321-4803 

CLAY  CENTER 

County  H.D. 

ext.  488 

Clay  County  H.D. 

(913)  632-3646 

EARNED 

COFFEYVILLE 

Pawnee  County  H.D. 

(913)  285-6963 

Montgomery  County  H.D. 

(316)  251-4210 

LAWRENCE 

(913)  843-0721 

COLBY 

Douglas  County  H.D. 

Colby  Community  College 

(913)  462-3984 

LEAVENWORTH 

(913)  682-0245 

ext.  296 

Leavenworth  County  H.D. 

Thomas  County  H.D. 

(913)  462-7679 

LIBERAL 

COLUMBUS 

Seward  County  H.D. 

(316)  624-3804 

Cherokee  County  H.D. 

(316)  429-3087 

LYNDON 

DODGE  CITY 

Osage  County  H.D. 

(913)  828-3117 

Dodge  City  Family 

MANHATTAN 

Planning  Clinic 

(316)  225-1933 

Riley  Cty. -Manhattan  H.D. 

(913)  776-4779 

McPherson 

EL  DORADO 

B utler/Green  wood 

McPherson  County  H.D. 
MISSION 

(316)  241-1753 

Bi-County  Health  Dept. 
EMPORIA 

(316)  321-3400 

Johnson  Cty.  H.D. -Mission 
NEWTON 

(913)  791-5660 

Lyon  County-Emporia 
City  H.D. 

(316)  342-4864 

Harvey  County  H.D. 
OLATHE 

(316)  283-6900 

FORT  SCOTT 

(316)  223-4464 

Johnson  Cty.  H.D. -Olathe 

(913)  782-9400 

SEK  Multi-County  H.D. 

OSKALOOSA  ' 

FREDONIA 

(316)  378-4455 

Jefferson  Cty.  H.D. 

(913)  863-2447 

Wilson  County  H.D. 

PARSONS 

GARDEN  CITY 

Labette  County  H.D. 

(316)  421-4350 

M*A*S*H  Mobile  Agency 

PRATT 

for  SW  Kansas 

(316)  275-4077 

Pratt  County  H.D. 

(316)  672-7436 

GOODLAND 

RUSSELL 

Sherman  County  H.D. 

(913)  899-5627 

Russell  County  H.D. 

(913)  483-6433 

GREAT  BEND 

SALINA 

Barton  County  H.D. 

(316)  793-7879 

Salina-Saline  Cty.  H.D. 

(913)  827-9376 

HAYS 

SMITH  CENTER 

Ellis  County  H.D. 

(913)  625-2013 

Smith  County  H.D. 

(913)  282-6656 

HIAWATHA 

STOCKTON 

Brown  County  H.D. 

(913)  742-7192 

Rooks  County  H.D. 

(913)  425-7352 

HOISINGTON 

TOPEKA 

Hoisington  Lutheran  Hosp. 

1-800-331-0259 

Topeka-Shawnee  Cty.  H.D. 

(913)  233-5141 

HOXIE 

ULYSSES 

Sheridan  County  H.D. 

(913)  675-2101 

Grant  County  H.D. 

(316)  356-1545 

HUTCHINSON 

WICHITA 

Reno  County  H.D. 

(316)  663-6721 

Wichita-Sedgwick  Cty.  H.D. 

(316)  268-8441 

lOLA 

WINFIELD 

Allen  County  Hospital 

(316)  365-3131 

Cowley  County  H.D. 

(316)  221-1430 
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Specialty  Societies 


Kansas  Allergy  Society 

President  — Ronald  E.  Weiner,  Lawrence 

Delegate  to  KMS  — Ronald  E.  Weiner,  Lawrence 

Kansas  Society  of  Anesthesiologists 
President  — Karl  E.  Becker,  Jr.,  Wichita 
Vice  President  — Joel  Voyce  Mangold,  Kansas  City 
Secretary  — Robert  F.  Hustead,  Wichita 
Treasurer  — Kirk  T.  Benson,  Kansas  City 
Delegate  to  KMS  — Harold  W.  Collier,  Wichita 
Alternate  Delegate  — Robert  F.  Hustead,  Wichita 

American  College  of  Cardiology 
Governor  for  Kansas  — Barry  Murphy,  Wichita 

Kansas  Dermatology  Society 
President  — Steven  M.  Passman,  Wichita 

Kansas  Chapter,  American  Academy  of 
Emergency  Physicians 
President  — Lester  E.  Richardson  II,  Lenexa 
Vice  President  — John  Jeter,  Lawrence 
Secretary-Treasurer  — Chris  J.  Haas,  Kansas  City 
Delegate  to  KMS  — Lester  E.  Richardson  II,  Lenexa 

Kansas  Chapter,  American  Academy  of 
Family  Physicians 
President  — Richard  L.  Rajewski,  Hays 
President  Elect  — Deborah  G.  Haynes,  Wichita 
Vice  President  — Roger  R.  Tobias,  Lyons 
Secretary  — Edward  J.  Lind  II,  Garden  Plain 
Delegate  to  KMS  — Thomas  C.  Simpson,  Sterling 
Executive  Secretary  — Walter  D.  Bettis,  P.O.  Box 
20597,  Wichita  67208,  316/651-2238 

Kansas  Society  of  Internal  Medicine 
President  — James  D.  Gardner,  Manhattan 
President  Elect  — William  D.  Hoadley,  Kansas  City 
Secretary-Treasurer  — Ray  E.  Allen,  Liberal 
Delegate  to  KMS  — James  D.  Gardner,  Manhattan 

Section  on  Nuclear  Medicine 
President  — David  F.  Preston,  Kansas  City 
Vice  President  — Norman  L.  Martin,  Kansas  City 
Secretary-Treasurer  — Richard  Meidinger,  Topeka 
Delegate  to  KMS  — Richard  Meidinger,  Topeka 

Kansas  Chapter,  American  College  of 
Obstetricians  and  Gynecology 
Chairman  — Jimmie  A.  Gleason,  Topeka 
Vice  Chairman  — Douglas  V.  Horbelt,  Wichita 
Secretary-Treasurer  — William  T.  King,  Great  Bend 
Delegate  to  KMS  — William  T.  King,  Great  Bend 

Section  on  Ophthalmology 
President  — Perry  N.  Schuetz,  Great  Bend 
Vice  President  — Frank  H.  Griffith,  Salina 
Secretary-Treasurer  — K.  Dwight  Hendricks, 

Kansas  City 

Councilor  to  the  Academy  — D.  W.  Bell,  Shawnee 
Mission 

Delegate  to  KMS  — Joseph  T.  Philipp,  Manhattan 


Kansas  Orthopedic  Society 
President  — Charles  C.  Craig,  Newton 
Secretary -Treasurer  — Donald  D.  Hobbs,  Topeka 
Delegate  to  KMS  — Richard  A.  Gruendel, 

Kansas  City 

Executive  Secretary  — Douglas  W.  Bowen, 

631  Home,  Topeka  66606,  913/233-7491 

Kansas  Society  of  Pathologists 
President  — Joe  J.  Lin,  Wichita 
President  Elect  — David  Borel,  Topeka 
Vice  President  — Bmce  D.  Melin,  Garden  City 
Secretary-Treasurer  — David  DeJong,  Wichita 

Kansas  Chapter,  American  Academy  of 
Pediatrics 

Chairman  — Virginia  L.  Tucker,  Topeka 

Kansas  Psychiatric  Society, 

A District  Branch  of 
The  American  Psychiatric  Association 
President  — Donald  R.  Brada,  Wichita 
President  Elect  — Samuel  L.  Bradshaw,  Topeka 
Secretary  — Cathy  Shaffia  Laue,  Lawrence 
Treasurer  — Donna  Ann  Vaughan,  Newton 
Councilor  — Eberhard  Burdzik,  Topeka 
George  W.  Getz,  Lamed 
Manuel  P.  Pardo,  Kansas  City 
Representative  — George  Dyck,  Newton 
Deputy  Representative  — H.  Ivor  Jones, 

Shawnee  Mission 

Delegate  to  KMS  — Stuart  C.  Averill,  Topeka 
Alternate  Delegate  — Herbert  C.  Modlin,  Topeka 
Executive  Secretary  — Jo  Ann  Klemmer, 

1259  Pembroke,  Topeka  66604,  913/232-5985 

Kansas  Radiological  Society,  A Chapter  of 
The  American  College  of  Radiology 
President  — D.  Mikel  Elder,  Topeka 
Vice  President  — Keith  W.  Gallehugh,  Shawnee 
Mission 

Secretary-Treasurer  — Ira  L.  Cox  III,  Kansas  City 
ACR  Councilor  — Stephen  M.  Knecht,  Emporia 
Advisor  to  Board  of  Tmstees  — Millard  C.  Spencer, 
Topeka 

Kansas  Chapter  — American  College  of 
Surgeons 

President  — Frederic  C.  Chang,  Wichita 
President  Elect  — Stephen  F.  Miller,  Parsons 
Secretary-Treasurer  — Paul  H.  Kindling,  Topeka 

Kansas  Urological  Society 
President  — Fred  A.  Freeman,  Manhattan 
President  Elect  — Larry  Rotert,  Topeka 
Secretary-Treasurer  — W.  David  McDonough, 
Wichita 

Delegate  to  KMS  — Fred  A.  Freeman,  Manhattan 
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Related  Organizations  — 
Officers  and  Committees 


KMS  Auxiliary 

President  — Carol  Loeffler  (James),  Wichita 
President-Elect  — Joan  Tempero  (Stephen),  Topeka 
1st  Vice  President  — Li-Ying  Lee  (Song-Ping), 
Topeka 

2nd  Vice  President  — Nancy  Macy  (Ted),  Salina 
Treasurer  — Mary  Belle  Boyd  (Z.  Rex),  Wichita 
Recording  Secretary  — Lisa  Barker  (Stanton), 
Hutchinson 

Corresponding  Secretary  — Maxine  Rhodes  (Ivan), 
Wichita 

KMS  Advisory  Committee  to  the  Auxiliary 

Emerson  D.  Yoder,  M.D.,  Denton,  Chairman 

Stanton  L.  Barker,  M.D.,  Hutchinson 

Song-Ping  Lee,  M.D.,  Topeka 

James  A.  Loeffler,  M.D.,  Wichita 

Ted  L.  Macy,  M.D.,  Salina 

John  H.  Rempel,  M.D.,  Wichita 

Stephen  J.  Tempero,  M.D.,  Topeka 

Blue  Cross  and  Blue  Shield  of  Kansas,  Inc. 
Board  of  Directors: 

Rex  R.  Fischer,  M.D.,  Manhattan,  OBG, 

Vice  Chairman 

Kent  E.  Palmberg,  M.D.,  Topeka,  IM 
Medical  Advisory  Committee: 

Rex  R.  Fischer,  M.D.,  Manhattan,  OBG,  Chairman 

James  P.  Byrne,  Jr.,  M.D.,  Wichita,  TS 

Courtney  Clark,  M.D.,  Wichita,  ANES 

Charles  C.  Craig,  M.D.,  Newton,  ORS 

Russell  E.  Cramm,  M.D.,  Hays,  GS 

Steven  W.  Crouch,  M.D.,  Topeka,  PED 

George  Dyck,  M.D.,  Newton,  P 

Fred  A.  Freeman,  M.D.,  Manhattan,  U 

Mark  Greenberg,  M.D.,  Topeka,  R 

Glenn  R.  Kubina,  M.D.,  Wichita,  OTO 

Mickey  C.  Myrick,  M.D.,  Hays,  FP 

Stephanie  Nellis,  M.D.,  Wichita,  IM 

Stephen  M.  Polland,  D.O.,  Wichita,  PUD 

Bradford  S.  Prokop,  M.D.,  Topeka,  OPH 

Henry  Travers,  M.D.,  Wichita,  PATH 

Kansas  Coroners  Society 

President  — Thomas  M.  Dougherty,  M.D.,  Garnett 
Vice  President  — Alan  C.  Hancock,  M.D.,  Kansas 
City 

Secretary-Treasurer  — William  G.  Eckert,  M.D., 
Wichita 

Drug  Utilization  Review  — KMS  Component 

Bradley  W.  Marples,  M.D.,  Topeka,  Chairman 
R.  S.  Freeman,  M.D.,  Salina 


KaMPAC  Board  of  Directors 

James  A.  Loeffler,  M.D.,  Wichita,  Chairman 

D.  W.  Bell,  M.D.,  Shawnee  Mission 

C.  Richard  Bonebrake,  M.D.,  Topeka 

John  P.  Brockhouse,  M.D.,  Emporia 

Edward  J.  Fitzgerald,  M.D.,  Wichita 

Earl  D.  Merkel,  M.D.,  Russell 

Michael  J.  Randles,  M.D.,  Wichita 

Roger  D.  Warren,  M.D.,  Hanover 

Scott  Sher,  Kansas  City 

Caryl  Bichlmeier  (Franklin),  Shawnee  Mission 

Phyllis  Bigler  (F.  Calvin),  Garden  City 

Mary  Belle  Boyd  (Z.  Rex),  Wichita 

Betty  Moore  (Robert),  Caney 

Diane  Sanders  (J.  Alan),  Lawrence 

Kansas  State  Board  of  Healing  Arts 

F.  Calvin  Bigler,  M.D.,  Garden  City  ’91 

Harold  E.  Bryan,  D.C.,  Fort  Scott  ’90 

Edward  J.  Fitzgerald,  M.D.,  Wichita  ’89 

Paul  T.  Greene,  Jr.,  D.C.,  Great  Bend  ’91 

John  B.  Hiebert,  M.D.,  Topeka  ’89 

Glenn  I.  Kerbs,  Dodge  City  ’90 

Cameron  D.  Knackstedt,  D.O.,  Phillipsburg,  ’91 

Graciela  A.  Marion,  Eudora  ’91 

Tom  Rehom,  Kansas  City  ’90 

John  P.  White,  D.O.,  Pittsburg  ’89 

Rex  A.  Wright,  D.C.,  Topeka  ’90,  President 

Kansas  Foundation  for  Medical  Care,  Inc. 

President  — Alex  Scott,  M.D.,  Junction  City 
Vice  President  — Jay  S.  Schukman,  M.D.,  Great  Bend 
Secretary  — Don  R.  Tillotson,  M.D.,  Ulysses 
Treasurer  — Gerald  B.  Pees,  Jr.,  M.D.,  Lawrence 
Medical  Director  — G.  Rex  Stone,  M.D.,  Manhattan 
Executive  Director  — Larry  W.  Pitman 

Kansas  Medical  Assistants  Society 

President  — Lavonna  Dyck,  Wichita 
President-Elect  — Marty  Zumbrunn,  Atchison 
Vice-President  — Betty  Alspaw,  CMA-AC,  Wichita 
Secretary  — Karla  Hatfield,  Topeka 
Treasurer  — Shirley  Gamble,  CMA,  Sylvia 

KMS  Advisory  Committee  to 
Medical  Assistants  Society 

Ernie  J.  Chaney,  Wichita,  Chairman 
Joseph  V.  Burke,  M.D.,  Atchison 
John  H.  Rempel,  M.D.,  Wichita 
Francisco  A.  Reyes,  Jr.,  M.D.,  Ottawa 
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Kansas  Medical  Group  Management 
Association 

President  — Darrel  McCool,  Hutchinson 
Vice  President  — Don  Quint,  Garden  City 
Secretary-Treasurer  — Leland  Koon,  Topeka 

KUSM  Admissions 

Roger  D.  Warren,  M.D.,  Hanover,  Chairman 
Larry  R.  Anderson,  M.D.,  Wellington 


Charles  F.  McElhinney,  M.D.,  Dodge  City 
Carol  A.  Moddrell,  M.D.,  Dodge  City 
Jay  S.  Schukman,  M.D.,  Great  Bend 


Mediserve 

Jimmie  L.  Browning,  M.D. , Clay  Center,  Vice  President 
J.  Roderick  Bradley,  M.D.,  Greensburg 
Tell  B.  Copening,  M.D.,  lola 


A BANK  IV  Lease  Costs  Less. 


Compare  BANK  IV’s  lease,  and  you’ll  see  there’s  no 
comparison. 

It’s  simply  the  way  we  do  business,  a direct  result  of 
BANK  IV’s  strength.  You  see,  we’re  not  just  a player  in  the 
market,  we  help  shape  it. 

So,  in  addition  to  the  advantages  anyone’s  leasing 
program  can  offer  your  business,  such  as 

□ 100%  Financing 

□ Tax  Advantages 

□ Low  Payments 

□ Working  Capital  Conservation 

□ Improved  Cash  Flow 

□ Convenience 

□ Flexibility 

BANK  IV’s  lower  rate  makes  the  difference  that 
counts:  It  costs  less  money. 

If  you’re  a buyer,  BANK  IV  leasing  can  save  you 
money.  If  you’re  a seller,  BANK  IV’s  leasing  program  can 
mean  more  sales.  Find  out  how.  Call  BANK  IV’s  Leasing 
Department,  261-2255. 


The  Strength  of  Kansas. 


BANig 


BANK  IV  Wichita,  na  / Leasing  Department  / P.O.  Box  4 / Wichita,  Kansas  67201  / (316)  261-2255 
Member  FDIC 


Kansas  Medicine  • August  1988  • 31 


Hospitals  • State  Institutions  • Poison  Control  Centers 
Home  Health  Agencies  • Genetic  Counseling  Centers 


GENERAL  HOSPITALS  IN  KANSAS 

Abilene  — Memorial,  511  N.E.  10th  Street 
67410  — 913/263-2100 
Anthony  — Hospital  District  #6  of  Harper 
County,  1101  E.  Spring  Street  67003  — 
316/842-5111 

Arkansas  City  — Arkansas  City  Memorial, 

216  West  Birch  67005  — 316/442-2500 
Ashland  — Ashland  District,  709  Oak  67831  — 
316/635-2241 

Atchison  — Atchison,  1301  N.  Second  66002  — 
913/367-2131 

Attica  — Attica  District,  P.O.  Box  268  67009  — 
316/254-7253 

Atwood  — Rawlins  County,  P.O.  Box  47  67730 

— 913/626-3211 

Augusta  — Augusta  Medical  Complex, 

P.O.  Box  430  67010  — 316/775-5421 
Baxter  Springs  — Baxter  Memorial, 

P.O.  Box  151  66713  — 316/856-2314 
Belleville  — Republic  County,  66935  — 
913/527-2255 

Beloit  — Mitchell  County  Community, 

400  West  8th  67420  — 913/738-2266 
Burlington  — Coffey  County,  801  North  Fourth 
Street,  P.O.  Box  189  66839  — 316/364-2121 
Caldwell  — Sumner  County  District  # 1 , 

601  South  Osage  Street  67022  — 

316/845-6492 

Caney  — Caney  Municipal,  P.O.  Box  325  67333 

— 316/879-2182 

Cedar  Vale  — Cedar  Vale  Regional, 

P.O.  Box  398  67024  — 316/758-2266 
Chanute  — Neosho  Memorial,  629  S.  Plummer 
66720-  316/431-4000 

Clay  Center  — Clay  County,  617  Liberty  67432 

— 913/632-2144 

Coffeyville  — Coffeyville  Regional  Medical 
Center,  P.O.  Box  856  67337  — 316/251-1200 
Colby  — Citizens  Medical  Center, 

100  E.  College  Drive  67701  — 913/462-7511 
Coldwater  — Comanche  County,  Second  & 
Frisco  67029  — 316/582-2144 
Columbus  — ■ Maude  Norton  Memorial  City, 

220  N.  Pennsylvania  66725  — 316/429-2545 
Concordia  — St.  Joseph,  1100  Highland  Drive 
66901  — 913/243-1234 

Council  Grove  — Morris  County,  P.O.  Box  275 
66846-  316/767-5151 


Dighton  — Lane  County,  P.O.  Box  969  67839 

— 316/397-5321 

Dodge  City  — Humana  Hospital-Dodge  City, 

P.O.  Box  1478  67801  — 316/225-9050 
El  Dorado  — Susan  B.  Allen  Memorial,  720 
West  Central  Ave.  67042  — 316/321-3300 
Elkhart  — Morton  County,  P.O.  Box  937  67950 

— 316/697-2141 

Ellinwood  — Ellinwood  District,  605  North 
Main  67526  — 316/564-2549 
Ellsworth  — Ellsworth  County  Veterans’ 
Memorial,  Drawer  87  67439  — 913/472-3111 
Emporia  — Newman  Memorial  County,  12th  & 
Chestnut  66801  — 316/343-6800 
Emporia  — St.  Mary’s  Health  Center, 

P.O.  Box  967  66801  — 316/342-2450 
Eureka  — Greenwood  County,  100  West 
Sixteenth  Street  67045  — 316/583-7451 
Fort  Scott  — Mercy,  821  Burke  Street  66701  — 
316/223-2200 

Fredonia  — Fredonia  Regional,  P.O.  Box  579 
66736-  316/378-2121 
Garden  City  — St.  Catherine,  608  N.  Fifth 
Street  67846  — 316/275-6111 
Garnett  — Anderson  County,  P.O.  Box  309 
66032-  913/448-3131 

Girard  — Hospital  District  #1,  Rural  Route  #2, 
Box  5A,  66743  — 316/724-8291 
Goodland  — Northwest  Kansas  Regional  Medical 
Center,  P.O.  Box  540  67735  — 913/899-3625 

Great  Bend  — Central  Kansas  Medical  Center, 
3515  Broadway  67530  — 316/792-2511 
Greensburg  — Kiowa  County  Memorial,  501  S. 

Walnut  67054-0616  — 316/723-3341 
Halstead  — Halstead,  328  Poplar  67056  — 
316/835-2651 

Hanover  — Washington  County  District  #1, 

P.O.  Box  38  66945  — 913/337-2214 
Harper  — Harper  County  District  #5,  12th  & 
Maple  67058  — 316/896-7324 
Hays  — Hadley  Regional  Medical  Center, 

201  East  Seventh  Street  67601  — 

913/628-8251 

Hays  — St.  Anthony,  P.O.  Box  660  67601  — 
913/625-7301 

Herington  — Herington  Municipal,  100  East 
Helen  67449  — 913/258-2207 
Hiawatha  — Hiawatha  Community,  300  Utah 
66434-  913/742-2131 


32  • Kansas  Medicine  • August  1988 


Hill  City  — Graham  County,  P.O.  Box  339 
67642-  913/674-2121 

Hillsboro  — Salem,  701  South  Main  67063  — 
316/947-3114 

Hoisington  — Hoisington  Lutheran,  250  West 
Ninth  67544  — 316/653-2114 
Holton  — Holton  City,  510  Kansas  Ave.  66436 

— 913/364-2116 

Horton  — Horton  Community,  P.O.  Box  191 
66439  — 913/486-2642 
Hoxie  — Sheridan  County,  P.O.  Box  167 
67740-0167  — 913/675-3281 
Hugoton  — Stevens  County,  P.O.  Box  10  67951 

— 316/544-8511 

Hutchinson  — Hutchinson  Hospital  Corporation, 
1701  East  23rd  Avenue  67502  — 

316/665-2000 

Independence  — Mercy,  P.O.  Box  388  67301 

— 316/331-2200 

lola  — Allen  County,  101  South  First  66749  — 
316/365-3131 

Jetmore  — Hodgeman  County  Health  Center, 
P.O.  Box  367  67854  — 316/357-8361 
Johnson  — Stanton  County,  P.O.  Box  E 67855 

— 316/492-6250 

Junction  City  — Geary  Community, 

P.O.  Box  490  66441  — 913/238-4131 
Kansas  City  — Bethany  Medical  Center, 

51  North  12th  66102  — 913/281-8400 
Kansas  City  — Providence-St.  Margaret  Health 
Center,  8929  Parallel  Parkway  66112  — 
913/596-4000 

Kansas  City  — University  of  Kansas  Medical 
Center,  39th  & Rainbow  Blvd.  66103  — 
913/588-5000 

Kingman  — Kingman  Community, 

P.O.  Box  376  67068  — 316/532-3147 
Kinsley  — Edwards  County,  P.O.  Box  99  67547 

— 316/659-3621 

Kiowa  — Kiowa  District,  810  Drumm  Street 
67070-  316/825-4131 

La  Crosse — Rush  County  Memorial,  Eighth  & 
Locust  67548  — 913/222-2545 
Lakin  — Kearny  County,  P.O.  Box  744  67860 

— 316/355-7111 

Lamed  — St.  Joseph  Memorial,  923  Carroll 
Street  67550  — 316/285-3161 
Lawrence  — Lawrence  Memorial,  325  Maine 
Street  66044  — 913/749-6100 
Lawrence  — Watkins  Memorial,  University  of 
Kansas  66045-8830  — 913/843-4455 
Leavenworth  — Cushing  Memorial, 

623  Marshall  66048  — 913/682-8000 
Leavenworth  — Saint  John,  3500  South  4th 
66048-5092  — 913/682-3721 


Lenexa  — ■ CPC  College  Meadows,  14425 
College  Boulevard  66215  — 913/469-1100 
Leoti  — Wichita  County,  P.O.  Box  968  67861 

— 316/375-2233 

Liberal  — Southwest  Medical  Center, 

P.O.  Box  1340  67901  — 316/624-1651 
Lincoln  — Lincoln  County,  624  North  Second 
67455  — 913/524-4403 

Lindsborg  — Lindsborg  Community,  605  West 
Lincoln  67456  — 913/227-3308 
Lyons  — Rice  County  District  #1,  619  South 
Clark  67554  — 316/257-5173 
Manhattan  — Memorial,  P.O.  Box  1208  66502 

— 913/776-3300 

Manhattan  — Saint  Mary,  P.O.  Box  1047 
66502-  913/776-3322 

Mankato  — Jewell  County,  P.O.  Box  327  66956 

— 913/378-3137 

Marion  — St.  Luke,  1012  East  Melvin  66861  — 
316/382-2177 

Marysville  — Community  Memorial, 

708  N.  18th  Street  66508  — 913/562-2311 
McPherson  — Memorial,  1000  Hospital  Drive 
67460  — 316/241-2250 
Meade  — Meade  District,  510  East  Carthage 
67864-  316/873-2141 

Medicine  Lodge  — Medicine  Lodge  Memorial, 
710  North  Walnut  67104  — 316/886-3771 
Minneapolis  — Ottawa  County,  P.O.  Box  209 
67467  — 913/392-2122 

Minneola  — Minneola  District,  212  Main  67865 

— 316/885-4264 

Moundridge  — Mercy,  P.O.  Box  180  67107  — 
316/345-6391 

Neodesha  — Wilson  County,  P.O.  Box  360 
66757  — 316/325-2611 
Ness  City  — Ness  County  District  #2, 

312  Custer  67560  — 913/798-2291 
Newton  — Newton  Medical  Center,  411  S.E. 

2nd  67114  — 316/283-5200 
Newton  — Prairie  View  Mental  Health  Center, 
P.O.  Box  467  67114  — 316/283-2400 
Norton  — Norton  County,  P.O.  Box  250  67654 

— 913/877-3351 

Norton  — Valley  Hope  Alcoholism  Treatment 
Center,  P.O.  Box  410  67654  — 913/877-5111 
Oakley  — Logan  County,  211  Cherry  Street 
67748  — 913/672-3211 

Oberlin  — Decatur  County,  P.O.  Box  268  67749 

— 913/475-2208 

Olathe  — The  Kansas  Institute,  555  E.  Santa  Fe 
66061  — 913/782-7000 

Olathe  — Olathe  Medical  Center,  300  S.  Rogers 
Road  66061  — 913/791-4200 
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Onaga  — ■ Community,  120  West  Eighth  Street 
66521  — 913/889-4274 

Osborne  — Osborne  County  Memorial,  424  W. 

New  Hampshire  67473  — 913/346-2121 
Oswego  — Oswego  Memorial,  Route  2,  Box  10  A 
67356  — 316/795-2921 

Ottawa  — Ransom  Memorial,  13th  & S.  Main 
66067  — 913/242-3344 
Overland  Park  — Humana  Hospital-Overland 
Park,  P.O.  Box  15959  66215  — 913/541-5000 
Paola  — Miami  County,  501  South  Hospital 
Drive  66071  — 913/294-2327 
Parsons  — Labette  County  Medical  Center, 

P.O.  Box  767  67357  — 316/421-4880 
Phillipsburg  — Phillips  County,  P.O.  Box  607 
67661  — 913/543-5226 
Pittsburg  — Mt.  Carmel  Medical  Center, 
Centennial  & Rouse  66762  — 316/231-6100 
Plain ville  — Plainville  Rural,  304  South 
Colorado  67663  — 913/434-4553 
Pratt  — Pratt  Regional  Medical  Center,  Third  & 
Commodore  67124  — 316/672-6476 
Quinter  — Gove  County,  5th  & Garfield  67752 

— 913/754-3341 

Ransom  — Grisell  Memorial  Hospital,  District 
#1,  P.O.  Box  268  67572  — 913/731-2231 
Russell  — Russell  Regional,  200  S.  Main  67665 

— 913/483-3131 

Sabetha  — Sabetha  Community,  14th  & Oregon 
66534  — 913/284-2121 

St.  Francis  — Cheyenne  County,  P.O.  Box  547 
67756  — 913/332-2104 

St.  John  — St.  John  District,  609  East  1st  67576 

— 316/549-3255 

Salina  — Asbury-Salina  Regional  Medical 
Center,  P.O.  Box  1760  67402  — 

913/827-4411 

Salina  — St.  John’s,  P.O.  Box  5201  67402  — 
913/827-5591 

Satanta  — Satanta  District,  P.O.  Box  159  67870 

— 316/649-2200 

Scott  City  — Scott  County,  310  East  Third 
67871  — 316/872-5811 
Sedan  — Sedan  City,  P.O.  Box  C 67361  — 
316/725-3115 

Seneca  — Nemaha  Valley  Community, 

604  Nemaha  66538  — 913/336-6181 
Shawnee  Mission  — Shawnee  Mission  Medical 
Center,  9100  West  74th  Street  66204  — 
913/676-2000 

Smith  Center  — Smith  County  Memorial,  614 
South  Main  Street  66967  — 913/282-6661 
Spearville  — Spearville  District,  P.O.  Box  156 
67876  — 316/385-2661 


Stafford  — Stafford  District,  P.O.  Box  190  67578- 
0190  — 316/234-5221 

Syracuse  — Hamilton  County,  P.O.  Box  909  67878 

— 316/384-7461 

Topeka  — Memorial  Hospital  Corporation,  600 
Madison  66607  — 913/354-5100 
Topeka  — C.  F.  Menninger  Memorial, 

P.O.  Box  829  66601  — 913/273-7500 
Topeka  — St.  Francis  Hospital  & Medical  Center, 
1700  West  7th  66606  — 913/295-8000 
Topeka  — Stormont- Vail  Regional  Medical  Cen- 
ter, 1500  West  10th  66604-1353  — 
913/354-6000 

Tribune  — Greeley  County,  506  Third  Street,  P.O. 

Box  338  67879  — 316/376-4222 
Ulysses  — Bob  Wilson  Memorial,  415  North  Main 
67880  — 316/356-1266 

WaKeeney  — Trego  County-Lemke  Memorial,  320 
Thirteenth  Street  67672  — 913/743-2182 
Wamego  — Wamego  City,  711  Genn  Drive  66547 

— 913/456-2295 

Washington  — Washington  County,  304  East  Third 
Street  66968  — 913/325-2211 
Wellington  — St.  Lukes,  1323  North  A Street  67152 

— 316/326-7451 

Wellington  — Wellington  Hospital  & Clinic, 

924  S.  Washington  Ave.  67152  — 

316/326-3353 

Westmoreland  — Dechairo  Hospital,  Inc. , First  & 
North  Streets  66549  — 913/457-3311 
Wichita  — CPC  Great  Plains,  5111  East  21st  67208 

— 316/681-1800 

Wichita  — Riverside,  2622  West  Central  Avenue 
67203  — 316/945-9161 

Wichita  — St.  Francis  Regional  Medical  Center, 
929  N.  St.  Francis  67214  — 316/268-5000 
Wichita  — St.  Joseph  Medical  Center,  3600  East 
Harry  Street  67218  — 316/685-1111 
Wichita  — HCA  Wesley  Medical  Center,  550  North 
Hillside  67214  — 316/688-2468 
Winchester  — Jefferson  County  Memorial, 

408  Delaware  Street,  66097  — 913/774-4340 
Winfield  — William  Newton  Memorial, 

1300  East  5th  67156  — 316/221-2300 

STATE  INSTITUTIONS 
Kansas  City  — Rainbow  Mental  Health  Facility , 
2205  W.  36th  Street  66103  : — 913/384-1880 
Lamed  — Lamed  State,  R.R.  #3,  Box  89 
67550  — 316/285-2131 

Norton  — Norton  State  67654  — 913/877-3301 
Osawatomie  — Osawatomie  State,  P.O.  Box  500 
66064  — 913/755-3151 
Parsons  — Parsons  State  Hospital  & Training 
Center,  P.O.  Box  738  67357  — 316/421-6550 
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Topeka  — Kansas  Neurological  Institute,  3107 
West  21st  Street  66604  — 913/296-5301 
Topeka  — Topeka  State,  2700  West  6th  Street 
66606  — 913/296-4222 

Winfield  — Winfield  State  Hospital  & Training 
Center,  P.O.  Box  548  67156  — 316/221-1200 

VETERANS  HOSPITALS  AND 
MILITARY  HOSPITALS 

Ft.  Leavenworth  — U.S.  Munson  Army,  Pope 
and  Biddle  Ave.  66027  — 913/684-5401 
Fort  Riley  — Irwin  Army  Community  66442  — 
913/239-7101 

Leavenworth  — Veterans  Administration 
Medical  Center,  66048  — 913/682-2000 
Topeka  — Veterans  Administration  Medical 
Center,  2200  Gage  66622  — 913/272-3111 
Wichita  — McConnell  Air  Force  Base,  USAF 
Hospital  67221  — 316/681-5927 
Wichita  — Veterans  Administration  Medical 
Center,  5500  E.  Kellogg  67218  — 
316/685-2221 

POISON  CONTROL  CENTERS 

Mid-America  Poison  Control  Information 
Center  — UKSM,  Kansas  City  — 
1-800-332-6633 

Antivenin  Index  Center  — 405/271-5454 


Atchison  — Atchison  Hospital  — 913/367-2131 

Dodge  City  — Trinity  Hospital  — 316/483-8133 

Emporia  — Newman  Memorial  Hospital  — 
316/342-7120 

Fort  Scott  — Mercy  Hospital  — Day: 
316/223-3100;  Night:  316/223-2200 

Great  Bend  — Central  Kansas  Medical  Center  — 
Day:  316/793-3523;  Night:  316/792-2511 

Hays  — Hadley  Memorial  Hospital  — Day: 
913/625-2515,  Ext.  237;  Night:  913/625-3441 

Kansas  City  — Bethany  Hospital  — 
913/621-6600 

Kansas  City  — UKSM  — 913-588-6633  — Greater 
Kansas  City  Area 

Lawrence  — Lawrence  Memorial  Hospital  — Day: 
913/843/3680  or  842-4477; 

Night:  913/843-5874 

Parsons  — Labette  County  Medical  Center  — 316/ 
421-4880 

Salina  — St.  John’s  Hospital  — 913/827-5591, 
Ext.  222 

Topeka  — St.  Francis  Hospital  — 913/295-8095 

Topeka  — Stormont- Vail  Hospital  — 
913/354-6100 

Wichita  — Wesley  Hospital  — 316/688-2222 


HOME  HEALTH  AGENCIES 
Abilene  67410 

Abilene  Nursing  Center,  705  N.  Brady  — 
913/263-2931 

Dickinson  County,  511  NE  10th  — 
913/263-2100 
Anthony  67003 

Harper  County,  Court  House  — 316/842-5264 
Atwood  67730 

Rawlins  County,  607  Main  — 913/626-3968 

Baxter  Springs  66713 

Baxter  Memorial  Hospital,  10th  & Washington 
— 316/856-2314 
Beloit  67420 

North  Central  Kansas,  400  W.  8th,  Box  217  — 
913/738-5175 

Burlington  66839 

Coffey  County,  Court  House  — 316/364-8631 
Chanute  66720 

Neosho  Memorial  Hospital,  629  S.  Plummer  — 
316/431-4000 
Clay  Center  67432 

Clay  County,  P.O.  Box  182  — 913/632-3646 
Coffeyville  67337 

Health  Care  Services/Montgomery  County, 

808  Willow,  Box  586  — 316/251-7161 

Montgomery  County,  City  Building,  604  Union 
Street  — 316/251-4210 
Colby  67701 

Far  Northwest,  210  S.  Range,  P.O.  Box  667  — 
913/462-3335 
Columbus  66725 

Maude  Norton,  220  N.  Pennsylvania  — 
316/429-2545 
Concordia  66901 

Cloud  County,  Courthouse,  P.O.  Box  142  — 
913/243-3588 

Council  Grove  66846 

Morris  County,  Court  House  — 316/767-5175 
Dodge  City  67801 

Trinity,  1107  6th,  P.O.  Box  788  — 
316/227-8133 
Downs  67437 

Downs  Nursing  Center,  1218  Kansas  — 
913/454-3329 
El  Dorado  67042 

Bi-County  Health  Department,  Butler  County 
Courthouse  — 316/321-3400 

Butler-Greenwood  County,  720  W.  Central  — 
316/321-3300 
Ellsworth  67439 

Ellsworth  County  Court  House  — 

913/472-4234 
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Emporia  66801 

Lyon  County/Emporia  City,  402  Commercial  — 
316/342-4864 

Newman  Memorial  County  Hospital,  12th  & 
Chestnut  — 316/343-6800 
St.  Mary’s  15th  & State  — 316/342-2450 
Fort  Scott  66701 

Mercy  Hospital,  821  Burke  — 316/223-2200 
Fredonia  66736 

Wilson  County,  7th  & Madison  — 
316/378-2324 
Goodland  67735 

Connie’s,  Route  2,  East  8th  — 913/899-3147 
Sherman  County,  1st  & Sherman  — 
913/899-3625 

Great  Bend  67530 

Barton  County,  1410  Polk  — 316/793-7879 
Golden  Belt,  3600  Broadway  — 316/793-3593 

Independence  67301 

Mercy  Home  Health  Care,  Mercy  Hospital  — 
316/331-2200  Ex.  636 

Kansas  City 

Clinicare  Family  Health  Services,  Inc.,  510 
Southwest  Blvd.,  P.O.  Box  3106  66103  — 
913/262-6068 

Crossland  Rehabilitation  Agency,  6111 
Leavenworth  66104  — 913/334-2005 
Catholic  Social  Services,  229  S.  8th  66101  — 
913/621-1504 

Visiting  Nurse  Association,  906  N.  17th  66102 
— 913/371-3770 
Kingman  67068 

Kingman  County,  Court  House  — 316/532-2221 
Lamed  67550 

Pawnee  County,  Court  House  — 316/285-3866 
Lawrence  66044 

Douglas  County  Visiting  Nurses  Association, 
336  Missouri,  Suite  201  — 913/843-3738 
Leavenworth  66048 

Leavenworth  City-County  Health  Department, 
422  Walnut  — 913/682-0245 
Leoti  67861 

Wichita  County  Community,  P.O.  Box  3 — 
316/375-2289 
Liberal  67901 

Southwest  Medical  Center,  P.O.  Box  1340  — 
316/624-1651 
Lyons  67554 

Rice  County,  Court  House  — 316/257-2359 
Manhattan  66502 

Manhattan-Riley  County,  616  Poyntz  — 
913/776-4779 

Riley  County  Health  Homemaker  Services, 

219  S.  Seth  Childs  Road  — 913/537-0688 


Marion  66861 

Marion  County,  1014  E.  Melvin  — 
316/382-2177 
Marysville  66508 

Community  Memorial  Hospital,  708  N.  18th 
— 913/562-2311 
McPherson  67460 

McPherson  County,  119  N.  Maple, 

P.O.  Box  428  — 316/241-1753 
Medicine  Lodge  67104 

Barber  County,  710  N.  Walnut  — 

316/886-3294 
Minneapolis  67467 

Ottawa  County,  Court  House  — 913/392-2822 
Newton  67114 

Harvey  County,  8th  & Main  — 316/283-7232 
Norton  67654 

P.R.N.,  East  Holme  & North  Norton  — 
913/877-2810 
Oberlin  67749 

Decatur  County,  504  N.  Penn  — 913/475-2222 
Oskaloosa  66066 

Jefferson  County,  Court  House  — 

913/863-2447 
Oswego  67356 

Oswego  City  Hospital,  900  Barker  Drive  — 
316/795-2921 
Ottawa  66067 

Franklin  County,  13th  & S.  Main  — 
316/242-1873 
Paola  66071 

Miami  County,  116  S.  Pearl  — 913/294-2433 
Parsons  67357 

Labette  County,  S.  21st,  P.O.  Box  786  — 
316/421-4350 

Phillipsburg  67661 

Phillips  County,  Court  House  — 913/543-2179 
Pittsburg  66762 

Crawford  County,  Centennial  & Rouse  — 
316/231-5411 
Pratt  67124 

Pratt  County,  127  S.  Howard  — 316/672-7436 
Sabetha  66534 

Nemaha  County,  716  S.  11th  — 913/284-2288 
Salina  67401 

Salina-Saline  County,  300  W.  Ash  — 
913/827-9376 

Shawnee  Mission 

Always  Better  Care,  Inc.,  10111  Santa  Fe  Drive 
66212  — 913/888-4447 

Home  Health-Home  Care,  Inc.,  8900  State  Line, 
Suite  332  66206  — 913/341-8830 
Medical  Personnel  Pool  of  Kansas  City,  7600 
State  Line,  Suite  200  66208  — 913/341-2181 
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Stockton  67669 

Rooks  County,  Court  House  — 913/425-7352 

Topeka 

Topeka-Shawnee  County,  1615  W.  8th  66606  — 
913/233-8961 

Total  Care,  2101  SW  10th  66604  — 
913/232-1253 
Troy  66087 

Doniphan  County,  Court  House,  P.O.  Box  201 

— 913/985-3886 
Ulysses  67880 

Bob  Wilson  Memorial,  415  N.  Main  — 
316/356-1266 
Washington  66968 
Washington  County,  115  W.  3rd  — 
913/325-2600 
Wellington  67152 

Sumner  County,  Court  House  — 316/326-2774 

Westmoreland  66549 

Pottawatomie  Cy,  320  Main  — 913/457-3719 

Wichita 

Agency  for  Home  Health  Care  of  Kansas, 

3333  E.  Central,  Suite  503  67208  — 
316/681-1632 

Kansas  Masonic  Home,  401  S.  Seneca  67213  — 
316/267-0271 

Medical  Personnel  Pool,  1035  Parklane  67218  — 
316/686-3388 

Professional  Care  Associates,  3333  E.  Central, 
Suite  821  67208  — 316/681-0068 
Wesley  Care,  550  N.  Hillside  67214  — 
316/688-7272 

Wichita-Sedgwick  County,  1900  E.  9th  67214 

— 316/268-8433 


Winfield  67156 

William  Newton  Memorial  Hospital, 
1300  E.  5th  — 316/221-2300 


GENETIC  COUNSELING  CENTERS 

Garden  City  — Genetic  Outreach  Clinic,  Garden 
Medical  Center,  Call  316/688-2360  (Wichita) 
Hays  — Post  Rock  Pediatric  Clinic  — 

913/628-6128,  Ext.  29,  or  Kansas  City  Center 
Kansas  City  — Genetic  Counseling  Center, 
Division  of  Medical  Genetics,  UKSM-KC, 

39th  & Rainbow  Blvd.,  Kansas  City,  KS 
r.6103  — 913/588-6043,  R.  Neil  Schimke, 
M.D.,  Director;  Debra  L.  Collins,  M.S., 
Genetic  Counselor 

Parsons  — Genetic  Outreach  Clinic,  Labette 
County  Medical  Center,  Call  316/688-2360 
Parsons  — Parsons  State  Hospital  & Training 
Center  — 316/421-6550,  Ex.  227,  or  Kansas 
City  Center 

Salina  — Asbury  Hospital,  P.O.  Box  1608  — 
913/827-9376,  or  Kansas  City  Center 
Topeka  — Genetic  Counseling  Center,  1518  SW 
8th  Street,  Topeka  66604  — 913/232-0957,  or 
Kansas  City  Center 

Wichita  — Genetic  Clinic,  Department  of 
Pediatrics,  UKSM-Wichita,  1010  N.  Kansas, 
Wichita,  67214  — 316/261-2622 
Wichita  — Prenatal  Diagnosis  & Genetic  Clinic, 
Division  of  Perinatal  Medicine,  Wesley 
Medical  Center/UKSM- Wichita,  550  N. 
Hillside,  Wichita  67214  — 316/688-2360 


Kansas  AIDS  Information  Hot  Line 

1-800-232-0040 

A recorded  message  updated  continually  by 
the  Kansas  Department  of  Health  and  Environment. 
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Medical  School  Codes 


UNITED  STATES 

0102  University  of  Alabama  School  of  Medicine,  Birmingham 

0301  University  of  Arizona  College  of  Medicine,  Tucson 

0401  University  of  Arkansas  School  of  Medicine,  Little  Rock 

0502  University  of  California  School  of  Medicine,  San  Francisco 
0506  University  of  Southern  California  School  of  Medicine,  Los  Angeles 

0511  Stanford  University  School  of  Medicine,  Palo  Alto 

0512  Loma  Linda  University  School  of  Medicine,  Loma  Linda  — Los  Angeles 

0514  University  of  California  School  of  Medicine,  Los  Angeles 

0515  University  of  California  College  of  Medicine,  Irvine 

0702  University  of  Colorado  School  of  Medicine,  Denver 

0801  Yale  University  School  of  Medicine,  New  Haven 

0802  University  of  Connecticut,  Farmington 

1001  George  Washington  University  School  of  Medicine,  Washington,  D.C. 

1002  Georgetown  University  School  of  Medicine,  Washington,  D.C. 

1003  Howard  University  College  of  Medicine,  Washington,  D.C. 

1102  University  of  Miami  School  of  Medicine,  Miami 

1103  University  of  Florida  College  of  Medicine,  Gainesville 

1201  Medical  College  of  Georgia,  Augusta 

1205  Emory  University  School  of  Medicine,  Atlanta 

1601  Rush  Medical  College,  Chicago 

1602  University  of  Chicago  Pritzker  School  of  Medicine,  Chicago 
1604  The  Hahnemann  Medical  College  and  Hospital,  Chicago 
1606  Northwestern  University  Medical  School,  Chicago 

1611  University  of  Illinois  College  of  Medicine,  Chicago 

1642  Chicago  Medical  School  University  of  Health  Sciences,  Chicago 

1643  Loyola  University  Stritch  School  of  Medicine,  Maywood 
1645  Southern  Illinois  School  of  Medicine,  Springfield 

1676  Chicago  College  of  Osteopathic  Medicine,  Chicago 

1720  Indiana  University  School  of  Medicine,  Indianapolis 

1803  University  of  Iowa  College  of  Medicine,  Iowa  City 
1875  College  of  Osteopathic  Medicine  and  Surgery,  Des  Moines 

1902  University  of  Kansas  School  of  Medicine,  Kansas  City 

2002  University  of  Louisville  School  of  Medicine,  Louisville 
2012  University  of  Kentucky  College  of  Medicine,  Lexington 

2101  Tulane  University  School  of  Medicine,  New  Orleans 

2105  Louisiana  State  University  School  of  Medicine,  New  Orleans 

2106  Louisiana  State  University  Medical  Center,  Shreveport  School  of  Medicine,  Shreveport 

2201  Bowdoin  Medical  School,  Brunswick-Portland 

2301  University  of  Maryland  School  of  Medicine,  Baltimore 
2307  Johns  Hopkins  University  School  of  Medicine,  Baltimore 

2401  Harvard  Medical  School,  Boston 

2405  Boston  University  School  of  Medicine,  Boston 

2407  Tufts  University  School  of  Medicine,  Boston 

2416  University  of  Massachusetts  School  of  Medicine,  Worcester 

2501  University  of  Michigan  Medical  School,  Ann  Arbor 
2507  Wayne  State  University  School  of  Medicine,  Detroit 
2512  Michigan  State  University  College  of  Human  Medicine,  East  Lansing 

2604  University  of  Minnesota  Medical  School,  Minneapolis 

2701  University  of  Mississippi  School  of  Medicine,  Jackson 
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2802  Washington  University  School  of  Medicine,  St.  Louis 

2803  University  of  Missouri  School  of  Medicine,  Columbia 
2820  University  Medical  College  of  Kansas  City 

2822  Ensworth  Medical  College,  St.  Joseph 

2834  St.  Louis  University  School  of  Medicine,  St.  Louis 

2843  Kansas  City  College  of  Medicine  and  Surgery 

2846  University  of  Missouri  School  of  Medicine,  Kansas  City 

2878  Kansas  City  College  of  Osteopathy  & Surgery 

2879  Kirksville  College  of  Osteopathic  Medicine,  Kirksville 

3005  University  of  Nebraska  College  of  Medicine,  Omaha 

3006  Creighton  University  School  of  Medicine,  Omaha 

3007  Nebraska  College  of  Medicine,  Lincoln 

3305  College  of  Medicine  & Dentistry  of  New  Jersey  — New  Jersey  Medical  School,  Newark 

3401  University  of  New  Mexieo  School  of  Medicine,  Albuquerque 

3501  Columbia  University  College  of  Physicians  and  Surgeons,  New  York 

3503  Albany  Medical  College  of  Union  University,  Albany 

3506  State  University  of  New  York  at  Buffalo,  School  of  Medicine,  Buffalo 

3508  State  University  of  New  York  College  of  Medicine,  Brooklyn 

3509  New  York  Medical  College,  New  York 

3510  Bellevue  Hospital  Medical  College,  New  York 

3515  State  University  of  New  York  College  of  Medicine,  Syracuse 

3519  New  York  University  School  of  Medicine,  New  York 

3520  Cornell  University  Medical  College,  New  York 

3545  University  of  Rochester  School  of  Medicine  and  Dentistry,  Rochester 

3546  Albert  Einstein  College  of  Medicine  of  Yeshiva  University,  New  York 

3547  Mount  Sinai  School  of  Medicine  of  City  University  of  New  York,  New  York 

3601  University  of  North  Carolina  School  of  Medicine,  Chapel  Hill 
3605  Bowman  Gray  School  of  Medicine,  Winston-Salem 
3607  Duke  University  School  of  Medicine,  Durham 

3737  University  of  North  Dakota,  Grand  Forks 

3802  Eclectic  Medical  College,  Cineinnati 

3806  Case  Western  Reserve  University  Sehool  of  Medicine,  Cleveland 
3819  Toledo  Medical  College,  Toledo 

3840  Ohio  State  University  College  of  Medicine,  Columbus 

3841  University  of  Cincinnati  College  of  Medicine,  Cincinnati 
3843  Medical  College  of  Ohio  at  Toledo,  Toledo 

3901  University  of  Oklahoma  School  of  Medicine,  Oklahoma  City 
3979  Oklahoma  College  of  Osteopathic  Medicine  and  Surgery,  Tulsa 

4002  University  of  Oregon  Medical  School,  Portland 

4101  University  of  Pennsylvania  Sehool  of  Medieine,  Philadelphia 

4102  Jefferson  Medical  College  of  Thomas  Jefferson  University,  Philadelphia 
4107  Medical  College  of  Pennsylvania,  Philadelphia 

4109  Hahnemann  Medical  College  and  Hospital,  Philadelphia 

4112  University  of  Pittsburgh  School  of  Medicine,  Pittsburgh 

4113  Temple  University  School  of  Medicine,  Philadelphia 

4114  Pennsylvania  State  University,  Milton  S.  Hershey  Medical  Center,  Hershey 
4177  Philadelphia  College  of  Osteopathic  Medicine,  Philadelphia 

4201  University  of  Puerto  Rico  School  of  Medicine,  San  Juan 

4301  Brown  University  Division  of  Biologieal  and  Medical  Sciences,  Providence 

4501  Medical  University  of  South  Carolina  College  of  Medicine,  Charleston 

4705  Vanderbilt  University  Sehool  of  Medicine,  Nashville 

4706  University  of  Tennessee  College  of  Medicine,  Memphis 

4707  Meharry  Medical  College  School  of  Medicine,  Nashville 

4720  East  Tennessee  State  University  School  of  Medicine,  Johnson  City 

4802  University  of  Texas  Medical  Branch,  Galveston 
4804  Baylor  College  of  Medicine,  Houston 

4812  University  of  Texas  Southwestern  Medical  School,  Dallas 

4813  University  of  Texas  Medical  School,  San  Antonio 
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4814  University  of  Texas  Medical  School,  Houston 

4815  Texas  Tech  University  School  of  Medicine,  Lubbock 

4816  Texas  A&M  University  College  of  Medicine,  College  Station 
4878  Texas  College  of  Osteopathic  Medicine,  Ft.  Worth 

4901  University  of  Utah  College  of  Medicine,  Salt  Lake  City 
5002  University  of  Vermont  College  of  Medicine,  Burlington 
5101  University  of  Virginia  School  of  Medicine,  Charlottesville 

5104  Medical  College  of  Virginia  Health  Sciences  Division  of  Virginia  Commonwealth  University,  Richmond 
5107  Eastern  Virginia  Medical  School,  Norfolk 

5404  University  of  Washington  School  of  Medicine,  Seattle 

5501  West  Virginia  University  School  of  Medicine,  Morgantown 

5605  University  of  Wisconsin  Medical  School,  Madison 

5606  Medical  College  of  Wisconsin,  Milwaukee 

FOREIGN  MEDICAL  SCHOOL  CODES 

CANADA 


060  Alberta 

06001  University  of  Alberta  Faculty  of  Medicine,  Edmonton 

06002  University  of  Calgary  Faculty  of  Medicine,  Calgary 

061  British  Columbia 

06101  University  of  British  Columbia  Faculty  of  Medicine,  Vancouver 

062  Manitoba 

06201  University  of  Manitoba  Faculty  of  Medicine,  Winnipeg 

065  Ontario 

06501  University  of  Toronto  Faculty  of  Medicine,  Toronto 

06505  Queen’s  University  Faculty  of  Medicine,  Kingston 

06506  University  of  Western  Ontario  Faculty  of  Medicine,  London 

067  Quebec 

06701  McGill  University  Faculty  of  Medicine,  Montreal 

OTHER  FOREIGN 

118  Afghanistan 

11801  Faculty  of  Medicine,  Kabul  University,  Kabul 

132  Argentina 

13201  Facultad  de  Ciencias  Medicas  de  la  Universidad  de  Buenos  Aires, 

Buenos  Aires 

13202  Facultad  de  Ciencias  Medicas  de  la  Universidad  Nacional  de  Cordoba, 

Cordoba 

13204  Facultad  de  Ciencias  Medicas,  Farmacia  y Ramos  Menores  de  la  Uni- 
versidad Nacional  del  Litoral,  Rosario,  Santa  Fe 
13206  Facultad  de  Ciencias  Medicas  de  la  Universidad  Nacional  de  Cuyo, 
Mendoza,  Mendoza 

143  Australia 

14303  Faculty  of  Medicine  University  of  Sydney,  Sydney,  New  South  Wales 

154  Austria 

15407  Medizinische  Fakultat  der  Universitat  Wien,  Wien  (407-26  from  March 
13,  1938  to  June,  1945) 

160  Bangladesh 

16002  Dacca  Medical  College,  Ramna  Dhaka,  Bangladesh 

165  Belgium 

16501  Faculte  de  Medecine  et  de  Pharmacie  Universite  libre  de  Bruxelles, 
Bruxelles 

16504  Universitaire  Katholique  de  Louvain,  Faculte  de  Medecine,  Louvain 
176  Bolivia 

17602  Facultad  de  Ciencias  Medicas  de  la  Universidad  Mayor  Real  y Pontificia 

de  San  Francisco  Xavier  de  Chuquisaca,  Sucre 

17603  Facultad  de  Medicina  de  la  Universidad  Mayor  de  San  Simon,  Cocha- 

bamba 

187  Brazil 

18708  Universidade  Federal  de  Parana,  Faculdade  de  Medicina,  Curitiba, 
Parana 

209  Burma 

20901  Institute  of  Medicine  I,  Rangoon 
215  Cambodia 

21501  Ecole  Royal  de  Medicine  du  Cambode,  Phnompenh 


231  Chile 

23101  Facultad  de  Medicina  de  la  Universidad  de  Chile,  Santiago 

242  China 

242  China  (also  see  243  Effective  January  1,  1977) 

24209  St.  John’s  University  (Pennsylvania  Medical  School,  Shanghai,  Kiangsu) 
(Extinct) 

24216  National  Shanghai  Medical  College,  Shanghai,  Kiangsu 

24217  West  China  Union  University  College  of  Medicine  and  Dentistry, 

Chengtu,  Szechuan 

24222  Aurora  University  Faculty  of  Medicine,  Shanghai,  Kiangsu  (Extinct) 
24239  Shansi  University  Medici  College,  Taiyuan,  Shansi 

243  China 

24338  National  Honan  University  Medical  College,  Kaifeng,  Honan  (24238 
Prior  to  1-17-1) 

2435 1 National  Defense  Medical  Center,  School  of  Medicine,  Shanghai,  Kiangsu 
(24251  Prior  to  1-17-1) 

244  Taiwan 

244  Taiwan  (Formosa)  effective  1-17-1 

24402  College  of  Medicine  National  Taiwan  University,  Taipei  (38502  Prior 
to  1-17-1) 

24404  Taipei  Medical  College,  Taipei  (38504  Prior  to  11-71) 

24405  China  Medical  College,  Taichung  (38505  before  1971) 

264  Colombia 

26401  Facultad  de  Medicina  de  la  Universidad  Nacional  de  Colombia  Cuidad 

Universitaria,  Bogota,  Cundinamarca 

26402  Facultad  de  Medicina  de  la  Universidad  de  Cartagena,  Cartagena,  Bolivar 
26404  Facultad  de  Medicina  de  la  Pontificia  Universidad  Javeriana,  Bogota, 

Cundinamarca 

26406  Facultad  de  Medicina  de  la  Universidad  de  Caldas,  Manizales,  Caldas 

26407  Facultad  de  Medicina  de  la  Universidad  del  Cauca,  Popayan,  Cauca 

275  Cuba 

27501  Facultad  de  Medicina  de  la  Universidad  de  la  Habana,  La  Habana 

27502  Escuela  de  Medicina,  Universidad  de  Oriente,  Santiago 

286  Czechoslovakia 

28601  Deutsche  Univerzita  Medizinische  Fakulta,  F*raha  (15405  before  1919) 

28602  Charles  Univerzita  Fakulta  of  PedGen  Medicine,  Praha 

308  Dominican  Repubiic 

30801  Facultad  de  Medicina  de  la  Universidad  de  Santo  Domingo,  Ciudad, 
Trujillo 

30803  Universidad  Central  Del  Este 

30805  Instituto  Technologico  de  Santo  Domingo,  Santo  Domingo 
30807  Universidad  Cetec,  Escuela  De  Medicina,  Santo  Domingo 

319  Ecuador 

31901  Facultad  de  Ciencias  Medicas  de  la  Universidad  Central,  Quito 

330  Egypt  (United  Arab  Repubiic) 

33002  Kasr-el-Aini  Faculty  of  Medicine,  Cairo  University,  Cairo  (Formerly 

Fouad  First  University  Faculty  of  Medicine) 

33003  Faculty  of  Medicine  Alexandria  University,  Alexandria 

33004  Abbasis  Faculty  of  Medicine,  University  of  Ein  Shams,  Cairo 

341  El  Salvador 

34104  Facultad  de  Medicina  Universidad  Nacional  del  Salvador,  San  Salvador 
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352  England 

35204  University  of  Newcastle-Upon-Tyne  Medical  School  (Before  August 

1963  Kings  College  University  in  Durham) 

35205  School  of  Medicine  University  of  Leeds,  Leeds 
35207  University  of  London  Faculty  of  Medicine,  London 

35211  Registrable  Qualifications  granted  by  English  Conjoint  Board  (Royal 
College  of  Surgeons  of  England/Royal  College  of  Physicians  of 
London) 

385  Formosa  (Taiwan) 

385  (Also  see  244  Taiwan  [Effective  1-17-1]) 

38501  Kaohsiung  (takau)  Medical  College,  Kaohsiung 

38502  College  of  Medicine  National  Taiwan  University,  Taipei 

38503  National  Defense  Medical  Center,  Taipei 
38505  China  Medical  College,  Taichung 

396  France 

39606  Faculte  de  Medecine  de  I’Universite  de  Paris,  Paris,  Seine 

39607  Faculte  mixte  de  Medecine  et  de  Pharmacie  de  I’Universite  de  Tou- 

louse, Toulouse,  Haute-Garonne 

407  Germany 

407  Also  see  408409 — East  and  West  Germany  (Effective  1-1-71) 

40707  Medizinische  Fakultat  der  Georg-August-Universitat,  Gottingen,  Nie- 
dersachsen 

40710  Medizinische  Fakultat  der  Universitat  Heidelberg,  Heidelberg,  Baden- 
Wurttemberg 

40715  Medizinische  Fakultat  der  Phillipps-Universitat,  Marburg/Lahn,  Hes- 

sen 

40716  Medizinische  Fakultat  der  Ludwig  Maximiliams-Universitat,  Munchen, 

Bayern 

40721  Medizinische  Fakultat  der  Universitat  Hamburg,  Hamburg 
40723  Medizinische  Fakultat  der  Johann-Wolfgang-Goethe-Universitat, 
Frankfurt- Am-Main,  Hessen 

40733  Medizinische  Fakultat  der  Freien  Universitat  Berlin,  Berlin 

409  Germany  West 

40902  Medizinische  Fakultaet  Rheinischen  Friedrich  Wilhelms  Universitaet, 
Bonn  (40702  before  1971) 

40905  Medizinische  Fakultat  Albert-Ludwigs-Universitat  Freiberg  IM  Breis- 
gau 

40921  Medizinische  Fakultat  Universitaet  Hamburg,  Hamburg  (40721  before 
1971) 

40933  Medizinische  Fakultat  Freien  Universitat,  Berlin,  Berlin  (40733  Prior 
to  1-1-71) 

418  Greece 

41801  Faculty  of  Medicine  National  University  of  Athens,  Athens 

41802  Faculty  of  Medicine  University  of  Thessaloniki,  Thessaloniki 

429  Guatemala 

42901  Facultad  de  Ciencias  Medicas,  Universidad  de  San  Carlos,  Guatemala 

451  Honduras 

45101  Facultad  de  Medicine  y Cirugia  de  la  Universidad  Nacional  Autonoma 
de  Honduras,  Tegucigalpa 

473  Hungary 

47301  Orvosi  Fakultas  Tudomanyegyetem,  Budapest 

495  India  (Goa) 

49501  University  of  Bombay,  Affiliated  Medical  Colleges  are: 

a.  Grant  Medical  College  Bombay  University,  Bombay,  Maharashtra 

b.  Seth  Gorhandas  Sunderdas  Medical  College  Bombay  University, 
Bombay,  Maharashtra 

49503  Guru  Nanak  Medical  College,  Guru  Nanak  University,  Amritsar,  Pun- 
jab 

49504  Madras  Medical  College  Madras  University,  Madras,  Madras 

49508  Christian  Medical  College  Punjab  University,  Ludhiana,  Punjab 

49509  St.  John’s  Medical  College,  Bangalore,  Mysore  (before  June  1966: 
Government  Medical  College,  Mysore  University,  Mysore) 

49511  Andhra  Medical  College  Andhra  University,  Visakhapatnam,  Andhra 

49515  Prince  of  Wales  Medical  College,  Patiala  University,  Bankipore  Pa- 
tiala, Bihar 

49516  Stanley  Medical  College  Madras  University,  Madras,  Madras 

49517  Topiwala  National  Medical  College,  Bombay  University,  Bombay, 
M^arashtra 

49518  Assam  Medical  College  Gauhati  University,  Dibrugarh,  Assam 

49520  M.G.M.  Medical  College,  Indore  Madhya  Pradesh 

49521  Osmania  Medical  College  Osmania  University,  Hyderabad,  Andhra 
49523  Medical  College  Baroda  University,  Baroda,  Gujarat 

49527  Christian  Medical  College,  Vellore,  Madras 

49528  Byramjee  Jeejeebhoy  Medical  College,  Poona,  Maharashtra 

49529  Government  Medical  College  Punjab  University,  Patiala,  Punjab 

49530  Sawai  Man  Singh  Medical  College  Rajasthan  University,  Jaipur,  Ra- 
jasthan 

49531  Medical  College  Kerala  University,  Trivandrum,  Kerala 

49533  Medical  College,  Bangalore  University,  Mysore 

49534  Gajra  Rajo  Medical  College  Vikram  University,  Gwalior,  Madhya  Pra- 
desh 


49535  Kamatak  Medical  College  Kamatak  University,  Hubli,  Mysore 

49536  All-India  Institute  of  Medical  Sciences,  New  Delhi,  Delhi 

49537  Kasturba  Medical  College  Kamatak  University,  Manipal,  Mysore 
49541  G.S.V.  Memorial  Medical  College  Lucknow  University,  Kampur,  Ut- 
tar Pradesh 

49547  Medical  College  Jabalpur  University,  Jabalpur,  Madhya  Pradesh 

49548  M.P.  Shah  Medical  College  Gujarat  University,  Jamnagar,  Gujarat 

49549  Ghandhi  Medical  College  Vikram  University,  Bhopai,  Madhya  Pradesh 

49550  Guntur  Medical  College  Andhra  University,  Guntur,  Andhra 
49552  St.  John’s  Medical  College,  Bangalore  University,  Bangalore,  Mysore 

49554  Rajendra  Medical  College,  Ranchi,  Bihar 

49555  Sardar  Patel  Medical  College,  Bikaner 

49557  Kakatiya  Medical  College,  Warangal,  Andhra  Pradesh 
49568  College  Medicine  Sciences  Banaras  Hindu  University,  Varanasi,  Uttar 
Pradesh 

49573  Armed  Forces  Medical  College,  Poona 

49574  Ravindra  Nath  Tagore  Medical  College,  Udaipur 

49576  Municipal  Medical  College,  Gujarat  University,  Ahmedabad,  Gujarat 

49596  Lokmanya  Tilak  Mun  Medical  College,  Bombay  University,  Bombay, 
Maharashtra 

49597  Dr.  Vaishampayan  Memorial  Medical  College,  Shivaji  University, 
Shalopur,  Maharashitra 

49610  M.L.B.  Medical  College,  Juansi 

496  India 

49611  Sri  Krishna  Medical  College,  Muzaffarpur,  Bihar 

506  Indonesia 

50602  Faculty  of  Medicine  Airlangga  Airlangga  University,  Surabaya 

517  Iran 

51701  Faculty  of  Medicine  University  of  Teheran,  Teheran 
51703  Faculty  of  Medicine,  Tabriz 

528  Iraq 

52801  Faculty  of  Medicine  Baghdad  University,  Baghdad 

539  Ireland 

53901  Faculty  of  Medicine  Queen’s  University  of  Belfast,  Belfast 

53902  National  University  of  Ireland,  Constituent  Colleges  are: 

a.  Faculty  of  Medicine  University  College,  Dublin 

b.  Faculty  of  Medicine  University  College,  Cork 

c.  Faculty  of  Medicine,  Galway 

53903  School  of  Physic  Trinity  College  University  of  Dublin,  Dublin 

550  Israel 

55001  The  Hebrew  University-Hadassah  Medical  School,  Jerusalem 

561  Italy 

56101  Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Bologna,  Bologna 
56115  Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Perugia,  Perugia 
56119  Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Siena,  Siena 

572  Japan 

57211  Tokyo  Medical  College  (Nippon  Ikadaigaku)  Hongo,  Tokyo  (Extinct) 
57241  Faculty  of  Medicine  Shinshu  University,  Matsumoto,  Nagano 
57249  Tokyo  Medical  College,  Tokyo 

583  Korea  (South) 

58301  Severence  Medical  College  Yonsei  University,  Seoul 

58302  College  of  Medicine  Seoul  National  University,  Seoul 

58303  Korea  University  Medical  College,  Seoul 

58304  College  of  Medicine  Kyong-Puk  National  University,  Taegu 
58306  College  of  Medicine  Chun  Nam  National  University,  Kwangiu 

58309  College  of  Medicine  Pusan  National  University,  Pusan 

58310  College  of  Medicine  Catholic  University,  Seoul 

605  Lebanon 

60501  Medical  School  American  University  of  Beirut,  Beirut 

627  Malta 

62701  Faculty  of  Medicine  and  Surgery  Royal  University  of  Malta,  Valetta 

649  Mexico 

64901  Facultad  de  Medicina  de  la  Universidad  Nacional  Autonoma  de  Mexico, 
Mexico 

64902  Facultad  de  Medicina  de  la  Universidad  de  Nuevo  Leon,  Monteirey, 
Nuevo  Leon 

64906  Facultad  de  Medicina  de  ia  Universidad  Nacional  del  Sureste,  Merida, 
Yucatan 

64914  Facultad  de  Medicina  de  la  Universidad  Autonoma  de  Guadalajara, 
Guadalajara,  Jalisco 

64933  Universidad  Autonoma  de  Cuidad  Juarez,  Ciudad  Juarez,  Chihuahua 
64936  Centro  de  Estudios  Universidad  Xochicalo  A.C.,  Cuernavaca,  Morelos 

660  Netherlands 

66061  Faculteit  der  Geneeskunde  Universiteit  Van  Amsterdam.  Amsterdam  . 

671  New  Zealand 

67101  Medical  School  University  of  Otago.  Dunedin 
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704  Pakistan 

70401  King  Edward  Medical  College,  Lahore,  West  Pakistan 

70402  Dow  Medical  College,  Karachi,  Federal  Capital  Area 

70403  Dacca  Medical  College,  Dacca,  East  Pakistan 

70404  Nishtar  Medical  College,  Multan,  West  Pakistan 

70409  Khyber  Medical  College,  Peshawar,  North-West  Frontier  Province 

70410  Chittagong  Medical  College,  Chittagong,  East  Pakistan  (16001  after 
7-1-72) 

726  Paraguay 

72601  Facultad  de  Medicina  de  la  Universidad  Nacional  de  Asuncion,  Asun- 
cion 

737  Peru 

73701  Facultad  de  Medicina  de  San  Fernando  de  la  Universidad  Nacional 
Mayor  de  San  Marcos,  Lima 

73705  Facultad  de  Medicina  de  la  Universidad  Nacional  de  San  Agustin, 
Arequipa 

73706  Facultad  de  Medicina  “Cayetano  Heredia”  de  la  Universidad  Peruana 
de  Ciencias  Medicas  y Biologicas,  Lima 

748  Phillipines 

74801  Faculty  of  Medicine  and  Surgery  University  of  Santo  Tomas,  Manila 

74802  College  of  Medicine  University  of  the  Phillipines,  Manila 

74807  College  of  Medicine  Manila  Central  University,  Manila 

74808  Institute  of  Medicine  Far  Eastern  University,  Manila 

74809  College  of  Medicine  Southwestern  University,  Cebu  City 

74810  College  of  Medicine  University  of  the  East,  Quezon  City 

74811  College  of  Medicine  Cebu  Institute  of  Technology,  Cebu  City 

759  Poland 

75903  Warsaw  Medical  Academy 
75911  Akademia  Medyczna,  Bialystock 

803  Scotland 

80301  Faculty  of  Medicine  University  of  Aberdeen,  Aberdeen 

80302  University  of  St.  Andrews  School  of  Medicine,  Dundee 

80303  Faculty  of  Medicine  University  of  Edinburgh,  Edinburgh 
80305  Faculty  of  Medicine  University  of  Glasgow,  Glasgow 


84703  Facultad  de  Medicina  de  la  Universidad  de  Grenada,  Grenada 

84704  Facultad  de  Medicina  de  la  Universidad  de  Madrid,  Madrid 
84706  Faculdad  de  Medicina  de  la  Universidad  de  Zaragoza,  Zaragoza 
84708  Facultad  de  Medicina  de  la  Universidad  de  Valencia,  Valencia 

84710  Facultad  de  Medicina  de  la  Universidad  de  Salamanca,  Salamanca 

84711  Facultad  de  Medicine  de  la  Universidad  Catolica  Navarra,  Pamplona 

869  Switzerland 

86901  Medizinische  Fakultat  der  Universitat  Basel,  Basel 

86902  Medizinische  Fakultat  der  Universitat  Bern,  Bern 

86905  Faculte  de  Medecine  de  I’Universite  de  Lausanne,  Lausanne 

875  Syria 

87501  Faculty  of  Medicine  Damascus  University,  Damascus 
Taiwan  (See  Formosa) 

891  Thailand 

89101  Faculty  of  Medicine  at  Chulalongkom  Hospital  University  of  Medical 
Sciences,  Bangkok 

89102  Faculty  of  Medicine  at  Sariraj  Hospital  University  of  Medical  Sciences, 
Thonburi 

89104  Faculty  of  Medicine  at  Ramathibodi  Hospital,  Mahidol  University, 
Bangkok 

902  Turkey 

90201  Tip  Fakultesi  Istanbul  Universitesi,  Istanbul 
90205  Haceteppe  University  Faculty  of  Medicine,  Ankara 

913  Union  of  Soviet  Socialist  Republics 

91302  Voronez  Medical  Institute,  Voronez 

917  United  Kingdom-England- Wales 

91707  University  of  London  Faculty  of  Medicine,  London  (35207  before 
1971) 

941  Viet-Nam  South 

94101  Faculte  mixte  de  Medicine  et  de  Pharmacie  Universite  de  Saigon,  Sai- 
gon 


836  South  Africa 

83601  Medical  School  University  of  the  Witwatersrand,  Johannesburg 

847  Spain 

84701  Facultad  de  Medicina  de  la  Universidad  de  Barcelona,  Barcelona 


Group  Practice 
Positions 

Minnesota,  Iowa  and  Wisconsin  Group 
Practice  positions  are  available  for  BE/ 
BC  physicians  in  the  following  spe- 
cialties: Family  Practice,  Adult/Child 
Psychiatry,  Internal  Medicine,  Occu- 
pational Medicine,  Pediatrics,  and  Ob- 
stetrics/Gynecology. Competitive  sal- 
ary with  benefits.  Send  letter  of  inquiry 
and  curriculum  vitae  to  Scott  M.  Lind- 
blom,  Fairview  Clinic  Services,  2312 
South  6th  Street,  Minneapolis,  Min- 
nesota 55454,  or  call  612-371-6235 
or  toll-free  1-800-328-4661,  ext. 
6235. 


An  equal  opportunity  employer. 


945  Udaipur 

94574  Ravindra  Nath  Tagore  Medical  College,  Udaipur 

957  Yugoslavia 

95702  Medicinski  Fakultet  Univerziteta  u Beogradu,  Beograd 


THE  NAVAL  RESERVE 
NEEDS  YOU! 

The  Naval  Reserve  is  actively  seeking 
Physicians  due  to  the  expanded  require- 
ments of  the  military  Fleet  Hospital  Pro- 
gram. All  medical  specialties  are  needed, 
particularly  Surgeons  and  Anesthesiolo- 
gists. 

Alter  your  practice  routine  by  serving  your 
country  as  a Naval  Officer. 

We  offer: 

Flexibility  in  drill  schedule 

4 days  pay  for  2 days  work 

Educational  loan  repayment 

program 

Continuing  Medical  Education  I 

(CME) 

The  opportunity  to  travel  and  do 

something  special 

Contact  1 -800-247-7777  ! 
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Alphabetical  Listing 

NOTE:  Out-of-state  members  are  listed  alphabetically  but  not  In  the  city  listings.  For  addresses  of  out-of-state  members,  call  the  KMS  office,  1-800-332-0156. 


A 


ABAY  MDfEUSTAQUIO  0,  WICHITA 

ABBAS  MIi»rHLAWER  H»  WICHITA 

ABBUEHL  MB, DON  R,  CHANUTE 

ACEVEDO  MD, ALFREDO,  WICHITA 

ADAMS  JR  MD, MARCUS  W,  HUTCHINSON 

ADAMS  MD,ALAN  W,  OAKLEY 

ADAMS  MD, DWIGHT,  OSAGE  CITY 

ADAMS  MD, JOYCE  A,  KANSAS  CITY 

ADAMS, MARY  E,  SHAWNEE  MISSION 

AGUIAR, MARY  C,  KANSAS  CITY, MO 

AGUSTIN  MD,C0NRAD0  M,  WICHITA 

AHLSTRAND  MD, RICHARD  A,  WICHITA 

AHMAD  MD,ABDU  Q,  EL  DORADO 

AHMED  MD,IFTEKHAR,  KANSAS  CITY, MO 

AHNEMANN, JANET  L,  KANSAS  CITY 

AILLON  MD, ALEJANDRO  J,  HALSTEAD 

A I STROP,  BRUCE  J,  KANSAS  CITY, MO 

AKERS  MD,GUY  I,  FORT  SCOTT 

ALBERS  MD, ROBERT  C,  HAYS 

ALBRIGHT  MD,wJEROLD  D,  HUTCHINSON 

ALDERMAN, LILLIAN  C,  KANSAS  CITY 

ALDISMD, HENRY,  FORT  SCOTT 

ALDIS  MD, WILLIAM,  FORT  SCOTT 

ALDOROTY  MD,NEIL,  WICHITA 

ALEXANDER  JR  MD,L  GEORGE,  KANSAS  CITY 

ALEXANDER  MD, ELIZABETH,  WICHITA 

ALEXANDER, CHRISTIANE  K,  KANSAS  CITY 

ALFONSO  MD, MANUEL,  WICHITA 

ALGIE  MD, WILLIAM  H,  KANSAS  CITY 

ALLBRITTEN  JR  MD, FRANK  F,  CUNNINGHAM 

ALLEGRE  MD,ANN,  KANSAS  CITY 

ALLEN  EXEC  DIR  , DWIGHT,  WICHITA 

ALLEN  JR  MD, WILLIAM  R,  KANSAS  CITY 

ALLEN  MD,  MONTE  L,  SALINA 

ALLEN  MD, FRANCES  A,  NEWTON 

ALLEN  MD,MARK  L,  SHAWNEE  MISSION 

ALLEN  MD,MAX  S,  SHAWNEE  MISSION 

ALLEN  MD, PHILLIP  M,  WICHITA 

ALLFIN  MD,RAY  E,  LIBERAL 

ALLEN  MD, TIMOTHY  E,  TOPFIKA  CITY 

ALLEN  SR  MD, WILL I AM  R,  KANSAS  CITY 

ALLEY- HAY, ROBYN  R,  WICHITA 

ALL IN  MD, DENNIS  M,  KANSAS  CITY, MO 

ALMONTE  MD, PRISCILLA  C,  WICHITA 

ALMONTE  MD, RODOLFO  0,  WICHITA 

ALQUIST  MD,VERYL  D,  BAXTER  SPRINGS 

ALSOP  MD, WILL I AM  R,  SALINA 

ALTENBERND  MD,ELVIN  CONRAD,  SHAWNEE  MISSION 

AMADO  MD, MERCEDES  C,  SHAWNEE  MISSION 

AMAWI  MD, MOHAMMAD  S,  DODGE  CITY 

AMBLER  MD,CARL  D,  PRATT 

AMEND  MD, DOUGLAS  J,  EMPORIA 

AMMAR  MD,ALEX  D,  WICHITA 

AMSTUTZ  MD, SAMUEL  W,  WICHITA 

ANDERSON  MD,  EUGENE  G,  GREEN  VALLEY, AZ 

ANDERSON  MD,DALE  W,  AUGUSTA 

ANDERSON  MD, DAVID  J,  WICHITA 

ANDERSON  MD, JAMES  D,  WICHITA 

ANDERSON  MD,JODY,  SALINA 

ANDERSON  MD, LARRY  R,  WELLINGTON 

ANDERSON  MD,LYLE  B,  BLOOMINGTON , IN 

ANDERSON  MD,SEVERT  A,  C:L.AY  CENTER 

ANDERSON  MD, WILLIAM  A,  SHAWNEE  MISSION 

ANDERSON  MD,WTNSTAN  L,  SUN  CITY  WEST,AZ 

ANTHONY, THOMAS,  SEATTLE, WA 

ANTRIM  MD, PHIL  IF'  JENIFER,  ANTHONY 

APPENFELLER  MD, WILLIAM  Q,  OSAWATOMIE 

APPLEGATE  JR  MD, FRANCIS  R,  HAYS 

APPLING, J SCOTT,  SHAWNEE  MISSION 

ARAFIL.es  MD, ESTHER  D N,  OSKALOOSA 

ARAKAWA  MD,KASUMI,  KANSAS  CITY 

ARGOSINO  MD, RODOLFO,  WICHITA 

ARJUNAN  MD,  K N,  TOPEKA 

ARMBRUSTER  MD, ALBERT  A,  SlILLWELL 

ARMSTRONG  MD,HAROI  D J,  PIITSBURG 

ARMSTRONG  MD, JEFFREY  A,  KANSAS  C:iTY 

ARONOFF  MD, MICHAEL  E,  OLATHE 

ARPIN  MD, JEFFREY  P,  LEAVENWORTH 

ARROYO  MD,ZEFERINO,  GARDEN  CITY 

ARTZ  MD, TYRONE  D,  WICHITA 

ARUNAKUL  MD,PUNYA,  TOPEKA 

ASH, LISA  M,  BLUE  SPRINGS, MO 

ASHBURN  MD, WILLIAM  T,  WICHITA 

ASHER  MD,MARC  A,  KANSAS  CITY 

ASHKAR  MD,ADNAN,  LEAVENWORTH 

ASHLEY  JR  MD,B  JOHN,  TOPEiiKA 

ASHLEY  MD, BYRON  J,  TOPEKA 

ASHLEY  MD, SAMUEL  G,  CHANUTE 

ATHON  MD, MERRILL  D,  SHAWNEE  MISSION 

ATKIN  MD,J  D,  YATES  CENTER 

ATKISSON-KOWALSKI  MD, DEBRA,  TOPEKA 

ATLURU  MD,NARAYANA  RAO,  TOPEKA 

ATWOOD  D,0.,ERIC  B,  TOPEKA 

ATWOOD  MD, LARRY  C,  INDEPENDENCE 

ATWOOD  MD,M  DALE,  KINSLEY 

ATWOOD  MD, MICHAEL  D,,  TOPEKA 

AUCAR  MD,ALFR‘EDO,  ARKANSAS  CITY 

AUNINS  MD,JOHN,  WICHITA 

AUSTIN  MD,JOHN  O,  GARDEN  CITY 

AVERILL  MD, STUART  C,  TOPEKA 


^Probationary  members. 


AVES  MD, AGNES,  PARSONS 
AVES  MD,  RENA  TO  B,  F'ARSONS 
AVILA  MD, OSCAR  A,  DODGE  CITY 
AYUTHIA  MD,ISSARA  I,  DODGE  CITY 

B 

BABER  MD, JAMES  W,  ST  LOUIS, MO 

BACHMAN  MD,GREG  R,  WICHITA 

BACKES  MD, DAVID  J,  WICHITA 

BACON  MD, ARTHUR  H,  LAKE  WORTH, FL 

BADEEN  II  MD,  LOUIS  JOHN,  SHAWNEE  MISSION 

BAEHR  MD, RALPH  H,  TOPEKA 

BAEKE  MD,JOHN  0,  SHAWNEE  MISSION 

BAILEY  MD, WILLIAM  A,  LAWRENCE 

BAILEY, MICHAEL  J,  HALSTEAD 

BAIR  MD, ALBERT  E,  INDEPENDENCE 

BAIR  MD, GLENN  0,  TOPEKA 

BAKEBERG, KATHY  D,  KANSAS  CITY, MO 

BAKER  MD, HENRY  K,  CHANUTE 

BAKER  MD,  PHIL  LIP  L. , TOPEKA 

BAKER  MD,RAY  D,  TOPEKA 

BAKER  MD, RICHARD  B,  MANHATTAN 

BAKER  MD, WILLIAM  STEVEN,  SHAWNEE  MISSION 

BAKER, JAMES  R,  SHAWNEE  MISSION 

BAKER, MICHAEL.  P,  DANVILLE, PA 

BAL.ANOFF  MD,  ARNOLD  Z,  SHAWNEE  MISSION 

BALDWIN  MD, THOMAS  F,  KANSAS  CITY 

BALL.  MD, RALPH  G,  MANHATTAN 

BAMBARA  MD , JOHN  F,  MANHATTAN 

BAMBINI  , DANIEL  A,  SJHAWNEE  MISSION 

BAMMEL  MD, BRUCE,  WICHITA 

BANKS  MD, ROBERT  E,  PAOLA 

BANKS, DONALD  E,  SHAWNEE  MISSION 

BANSAL.  MD,ROOPA  0,  SHAWNEE  MISSION 

BANSAL.  MD,SATISH  C,  SHAWNEE  MISSION 

BAPTIST  MD,  JEREMY  E,  SJHAWNEE  MISSION 

BARABAN  MD  , MARC:  R , TOPEKA 

BARBA  JR  MD, ANTONIO  P,  WICHITA 

BARBA  MD, ESTRELLA  G,  WICHITA 

BARBER  MD, JAMES  L,  AUGUSTA 

BARBER A MD , PORTER  E , INDEPENDENCE 

BARE  II  MD, CHARLES  E,  SHAWNEE  MISSION 

BARE, JANE  E,  KANSAS  CITY, MO 

BARELLI  MD,F‘AT  A,  KANSAS  CITY, MO 

BARKER  MD,BEN,.JAMIN  W,  WICHITA 

BARKER  MD, ELIZABETH  B,  SHAWNEE  MISSION 

BARKER  MD, JAMES  BERTON,  SHAWNEE  MISSION 

BARKER  MD, MONTY  R,  SHAWNEE  MISSION 

BARKER  MD, PATRICK  N,  PRATT 

BARKER  MD, PATSY,  WICHITA 

BARKER  MD, STANTON  L,  HUTCHINSON 

BARKER  MD, STEVEN  E,  MINNEAPOLIS 

BARLOW  MD,JOHN  M,  MANHATTAN 

BARNES  MD,  MART  AN,  PORT  CHARLOTTE  , EL. 

BARNETT  JR  MD, THOMAS  E,  SHAWNEE  MISSION 

BARNETT  MD, ARNOLD  M,  WICHITA 

BARNETT  MD, JAMES  A,  EMPORIA 

BAFv'NETT  MD, ROBERT  E,  TOPEKA 

BARNHART  MD, RONALD  J,  SHAWNEE  MISSION 

BARNS,  EDWAR.ti  L,  EDMOND,  OK 

BARR  MD, RICHARD  N,  SHAWNEE  MISSION 

BARR  MD, ROBIN  R,  SHAWNEE  MISSION 

BARRETT  MB, BRADLEY  H,  NEODESHA 

BARRICK  MD, BRUCE,  SHAWNEE  MISSION 

BARTAL  MD,ELY,  WICHITA 

BARTLETT  MD, WAYNE  C,  WICHITA 

BASCOM  MD,GFJ:0RGE  S,  MANHATTAN 

BASER  MD,ALI  N,  AP0,NY 

BASHAM  MD, JAMES  J,  FORT  SCOTT 

BASHAM, BRIAN  E,  WICHITA 

BASS  II  MD,ORAL  E,  WICHITA 

BASSELL  MD,G  M,  WICHITA 

BASSETT  MD,PAUL.  M,  TOPEKA 

BASSINGER  MD, BRADLEY  B,  WICHITA 

BATES  MD, MICHAEL.  D,  WICHITA 

BATES  MD, MICHAEL  N,  NEWTON 

£<ATNirZKY  MD, SOLOMON,  KANSAS  CITY 

BATTISTE  MD,r‘YNTHIA,  WICHITA 

BATTY  MD, LARRY  H,  SHAWNEE  MISSION 

BAUER  MD,LAFE  W,  SHAWNEE  MISSION 

BAUER  MD,  MARTIN  L. , HOMEWOOD,  AL 

BAUER  MD, RICHARD  D,  HAYS 

BAl.JER  MD,  THOMAS  A,  HUTCHINSON 

BAUER, JOSEPH  G,  GRAND  RAP IDS, MI 

BAl.lER, LAIRD  A,  KANSAS  CITY 

BAUGHMAN  MD, MICHAEL.  J,  GARDEN  f'llY 

BAUMAN  MD,M  LEON,  WICHITA 

BAUMANN  MD,F’AUL  A,  WICHITA 

BAXTER  MD,W  REESE,  SALINA 

BAYLES  MD,HUGH  G,  FFv'EDONIA 

BEACH  MD, RICHARD  R,  TOPEKA 

BE.AHM  MD,ANOL  W,  GREAT  BEND 

BEAHM  MD, DONALD  E,  GREAT  BEND 

BEAL  MD, RAYMOND  J,  BUFFALO 

BEALE.  MD,  DAVID  A,  TOPEKA 

BEAMER  MD,LAF\‘RY  R,  WICHITA 

E<EARCE, SHARON  K,  WICHITA 

BEBAK  MD, DONALD  M,  WICHIIA 

BEBER  MD,  JORGE  H.,  WICHITA 

BECK  ^JR  MD, CALVIN  E,  KANSAS  CITY, MO 

BE(J\  MD,  CHARLES  W,  WICHITA 

BECK  MD, JOSEPH  D,  TOPEKA 

BECK  MD, WILLIAM  R,  NEWTON 

BECKER  MD,KARL.  E,  WICHITA 

BECKER  MD, LESLIE  E,  KANSAS  CITY 


BECKER  MD, NANCY  J,  KANSAS  CITY 

BECKER, BRYAN  N,  DURHAM, NC 

BECKNELL  MD, CHARLIE  A,  SFIAWNEE  MISSION 

BEDFORD  MD,D  R,  TOPEKA 

BEEBE  MD,EDMER,  OLATHE 

BEECH  MD, RANDALL  R,  ANDOVER 

BEELER  MD, JONATHAN  C,  SALINA 

BEELMAN  MD, FLOYD  C,  TOPEKA 

BEEZLEY  MD, MICHAEL  J,  SHAWNEE  MISSION 

BEGGS  MD*DAVID  F,  GARDEN  CITY 

BEILMAN  MD,GREG,  WICHITA 

BE JAR  MD,JOSE  M,  TOPEKA 

BELL  MD,DELORIS  W,  SHAWNEE  MISSION 

BELL  MD, GREGORY  A,  KANSAS  CITY 

BELL  MD,MALINDA  H,  SHAWNEE  MISSION 

BELL  MD,MARK  G,  SALINA 

PELL  MD,Mir:HAEL  F,  WICHITA 

BELLER  MD, WILLIS  L,  TOPEKA 

BELLOWS- BLAKELY  MD, DAVID  S,  TOPEKA 

BELOOF, GRANT  L,  WICHITA 

BELOT  JR  MD, MONTI  L,  LAURENCE 

BELT  MD, ROBERT  J,  SHAWNEE  MISSION 

BELZ, MICHAEL  K,  SHAWNEE  MISSION 

BELZER  MD, EDWARD  G,  SHAWNEE  MISSION 

BENA  MD, JAMES,  PITTSBURG 

BFNAGE  MD,JOHN  F,  FORT  SCOTT 

BENNETT  EXEC  SE  ,ALLIENE,  SHAWNEE  MISSION 

DENNING  MD, TIMOTHY  C,  WICHITA 

BENSON  MD,KIRK  T,  KANSAS  CITY 

BERGH  MD, JAMES  R,  WICHITA 

BERGIN  MD, JAMES  ..J,  KANSAS  CITY 

BERKEY  MD, VERNON  A,  PITTSBURG 

BERKLEY  MD,DON  N,  ABILENE 

BERKLEY  MD, NORMAN  W,  SENECA 

BEFs'KSON  MD, BURTON  M,  WICHIIA 

BERNHARDT  MD,MARK,  WICHITA 

BERNTSEN,BERNI TA  M,  KANSAS  CITY 

BERRIDGE, DEBRA  L,  MILWAl.JKEE , WI 

bethe:l.  md^chandler  s,  wichita 

BETTIN, BRYCE  D,  KANSAS  CITY 

BETTY-NEARY, JANE  M,  SHAWNEE  MISSION 

BEUGELSDIJK  MD, HENRY  PETER,  HALSTEAD 

BHARATI  MD, RALPH,  WICHITA 

BHARGAVA  MD,ASH0K  KUMAR,  LA  CROSSE 

BHARGAVA  MD,SHOBHANA,  LA  CF^'OSSE 

BIBERSTEIN,GREG  A,  MANHATTAN 

BICHLMEIER  MD, FRANKLIN  G,  KANSAS  CITY 

BTEGERT  MD, DOUGLAS,  WICHITA 

BIERLEIN  MD, KENNETH  J,  PITTSBLIRG 

BIERMANN  MD, HENRY  J,  WICHITA 

BIGLER  MD,F  CALVIN,  GARDEN  CITY 

BIGONGIARI  MD, LAWRENCE  R,  WICHITA 

BIKALES  MD, VICTOR  WILLIAM,  SHAWNEE  MISSION 

BILLINGS  MD, THOMAS,  MCPHERSON 

BILLINGSLEY  JR  MD,JOHN  A,  OSAWATOMIE 

BILLINGSLEY  MD,THAD  H,  SHAWNEE  MISSION 

BINGAMAN  MD, ROBERT  W,  WICHITA 

BINYON  MD,KERNIE  W,  WICHITA 

BISHOP  MD,FF<ANCIB  E,  SHAWNEE  MISSION 

BISHOP  MD, HENRY  R,  SHAWNEE  MISSION 

BISHOP  MD, RODNEY  LEE,  LAWRENCE 

BLACK  MD, BRADFORD  T,  KANSAS  CITY 

BLACK  MD, CYRIL  V,  PRATT 

BLACK, DAVID  L,  KANSAS  CITY 

BLACKBURN  MD, ROBERT  W,  COUNCIL  GROVE 

BLACKBURN, TIMOTHY  L,  TOPEKA 

BLACKMAN  MD, JACQUES  D,  WICHITA 

BLAKE  MD, HENRY  S,  TOPEKA 

BLAKELEY, SHARON  L,  OTTAWA 

BLAKELY, KENT  W,  WICHITA 

BLANK  MD,JOHN  N,  HUTCHINSON 

BLETZ  MD, DONALD  B,  SHAWNEE  MISSION 

BLIM  MD,R  DON,  KANSAS  CITY, MO 

BLOCH  MD, RALPH  N,  LIBERAL 

BLOCK  MD,JEFv'OME  E,  COFFEYVIL.LE 

BLOMQUIST  MD, GLENDA  L H,  KANSAS  CITY 

BLOOM  MD, BARRY  THEIL,  WICHITA 

BLOOM  MD,L  THEIL,  PRATT 

BLOOM  MD, RODNEY  LAMONT,  WICHITA 

BLOXHAM  MD, THOMAS  J,  WICHITA 

BL.UME,  GREGORY  M,  WICHITA 

BOCK  MD, PETER  A,  EUDORA 

BOEHM  MD,DOLiGLAS  K,  WICHITA 

BOEHM  MD, MINDY  M,  WICHITA 

BOESE  MD, KENNETH  M,  MANHATTAN 

BOGNER  MD,PAUL  F,  NEWTON 

E<OGNER,KENI  A,  KANSAS  CITY 

BOLAND, KAREN  L,  KANSAS  CITY 

BOLES  MD,J  MICHAEL,  SHAWNEE  MISSION 

BOLES  MD,R  DALE,  COMANCHE, OK 

BOLING, JAMES  M,  SHAWNEE  MISSION 

BOLINGER  MD, ROBERT  E,  KANSAS  CITY 

BOLL.IER  MD,RENE  P,  SHAWNEE  MISSION 

BOLI...MAN  MD, CHARLES  S,  JUNCTION  CITY 

BOLT  MD, MICHAEL,  TOPEKA 

BOLT  MD, MICHAEL  S,  WICHITA 

BOL.TON,MARK  E,  WICHITA 

BOND  MD, ROGER  C,  WICHITA 

BONEBRAKE  MD,C  RICHARD,  TOPEKA 

BOOTON  MD, DEBBIE  S,  WICHITA 

BOREL  MD, DAVID,  TOPEKA 

BORGENDALE  MD, LLEWELLYN  V,  WAMEGO 

BORRA  MD, MARIO  J,  HUTCHINSON 

BORRA, HENRY  M,  SHAWNEE  MISSION 

BOS  MD, NORMAN  C,  HUTCHINSON 

BOSILEVAC  MD,FRED  N,  KANSAS  CITY 
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E<DS)ILJEVAC:  JR  MD , JOSEF’H  EMPORIA 

bosse:  md» frank  k,  atchison 

BOSSEMEYER  II  MD, CHARLES  H,  SALINA 

B0TTER0N,GRE(30RY  U,  KANSAS  CITY, MO 

BOTTERON, KELLY  N,  KANSAS  CITY, MO 

BOTTS  MD,  LARRY  D,  SHAUNEE  MISSION 

BOLiBA  MB, HAMID  U,  HUTCHINSON 

BOUDREAUX  MD,MELriN  J,  HALSTEAD 

BOUE  MD, RICHARD  L,  WICHITA 

BOWEN  JR  MD, HARRY  J,  TOPEKA 

BOWEN  MD,CLOMIS  W,  TOPEKA 

BOWEN  MD, JUDITH  M,  TOPEKA 

BOWERMAN  MD, ROBERT  F,  HAYS 

BOWLES  MD,MARK  H,  WICHITA 

BDXBERGER  MD,OREOORY  R,  WICHITA 

BOYCE, MARY  C,  KANSAS  CITY 

BOYD  MD,SF-'ENCER  H,  TOPEKA 

BOYD  MD,Z  REX,  WICHITA 

BOYD, HAROLD  D,  KANSAS  CITY 

BOYDEN  MD,MARY  S,  LAURENCE 

BOYER  MD, ROBERT  E,  KINGMAN 

BRACKETT  JR  MD, CHARLES  E,  KANSAS  CITY 

BRADA  MD, DONALD  ROBERT,  WICHITA 

BRADEN  MD,BILL  L,  WAMEGO 

BRADLEY  MD, FENWICK  P,  LIBERAL 

BRADLEY  MD,H  RUSSELL,  EMPORIA 

BRADLEY  MD , J RODERICK,  GREENSBURG 

BRADLEY  MD , JOHN  G,  WICHITA 

BRAHMAN  MD, HERBERT  D,  TOPEKA 

BRAKE  MD,DAMID,  WICHITA 

BRANDSTED  MD, ERNEST  C,  MCPHERSON 

BRANDT, MERRILEE  R,  WICHITA 

BRANIECKI  MD,MARYLEE  A,  KANSAS  CITY 

BRANSON  MD,MERNON  L,  LAURENCE 

BRAUN  III  MD, WILLIAM  T,  WICHITA 

BRAUN  MD, EDWARD  U,  FORT  SCOTT 

BRAUN  MD, KENNETH,  WICHITA 

BRAUN  MD, ROBERT  W,  TOPEKA 

BRAUN  MD, THOMAS  G,  WICHITA 

BRAUN  MD, WILLI AM  T,  PORT  ORANGE, FL 

BRAUN, STEUEN  D,  KANSAS  CITY 

BRAUERMAN  MD,DAUID  ELLIOTT,  SHAUNEE  MISSION 

BRAY  MD,AUIS  PAGE,  CONCORDIA 

BRECKBILL  MD, DAVID  L,  WICHITA 

BRENNER, CYNTHIA  L,  KANSAS  CITY 

BRENT, CHRISTOPHER  R,  KANSAS  CITY 

BRETHOUR  MD, LESLIE  J,  JUNCTION  CITY 

BREWER  MD, MARSHALL  A,  ULYSSES 

BRIAN  MD, ROBERT  M,  EL  DORADO 

BRIDGE  MD, ROBERT  S,  KANSAS  CITY 

BRIDGENS  MD, JAMES  G,  KANSAS  CITY, MO 

BR I DWELL  MD, RUSSELL  E,  TOPEKA 

BRILLHART  MD, MAXINE  T,  KANSAS  CITY 

BRINKMAN,  MARK  F,  KANSAS  CITY 

BRINTON  MD,E  HOLMES,  WICHITA 

BRINTON  MD, EDUARD  S,  WICHITA 

BROCKHOUSE  MD,JOHN  P,  EMPORIA 

BROOKER  MD, ROBERT  M,  LA  MESA,CA 

BROOKS  MD, CHARLES  L,  KANSAS  CITY 

BROOKS  MD, WILLIAM  HENRY,  KANSAS  CITY 

BROSIUS  MD, FRANK  C,  WICHITA 

BROUN  MD, BRADLEY  J,  WICHITA 

BROWN  MD,C  EVERETT,  STAFFORD 

BROUN  MD,C  REIF'F,  GREAT  BEND 

BROUN  MD, DAVID  J,  WICHITA 

BROUN  MD,FRED  E,  ST  MARYS 

BROUN  MD, MICHAEL  P,  WICHITA 

BROUN  MD, ROBERT  L,  WICHITA 

BROUN  MD, ROBERT  0,  AUBURN , AL 

BROUN  MD, ROBERT  WAYNE,  SALINA 

BROUN  MD, RONALD  C,  WICHITA 

BROUN  MD, RONALD  L,  WICHITA 

BROUN  MD,VAL  J,  WICHITA 

BROWN  MD,VAL  J JR.,  WICHITA 

BROUN  MD, WILLIAM  R,  SHAUNEE  MISSION 

BROWN-SANDERS  MD, CAROLINE,  LEES  SUMMIT, MO 

BROUN, JEFFERY  C,  WICHITA 

BROUN, MICHELLE  R,  WICHITA 

BROUN, SPENCER  A,  KANSAS  CITY 

BROUN, TODD  A,  KANSAS  CITY 

BROWNING  MD, JIMMIE  L,  CLAY  CENTER 

BROWNING  MD, WILLIAM  H,  WICHITA 

BROXTERMAN  MD, STEVEN  JOSEPH,  SHAUNEE  MISSION 

BROZEK  MD, JEFFREY  E,  GREAT  BEND 

BRUEGGER, DANIEL.  E,  SHAUNEE  MISSION 

BRUMMETT  MD, RICHARD  R,  SHAUNEE  MISSION 

BRLIN  MD, MICHAEL  E,  SHAUNEE  MISSION 

BRUNER  JR  MD, KENNETH  W,  TOPEKA 

BRUNFELDT  MD , JOAN  KRAUS,  LAWRENCE' 

BRUNGARDT  MD, BERNARD  A,  SALINA 

BRUNGARDT  MD, GERARD  S,  WICHITA 

BRUNING  MD, DANIEL  LEE,  SHAUNEE  MISSION 

PRUNING  MD, ROGER  MARION,  SHAWNEE  MISSION 

BRUNNER, CHRIS  N,  SHAUNEE  MISSION 

BRUNO  MB, JAMES  U,  GARDEN  CITY 

BRYAN  MD, EMERY  C,  ERIE 

BRYANT  MD,R  KEVIN,  WICHITA 

BUBB  MD, STEPHEN  K,  SHAUNEE  MISSION 

BUBECK  MD, RALPH  U,  WICHITA 

BUCK  JR  MD,BEN  H,  WICHITA 

BUCK  JR  MD, HENRY  U,  LAURENCE 

BUCKINGHAM, ULISA  D,  KANSAS  CITY 

BUCKMAN  MD, MARTIN  SPALDING,  SHAUNEE  MISSION 

BUDETTI  MD, JOSEPH  A,  N MIAMI  BEACH, FL 

BULA  MD, RALPH  E,  HAYS 

DULLER  MB, DAVID  L,  MCPHERSON 


*Probationary  members. 


BUNKER  JR  Mil, HERBERT  L. , JUNCTION  CITY 
BURGER  MD,PAUL  B,  SHAUNEE  MISSION 
BURGER  MD, WILLIAM  E,  BASEHOR 
BURGESON  MD, FRANK  G,  EMPORIA 
BURGESS  MD, ARTHUR  P,  OSWEGO 
BURKE  MD, JAMES  J,  FORT  SCOTT 
BURKE  MD, JOSEPH  V,  ATCHISON 
BURKE  MD, MICHAEL  A,  KANSAS  CITY 
BURKE, MICHAEL  J,  WICHITA 
BURKET  JR  MD, GEORGE  E,  KINGMAN 
BURKMAN  MD, REUBEN  J,  CHANUTE 
BURNETT  DO, LARRY  E,  SALINA 

BURNETT  MD,A  DEAN,  HALSTEAD 
BURNEY  II  MD, WILLIAM  W,  WICHI TA 
BURNEY  MD, WILLIAM  U,  WICHITA 
BLiRNS,Ll5A  A,  KANSAS  CITY 
BUFCF'EE  MD, JAMES  F,  WICHITA 
BUSCHMAN,CARL.r£NE  D,  KANSAS  CITY 
BUSER  MD, WILLIAM  D,  SHAWNEE  MISSION 
BUSH  MD, RUSSELL  L,  WICHITA 
BLISTOS  MD, JONAS  G,  HERINGTON 
BUTCHER  MD, THOMAS  P,  EMPORIA 
BUTH  MD, DENNIS  K,  WICHITA 
BUTIN  MD,J  UAI.KER,  WICHITA 
BUTLER  MD, DORIS  C,  WICHITA 
BUTT  MD, MOHAMMED,  CLAY  CENTER 
BYERS  MD,JONELL,  SALINA 
BYERS  MD, MARTHA  S,  HUTCHINSON 
BYRNE  MD, JAMES  PERRY,  WICHITA 
BYRNES  MD,JOHN  J,  OLATHE 

c 

CABALLERO  MD,RENATD  M,  WICHITA 
CABRERA  MD, ALBERTO,  MCPHERSON 
CABF-:ERA,ART  R,  KANSAS  CITY 
CACHIA  MB, RICHARD  M,  TOPEKA 
CAEDO  MD,CARMELITA  D,  LIBERAL. 

CALBECK  MB, JOHN,  GARDEN  CITY 

CALDERON  MD, JAIME,  KANSAS  CITY 

CALIENDO  JR  MD, DANIEL.  J,  WICHITA 

CALKINS  MD,JOHN  U,  KANSAS  CITY 

CALKINS  MD,LAr^■RY  L,  SHAUNEE  MISSION 

CAMERON  MD,W1L.I  TAM  J,  KANSAS  CITY 

CAMERON, JEFF  W,  KANSAS  CITY 

CAMERON, JULIE  F,  KANSAS  CITY 

CAMPBELL  JR  MD, WILLIAM  R,  FORT  SCOTT 

CAMPBELL  MD, EDUARD  G,  EMPORIA 

CAMPBELL  MB, GARLAND  L,  ARKANSAS  CITY 

CAMPBELL  MD, LINDA  HINSCH,  SHAWNEE  MISSION 

CAMPBELL  MD,  WILLIAM  H,  COFFEYVIl  ,LE 

CAMPBELL, ELIZABETH  A,  SHAUNEE  MISSION 

CAMPION  MD,MARY  K,  WICHITA 

CANDELA  MD, ANDRES,  WICHITA 

CANNADAY  MD , JOHN  J,  WICHITA 

CANNATA  MD,GENE,  GREENSBURG 

CANNON  MD, MICHAEL  U,  UICHI TA 

CANTWELL  MD, MICHAEL  L,  COFFEYVIL.L.E 

CAPPER  MD, STANLEY  L,  WICHITA 

CAREY  MD, LARRY  J,  PARSONS 

CARLSON  MD,EARL  V,  HAYS 

CARLSON  MD, TERRY  S,  WICHITA 

CARNEY, JENNIFER  R,  KANSAS  CITY 

CARNEY, LISA  ANN,  SHAWNEE  MISSION 

CARPENTER  MD,PAUL  R,  KANSAS  CITY 

CARPER  MD,IVAN  H,  NEWTON 

CARPER  MD,OWEN  E,  NEWTON 

CARR  MD, SUSAN  L,  WICHITA 

CARREAU  MD, ERNEST  P , CEDAREDGE,CO 

CARRIAGA,MARISiA  T,  KANSAS  CITY, MO 

CARRO  MD,F  AURELTO,  WINFIELD 

CARRO,TONY  L. , UINEIELD 

CARTER  MD,MACK  A,  FALL  RIVER 

CARTY, RUSSEL  U,  KANSAS  CITY, MO 

CASEY  MD, JAMES,  HUTCHINSON 

CASHMAN  JR  MD, MAURICE!  R,  TOPEKA 

CASIDY, SHANNON  L,  KANSAS  CITY 

CASTEEL  MD, CHARLES  K,  SHAUNET  MISSION 

CAS  TEEN, JOHN  A,  KANSAS  CITY 

CASTELLANI  MD,S'>AM,  WICHITA 

CASTERLINE, JOHN  B,  WICHITA 

CATHCART-RAKE  MD, WILLIAM  F,  SALINA 

CATO-LOUFR  MD,TERI  A,  WICHITA 

CATTANEO  MD, ERNEST  A,  SHAUNEE  MISSION 

CATTANEO, JOHN  E,  WESTWOOD 

CAUBLE  MD, WILBUR  G,  UICHIIA 

CAUGHLIN  MD, GERALD  MICHAEL,  WICHITA 

CAVANAUGH  MD,C:LA1R  J,  GREAT  BEND 

CAVANAUGH  MD, TIMOTHY  B,  KANSAS  CITY 

CAWLEY  MD,LEO  P,  SCOT  TSDAL.E  , AZ 

CECIL  III  MD,JOHN,  HAYS 

CEDERLIND  MD, CRANSTON  ..JAY,  SHAWNEE  MISSION 

CERVENY  MD, CARLA  J,  KANSAS  CITY 

CHAFFEE  MD,DE;AN  C,  ABILENE 

CHAFFEE  MD, TERRY  L,  KANSAS  CITY 

CHALABI , PHILLIP  M,  SHAWNEE  MISSION 

CHALIAN  MD, ALEXANDER  R,  KANSAS  Cl TY 

CHAMBERLIN  JR  MD, CECIL  R,  TOPEKA 

CHANEY  MD, ERNIE  J,  WICHITA 

C;HANG  MD,C  H JOSEPH,  KANSAS  CITY 

CHANG  MD, FREDERIC  C,  WICHITA 

CHANG, PETER  S,  KANSAS  CITY 

CHARD  MD, FREDERICK  H,  WICHITA 

CHAVEZ  MD, STEVE,  WICHITA 

CHEDIAK  MD, ELIAS,  LAWRENCE 

CHEN  MD,CHU-CHI,  TOPEKA 

CHEN  MD,TAK-MTNG,  TOPEKA 

CHENG  MD,MEI  Y,  WICHITA 

CHERAY, JAMES  A,  SHAUNEE  MISSION 


CHERNOFF  MD,MARY  A,  KANSAS  CITY 

CHERRY  JR  MD, ARTHUR  C,  TOPEKA 

CHFRVEN  MD, PHILIP  L. , HUT  CHINSON 

CHI  MD, IL-SUNG,  WICHITA 

CHIN  MD,CRAIGHTON,  BIL.C.»ZI,MS 

CHIN  MD,HONG  U,  SHAWNEE  ME SSI ON 

CHIN  MD,TOM  D,  KANSAS  CITY 

CHO  MD, CHENG  T,  KANSAS  CITY 

CHO  MD, SECHIN,  WICHITA 

CHO, STEVE  Y,  KANSAS  CITY 

CHONKO  MD, ARNOLD  M,  KANSAS  CITY 

CHOPFv'A  MD,  RAMAN,  WICHITA 

CHOT  IMONGKOt,.  MD,ANUPONG,  DODGE  CITY 

CHOW  MD, STANLEY  Y,  FORT  SCOTT 

CHOW, SHIOU  LING,  KANSAS  CITY 

CHOY  MD, JAMES  K L,  SUN  CITY,AZ 

CHRISTENSEN  MD, MARION  D,  KIOWA 

CHRISTENSEN  MD , SHANE  R,  KANSAS  CITY, MO 

CHRISTENSEN, ERIC  C,  KANSAS  CITY 

CHRISTMAN  JR  MD,CARL,  WICHITA 

CHRONISTER  MD,BERT,  NEO.DESHA 

CHUBB  MD, RICHARD  M,  BAXTER  SPRINGS 

CHUNG  MD,JOHN  J,  SHARON  SPRINGS 

CHUNG, CLARA  K,  KANSAS  CITY 

CIROTSKI  MD, GREGORY  A,  SHAUNEE  MISSION 

CISKEY  MD, WILLIAM  J,  EUREKA 

CLAASSEN  MD, MILTON  A,  NEWTON 

CLAASSEN  MD, SAMUEL  D,  MCPHERSON 

CLAIBORNE  MD, RICHARD  A,  UTCHITA 

CLARK  MD, COURTNEY,  WICHITA 

CLARK  MD, CRAIG  N,  TOPEKA 

CLARK  MD, DAVID  H,  SALINA 

CLARK  MD, LAURENCE  A,  WAMEGO 

CLAFv'K  MD,RAY  A,  LAKE  CHAS,LA 

CLARK, GORDON  B,  KANSAS  CITY 

CLARK, M KATHI...EEN,  KANSAS  CITY 

CLARK, PERRY  L,  SAN  DIEGO, CA 

CLAWSON  MD,D  KAY,  KANSAS  CITY 

CLAY, MICHAEL  J,  WICHITA 

CLENDENIN  MD, ROBERT  KEELE,  SHAWNEE  MISSION 

CLIFION  MD,H  DAVID,  WICHITA 

CLINE  MD, BYRON  U,  WICHITA 

COADY,MARY  ANN,  KANSAS  CITY, MO 

COALE  MD, LLOYD  H,  KANSAS  CITY 

COATS  MD,DARBARA  S,  WICHITA 

COBB  MD, LESLIE  H,  MULVANE 

COBB, JEANNINE  M,  WICHITA 

COCHRAN  III  DO, CASEY  G,  UICHI TA 

COCHRAN  MD, KEVIN  S,  SHAWNEE  MISSION 

COCHRAN  Mi:i,PAUL  W,  TOPEKA 

COE  MD, RICHARD  0,  OLATHE 

COFFEY  MD, CHARLES  R,  WICHITA 

COFFEY  MD,RGY  B,  FTIRT  CHARLOTTE, FL. 

COFFMAN, JENNIF"ER  A,  KANSAS  CITY 
COHEN  MD, JUST  IN  THOMAS,  WICHITA 
COHEN  MD, LOUIS,  TOPEKA 
COHEN  MD, ROBERT  A,  SHAWNEE  MISSION 
COHLMIA  MD, JERRY  B,  WICHITA 
COHN  MD, ELLIOT  J,  KANSAS  CITY, MO 
COHN  MD, STEVEN  G,  KANSAS  CITY 
COHN,L.  ELIZABETH,  SHAUNEE  MISSION 
COKELEY  MD,JOHN  M,  TOPEKA 
COKER  JR  MD,GFv'ADY  N,  HUTCHINSON 
COKER  MD,U  LAURENCE,  TOPEKA 
COLE  MD, RICHARD  F,  CANEY 
COLE  MD,UARD  M,  WELLINGTON 
COLEMAN  MD,GARY,  ABILENE 
COLEMAN  MD, ROBERT  L,  SHAUNEE  MISSION 
COLEMAN  MD, THOMAS  J,  WICHITA 
COLIP  MD,F  MERLYNN,  NORTON 
COLLIER  MD,HAFs‘OLD  U,  WICHITA 
COLLIER  MD, WILLI AM  J,  MCPHERSON 
COLLINS  MD,DEAN  T,  lOPEKA 
COLLINS  MD, EDUARD  JOSEPH,  TOPEKA 
COLLINS  MD, SHARON  A,  GAFs'DEN  CITY 
COLLINS, DAVID  E,  GREAT  BEND 
COLLINS, JEFFREY  S,  KANSAS  CITY,MD 
COLYER  MD, JEFFREY  W,  WASHINGTON , DC 
COMBS  MD,F'ETER  S,  LEAVENWORTH 
CONANF  MD,F"ERRILI...  R,  WICHITA 
CONARD  MD, CLAIR  C,  DODGE  CITY 

conc:annon  md,craig  a,  beloit 

CONCEPCION  JR  MD, EUGENIO  S,  WICHITA 

CONGFv'ESS  MD, HOWARD  J,  KANSAS  CITY, MO 

CONNELL, CHRISTINA  Y,  KANSAS  CITY 

CONNEI..I..Y  MD, MAURICE  R,  SALINA 

CONNER  MD, BRIAN,  SAL.TNA 

CONRARDY  MD, PETER  A,  WICHITA 

CONROY  MD, ROBERT  W,  10F-*EKA 

COOK  D O,  RANDY  A,  HAYS 

COOK  EXEC  DIR  ,BYFi:ON,  lOF'EKA 

COOK  MD, ANDREW  S,  WICHITA 

COOK  MD, DONALD  Fv'AY , WICHITA 

COOK  MD,G  EDUARD,  WICHITA 

COOK, THEODORE  R,  BEAVER, PA 

COOLEY  MD, DAVID  A,  SHAUNEE  MISSION 

COOLEY  MD, DENNIS  M,  TOPEKA 

COOMER  MD, TYLER  E,  PITTSBURG 

COON  MD,STEF-*HEN  D,  lOPEKA 

caoNRor:i,scon  a,  creve  cgeur,mo 

COOPER  MD, ARTHUR  E,  NORTON 
COOF'ER  MD, CATHY  N,  KANSAS  CITY, MO 
COOPEiR  MD,JACK  R,  SHAWNEE  MISSION 
COGF'ER  MD, JAMES  L,  SALINA 
COOPER  MD,L.EO  F,  DFi:EXEL.,MO 
COOPER  MD,M  KENT,  WICHITA 
COOE’ER  MD,MIKE  A,  WICHITA 
COPEN I NO  MD,TELL  B,  I OLA 
COPPL.E  JR  MD,HAL  E,  TOPEKA 
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CORBIN  MD, MURRAY  D,  KANSAS  CITY 

CORDER  MIU  ROBERT  L,  ST  JOSEPhUMO 

CORNELL  MD,EARL  G,  CONCORDIA 

CORNELL, KELLEY  M,  KANSAS  CITY 

CORY  MD, DONALD  U,  WICHITA 

COSSETTE  MD,JERROLD  E,  SAL IN A 

COSSMAN  MD,F  PRICE,  WICHITA 

COTTON  MD, ROBERT  T,  lOPEKA 

COUGHENOUR  MD,MARK  E,  SHAWNEE  MISSION 

COULTER  D.O*  MD,THAYNE  A,  CLYDE 

COULTER  MD, HENRY  F,  SHAWNEE  MISSION 

COULTER  MD, THOMAS  B,  SHAWNEE  MISSION 

COWLES  MD, GORDON  T,  SHAWNEE  MISSION 

COWLES  MD, TRACY  A,  KANSAS  CITY 

COX  III  MD,IRA  L,  KANSAS  CITY 

COX  JR  MD,IRA,  SHAWNEE  MISSION 

COX  MD,GLENDON  G,  KANSAS  CITY 

COX, MARCIA  M,  WICHITA 

COX, MICHAEL  R,  KANSAS  CITY 

COX, REAGAN  M,  KANSAS  CITY 

COZAD, SCOTT  C,  KANSAS  CITY, MO 

CRAIG  MD, CHARLES  C,  NEW! ON 

CRAIG  MD, THOM AS  A,  JUNCTION  CITY 

CRAM  JR  MD,OLE  R,  EARNED 

CRAM  MD, ERNEST  R,  ST  FRANCIS 

CRAMP! ON, KARMEL  L,  KANSAS  CITY 

CRANE  MD,DAUID  D,  WICHITA 

CRARY  MICJOHN  E,  TOPEKA 

CRIE  MD,JOHN  S,  SHAWNEE  MISSION 

t:ROCKETT  MD, CHARLES  A,  KANSAS  CITY 

CRONIN  MD, DONALD  J,  WICHITA 

CROSKELL, SARAH  E,  KANSAS  CITY 

CROUCH  MD, STEVEN  W,  TOPEKA 

CROUCH  MD, WILLIAM  H,  TOPEKA 

CROW  MD, ERNEST  W,  WICHITA 

CROWLEY  MD, EDWARD  X,  WICHITA 

CULP  MD, LOUIS  M,  KANSAS  CITY 

CULTRON  MD, FRANK  T,  SALINA 

CULVER  MD, WARREN  T,  LAWRENCE 

CUMMINGS  MD,RI(::HARD  J,  WICHITA 

CURTIS  MD, JEFFERY  L,  TOPEKA 

CUTLER  MD,PALH.  R,  KANSAS  CITY, MO 

CZAPANSKY-BEILMAN  MD, DESIREE,  WICHITA 

D 

D'AGOSTINO  MD,MARK  L,  KANSAS  CITY 

D'SOUZA  MD, BISMARCK  C,  SALINA 

DADKH AH, NADER,  SHAWNEE  MISSION 

DAIZ  MD, ANTON 10  S,  PARSONS 

DAKHIL  MD, SHAKER  R,  WICHITA 

DALUM  MD, PETER  JOSEPH,  CLAY  CENTER 

DANDY  MD,JOHN  H,  WICHITA 

DANIELS  MD, HERBERT  A,  KANSAS  CITY 

DANIELS  MD,Fv’OBERT  M,  VALLEY  CENTER 

DANIELS, PATRICIA  W,  SHAWNEE  MISSION 

DANSDILL  MD, DAVID  J,  WICHITA 

DARR  MD, RICHARD  B,  KANINAS  Cl  TV 

DARFs'AH  MD,JOY  N,  WICHITA 

DAU(!HETY  MD.TED  W,  TOPEKA 

DAVIA  MD, JAMES  E,  SHAWNEE  MFCS! ON 

DAVIES, KIMBERLY  M,  KANSAS  CI!Y 

DAVIS  MD, CHESTER  R,  ! OPEKA 

DAVIS  MD, CHRISTOPHER  G,  KANSAS  CITY 

DAVIS  MD, DAVID  H,  EARNED 

DAVIS  MD, DAVID  R,  EMPORIA 

DAVIS  MD,PAUL  H,  WICHITA 

DAVIS  MD, RICHARD  E,  KANSAS  CITY, MO 

DAVIS  MD, RONALD  B,  WICHITA 

DAVIS, BRADLEY  E,  SHAWNEE  MISSION 

DAVIS, MAY!. I L,  KANSAS  CITY 

DAVISON  MD,JOE  D,  WICHITA 

DAY  MD, HOWARD,  WICHITA 

DAY  MD,I-IUGHES  W,  SHAWNEE  MISSION 

DE  DARKER  MD , JAN  D,  WICHH  A 

DE  HART  MD, ARTHUR  DONIVA,  WICHITA 

DE  SOUZA  MD,DEf<RICK  J,  LEAVEMWT  iR  T H 

DE  WITT, BARBARA  L,  KANSAS  CITY 

DECKER  MD, DONALD  D,  HALSTEAD 

DEDGN  MD,JON  F,  SHAWNEE  MISSION 

DEES  MD, DANIEL  J,  SALINA 

DEGNER  MD, JAMES  C,  WICHITA 

DEITZ  MD, MICHAEL  R,  SHAWNEE  MISSION 

DEJGNG  MD, DAVID  C,  WICHITA 

DELGADO  MD, SERGIO,  TOPEKA 

DELGADO  MD, SERGIO  VICTOR,  TOPEKA 

DEl.LETT  MD, KENNETH  .B,  EL  DORAlJ.i 

DEL.MORE  MB, JAMES  E,  WICHHA 

DEl.P  MD,MAH!.,ON  H,  SHAWNEE  MISSION 

DELPHIA  MD,  ROBERT  E,  OLArilE 

DLI  WORIU , MAFs-K  G , LI- X I NO  I ON  , K Y 

DEMOSS  MB, ELEANOR  P,  WFCMITA 

DEMOTT  MD, WAYNE  R,  KANSAS  CITY 

DENISON  MD, TERRY  R,  SIIAWN|;:E  MISSION 

DENNING  MD,DALE  P,  WICHITA 

DENNIS  MD, DAVID  T,  SALINA 

DEPENDLISCH  MD,FRANC:IS  L, , MUICHINSON 

DEPEW, CLIEEORD  S,  WICIIITA 

DEF^RINGION  MD,KENNE!H  I , SHAWNEE  hISSICiN 

DETAR  NEWBER!,LE  ANNE,  DONNER  SPRTNGi; 

DE^UF^'K  MD, DWAYNE  I..,  SAL.TNA 

DEVINS  MD, GEORGE  S,  KANSAS  CITY, MO 

DEYOl.JNG  DO,  DOUGLAS  B.,  WICIIITA 

BIAL.L.O  MD, GASTON  I,  LEAVINWORIH 

DIAZ, MARIA  I.  , KANSAS  CITY 

DICK  JR  MD, HENRY  J,  EMPORIA 


'Probationary  members. 


DICK  MD,WIL.t  IS  G,  lOLA 
DICK, CAMERON  R,  WICHITA 
DICKINSON  hD,CHART..ES  R,  (Jin  EYVIl.  LL 
DIEHI  MD, ANTONI  M,  KANSAS  CITY,M(.) 

D :i.  ENER  MI  I , CL  AY  T ON  H , Hli- SS  f ON 
DII...L  MD,  RODNEY,  ATWOOD 
DIL.i.ON  MD, STEVEN  C,  PRATT 
DILLON  MD,  WILLI  AM  L, , PARSONS 
HINGES,  DAVID  I..,  AUGUSTA  , OA 
DIRKSEN  MD,HANS  C , WICHH  A 
DIXON  MD, RAYMOND  W,  C(,H- T EYVU  I.  i: : 

DO,  SON  T,  SHAWNEE  MISSION 
DOAN  MD,!RINAH,  WK.IUTA 
DOANE,  JOHN  l ‘ RODERICK  , W I, Cl  II  T A 
.DODRATZ  MDfRODER!  A,  DEI  .01! 

DOBRA  r Z , DAVID  E , KANSAS  C \.  ) V 
D(.)CKHC»RN  MD,RODER!  J,  SHAWNEE  MISSION 
DCIEBL.IN  MD,P  LAURENCE,  WICHITA 
D(IERRY,KAREN  E,  LOS  ANGELES,  CA 
DOHERTY  MD,  WILLIAM  R,  PALM  DESER!',CA 
DOLAN  ..IR  MD,PHILIR  JARVIS,  WICIIITA 
DONATELLE  MD,  EDWARD  P,  WICHHA 
DONLEY  MD,  JAMES  ).  , WICHITA 
DONNELL.  MD, JAMES  M,  WICHHA 
DOOL  ITIL.E  MD,GARY  C,  1,E:;AVENWCTR!  H 
DORNI  iOFFER,,.J()l  IN  L. , L,I  1 TH:  RnCK,AR 
DORSni  MIGJOHN  N,  WICILHA 
DOl.JBEK  MD,  DEBBIE  1.  , SHAWNEE  MISSION 
DOUBFI  K MD,HER.1CRT  D,  DELL.EV  I.I..LI•: 
DOI.IGHLRT'Y  MD,  THOMAS  M,  OARNI  I ! 
DOUGHERTY, WILL  I AM  S,  KANSAS  GIH 
DOCmiH  MD, DOUGLAS  DAVID,  W I.CI  IHA 
DOWNAFvTi , ..lAML.S  M,  COL  l.lMITi:  A , MG 
DOZIER  MD,FRED  S,  HER  INI.)  TON 
DRAEMEL.  MD , H RICHARD,  SALINA 
DRAKE  MD, CYNTHIA  K,  SI  lAWNEE  MISSION 
DF^-AKE  MT  ( , DOl.JOL, AS  ,..i , BEL.  0 \. ! 

DRAKE  MD,  RALPH  L.,  WICHITA 

DRASIN  MD,DENA  K,  SHAWNEE  MISSION 

DRAZEK  MD  , OEOFv’GE  , W;i:CI  I \.  T A 

DRAZE-K  MD,JANE  K,  WrULHA 

DREES  MD,DL:T'TY  M,  SHAWNEE  MISSION 

DREHER  MD, HENRY  S,  SALINA 

DRI  II.  ING  MD, ROGER  , SHAWNEL  MISSION 

DFCE  VETS  MD,  CURT  IS  C,  WI  C'I  II  I A 

DOCKET!  II  MD,n}()MAS  0,  SITAWNI::i.  hl.SSIlIN 

DUCKE!  T MD,  THOMAS  G,  HIAWAIITA 

DUDGEON  MD,MAI.IREEN,  SHAWNEL:  MISSION 

DUGAN  MD,  DAVID  I , WiaiT  I A 

DUICK  MD  , GREGORY  , WIC!  Il  l A 

DUJDVNE  MD,GARLOS  A,  KANSAS  CITV 

DUI..IN  MD,.IOSE  I,  KANSAS  CHY 

dhnag:in  md,jack  a,  igreka 

DUNCAN  MD,KI:RK  A,  NORTH  KANSAS  CHY, MO 

i:fONI-'  I El  -D,.)AY  A,  Will  It  I A 

DUNIVEN  MD,  PH  CLIP  L,  lOPEt'.A 

DUNLAP  MD, PATRICK  S,  I (IR  T ;i((i!'f 

DUNI  AP  MD,  RICHARD  I..,  I AWRENCL 

DUNN  MD,DANIf::i„.  R,  SCOTT  CITY 

Dt.INN  MD,  MARVIN  I,  KANSAS  CHY 

.MUNSHEE  MD,I.'ARI  Yl.E  M,  HIRI  SCOTT 

DUNSHEE  MD, CHERYL  A,  FOR!  SCO T 1 

DURAND  MD,  ANTONIO  C,  WICIIITA 

DURKEE  MD, BRUCE  W,  SHAWNEE  MISSION 

T:iURKEE  MD.-WILLIAM  R,  MANHAHAN 

DURS!'  JR  MD  , ROBERT  D , TOPEKA 

DC.HTA  MD,BAKC.INTALA  S,  WICHITA 

DWYER,. .JOHN  E,  KANSAS  CITY 

DYCK  MD,ERIC  l.„EL  , HAYS 

DYCK  MD, GEORGE,  NEW  TON 

DYER  M(i,VERNCJN  E,  WICILHA 

DYILR, DAVID  S,  SHAWNEE  MISSION 

DYSART  MD,JACK  C , STERLINI' 

E 

EARL,  DO,.IEFFREY  ..J , KANSAS  CHY 
EASTLS  MD,GARY  DEAN,  HALSTEAD 
EATON  MD, EDWARD  L,  TOPEKA 
EAOIN  MD,GL.EN  L:  , SAI...INA 
EATON  MD, LESLIE  F,  SALINA 
EDRAHIMI  ,KAMILL.E  G,  KANSAS  CIT  Y 
ECK  MD,MARi:;i  .J , WICHHA 
EC:K, BRYAN  D,  KANSAS  CITY 
ECKART  MD,DE  MERLE  E,  HCnCOIMSON 
ECI\ER!  MD,  WILLIAM  G,  WICHITA 

l;ddy  MD,  VIC  tor  m,  hays 

EDMONDS, MAR  I A J,  SHAWNCr  MISSION 
EDRO/.C)  MD,M  I I.JZ  L.UNA , TOPEKA 
EDWARDS  MD, DAVID  .1,  EMPORIA 
EDWARDS  MD,MANIS  C,  WICHIIA 
EDWARDS  MT.i,SHEnJ:::Y  .1,  SHAWNEE  MTSCLION 

|;::dwai<.'DS  , k;i;mdei-:ii.,.y  k , docju.js 

EGBERT  M(i,ANNE  MARSH,  UUCIIITA 

EGE,  DAVID  L,  WICI  LHA 

Fi.GEA  MD, FERNANDO  M,  KANSAS  CITY 

EC)EI..,HOL'  MD, RICHARD  H,  WICHHA 

EHl  . Y , CI'IRIST  I.IPHER  ...I , KANSAS  CI  TY  , MC.i 

EICHHORN  MD,  FRANK  D,  GARDEN  CHY 

L,  I NCil  'AHR  MTi,DAV:i.D  E,  WICIIITA 

El SEMANN  MD,ALLAN  D,  KANSAS  CITY, MO 

L TSENHOT  , RANDY  L. , RI;::YN0I  D‘>BORG,OH 

i:;:kc:Nori  N,MUGM  i,  shawnee  m css  ion 

EI,ANGOVAN,SllDHA,  WICHT  I A 

l:i.c:c)(::k, DAVID  g,  shawni  e mcssion 

EC.DER  MD,D  MIKEC,  O.iPL.KA 
EI...L.  IS  HD,  DODD Y J,  EMPORIA 
EI..I...IS  MD,l„AVEn.„E  A,  WIC.IHT'A 
EC.T.IS  MD,S  CHRISTOPHER,  OL.ATHl;:. 


EH..IS, STEVEN  E,  SMAWNEi::  MISSION 

i:::i..i.  cson  md,pa(il  d,  sac.  cna 

EMAhl  MD, abbas,  KANSAS  CITY 

EM I G, MARK  D,  PHOENIX, AZ 

EMMOT'T  MD, DAVID  F,  SHAWNEE  MISSION 

i:::mc'Son  md  , c:hai-^i...l:s  i„.  , ;i:NDL:i--’i:::NDii:'NCi::' 

ENDERS  MD,WRAY,  SHAWNEE  MISSION 
EN6ELKEN  MD,  SUSAN  F,  ONAGA 
ENGEN,RH  CL.  1..,  KANSAS  CI  T Y 

i::nns  migc  cigi  ni:::  k,  newton 

ENN;;-  md, JAMES  ll,  LAKL  HAVASH  CI'HAC 

I.NNS,  Ctrl:  LOIN  J,  KANSAS  CHY 

LNOIH  III,1.iOARD  W,  KANSAS  CJT  V 

L NOl  ll  MD,R(ll.|  AND,  WICHHA 

ENS  MlOl  .EIJ  lARD  GECiRGE,  1 III ..LSHI.H  J.i 

I,.:NS  hDJ-ETER  n,  ll  [LC.SBORO 

EPC..EE  MD,JCI|IN  R,  ATCOISDN 

i;;:i- j:iw  ,i:  iln  , bac jiac^ a a , Kansas  c :i:  i y 

ERICKSON  M:(,i,C!.„ARENCE  W,  PITTSBURG 
ERKEN  MD,  RONALD  V,  WICHHA 
ERNST  MDCTARI  MAE,  COLUMBUS, NE 
ESCH  MD,.J0HN  0,  PITTSBURG 

tiSRIG  DJI,  , HAROLD  I.,  SI  lAWNEE  MISSION 

ESTEP  MD,  THOMAS  1 1,  WCCHH  A 
LSTES  MCI, NORMAN  G , KANSAS  CITY 
ElilTRADA  MD,EDMUNDO  C,  LIBERAL 
ESTRADA  MD,I..INA,  C.IDEIYAI. 

etzenhousc:r  c c c md,russell.  d,  shawnee  mission 

EVANS  ..IR  MD,WIL.I..IAM  E,  SI  lAWNEI.:  MISSION 

l;van'-T  md  , CACJic  ann  , shawnl:l:  m i ss  c on 

L.VANCi  Hi:i, FARRIS  D,  WICHHA 
EVANS  Mi:i,.IOHN  I , WICHHA 
EVANS  MD, RICHARD  G,  KANSAS  CITY 
EVANS  MD, ROGER  WILLIAMS,  WICHHA 
EVANS  MD,  WILL.  I AM  R,  GREAT  BEND 
EWING  MD, DAVID  L,  KANSAS  CITY 

i;:w:iNG  md,llsu:::y  l , Kansas  city 

EWING  hD,lHC)MAS  D,  EARNED 
EYSTER  MD, ROBERT  1.,  WICHITA 

F 

I ACL  CNG  MB,  rRENI  I , OLATITL 
I AIRCIIT1..D  MD,..lOHN  A,  MANHAT  TAN 
["AKIIOURY,hARK,  KANSAS  CHY, MO 

r At.. n::R  md , ri chard  t , hh t i:.ii insun 

FANNING  MD,  JANET  I... , El.  DORADO 

FANNING  MD,KYLE  W,  EL  DORADG 

LANSIIIERJSHAWNETTE  L,  KANSAS  CITY 

l••ARHA  MD,  GEORGE  J,  WICHITA 

FARHA  MD,S  ..JIM,  WICHITA 

FARLEY  MD,..IAMES  A,  WICIIITA 

LARMER  III  DJI,  ,F  .1,  STAFFORD 

r'AC.J  MCCROBEIYT  E,  ATCHISON 

LASr  MD,W  SPENCER,  ATCOCSON 

FAST, GARY  A,  WICIIITA 

1 ASI  ,PA(.)t..  D,  KANSAS  CHY, MO 

H AGAN  Mil , Ji;;:i  ■.■1<  Y , l OPEKA 

I- EAGINS  AI..EXANDER  , SHIRLEY  . J , WICI II  T A 

I C.AREY  MD,A1.AN  „.l , WICHITA 

I t;;:arocj,bruc;i:.:  e,  shawnee  mission 

LEEHAN  MD,JCillN  M,  OI...ATHE 
FEIGHNY  MD, ROBERT  E,  SALINA 

cH;;;i....(.iMi::;ri;::cs'  mii,<;.i;'.ei...ey  r,  m!;:;adi;:: 
r:;:lts,aritiur  d,  shawnee  mission 

RENT  M.CCLEE  S,  NEWTON 
CENT  ON  MD,  ROBERT  M,  GARDEN  CHY 
FERGUSON  D0,ELA:I  NE  L. , SALINA 
FERNANDi;:Z  MD,1,..UCS  A,  TOPEKA 
FERN  1.  F M.D  , Ia'GDI;::I-.'T  W , BC.iLII.,  TILT; , CO 

ferrl:l:  md,ri chard  al.l.an,  mcpherson 

lERRTS  MI.CBRUa:  G,  WICIIITA 
I ECI.ll.il  JR  hliJ  DhOND  G,  WICHHA 
I I ELD  MICRICIIARD  A,  TOPEKA 
E.H..LDS  D.O.  , STEPHEN,  W CCI 1 1 ( A 

c iel,ds,vai...l:rie  .j,  shawnee  mission 

riESER  MD,CARL  W,  GREAT  BEND 

LIL.l.EY  MD,  VERNON  W,  PRATT 

FINK  MD, ABRAHAM  A,  PLANT  AT  ION , FL 

lini..i;::y  md, brent  e,  Kansas  city 

FINLEY  MD,  DENNIS  R,  WICHHA 

LISCHER  MD,REX  R,  MANHATTAN 

FISHER  MD, ..JAMES'  B,  COC..ORADO  SPRINGS , CO 

FISHER  MD,RAY  F,  WICHITA 

j:  I rZGERAl  .D  MD,E  .JAMES,  COl  .BY 

FITZGERAI...D  MD, EDWARD  .1,  WICIIITA 

EHZIC;  MD,  SANFORD,  WICHHA 

r IT:.0-'ATRICT  HARRIS,PAMI.a,A,  SHAWNEE  MISSION 
F L ANDERS  MD,H  AL.DEN,  EDINBUROI I , T'X 
LT.ANNER  MT:i  , FRANK  R,  HOISINGTCJN 
FI...EER,OERALD  K,  KANSAS  CITY 
n.EMING  MD, FORNEY  W,  WICHITA 

ct...i::;ski:::  md,i...i:::onacj;i  r,  oci;i:i:Ar  bind 

FT.OERSCH  MD , HI..I.BERT  M,  KANSAS  CITY 
FLOWERS  JR  MD,CLELL.  B,  WICHITA 
EL  CJTY,  STEVEN  R,  SHAWNEE  MISSION 
RIRD  MD, CHARLES  R,  WICHITA 
FOR.DYCE  MT.i, NORMAN,  SI  lAWNEE  MISSION 
CORET  MD,..)C)HN  D,  KANSAS  CITY 
FORSTLR  ..IR  MD,l.(:nUS  G,  WICIIITA 
FOUUNL  MD,CLDRIC  D,  01. A)  HE 
ECISTEIa'  mtgd  BERNARI.i,  TI.iPEKA 
FOSTEC^  MD, PRANCES  ..J,  KANSAS  CITY 

I i:iwi...ER  mt:i,rcidert  j,  wichi  ta 

EOWr.ER  MD, WAYNE  L,  CONCORDIA 
COX  MD, DEANNA  K,  KANSAS  CYITY 
CRANCIS  MD,ANTTIONY  E,  SAC..INA 
FRANCYIS  MD, NORTON  E,  WICHITA 
ERANI.LCSCO  MD , CC..ARENCE  L,  SHAWNEE  MISSION 
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FRANCISCO  MD^DAN  Af  UUCHITA 

ro<ANc;i;sco  md » EiiCAixtio ^ i iorton 

FRANCISCO  MlnLINHA  l.t  UUCHITA 
FRANCISCO  MD,-Ul  DAOKi,  KANSAS  CITY 
I RANK--  GF IFi-v'  r NARY  S » SMAUNFE  NISSION 
FRANK , GEORGE , WICHI lA 
FRANKEL  ND.SCOTI  J,  St'iAUlNEE  NISSION 
FRANKLIN  JR  ND , REN JANIN  A,  TOPEKA 
FRANKLIN,hI(..:HAEL  Vt  KANSAS  CITY 
FI<ANSEN  MIM  IERRERT,  NEWTON 
r- RANSEN  NR  r.  I- ‘AUL  H , NL' WI  ON 
FREDRICKSON  MDfDOREN  D.  KAN'IAS  Cl  lY 
FREDRICKSON  ND^DOANE  E,  L INDSBORG 
FREEDOI-:N  ,JR  NDfUAR'REN  S^  CI...YDI;;; 

FREENAN  ND,F  GILt:Sf  PRA  IT 
FREENAN  NtUFRED  A,  NANHAIIAN 
FREENAN  ND^ RAYMOND  S,  SALINA 
FRENCH  ND, JAMES  E,  UilCHIIA 
FRENCH  MDv  JEROME  Ef  UIIU-IITA 
FRENKEL  MD, JACOB  K,  KANSAS  CITY 
FRIESEN  MD,DALE,  LAURENCE 
FRIESEN  MD, ORLANDO  J,  DOHLER 
FRIESEN  MD, STANLEY  R,  KANSAS  Cl lY 
FRIESEN,SOSAN  G,  WICHI I A 
FRITZ  MD, GEORGE  E,  I RAOERSE  CITY, MI 
FRITZEMEIER  MD, WILL I AM  H,  WICHITA 
FROGGE, JAMES  M,  KANSAS  CITY 
FROMER  MD,JOEL,  WICHI lA 
FROMM  MD, ARTHUR  H,  WICHITA 
FROST, ELIZABETH  L,  TOPEKA 
FRY  MD, LUTHER  L,  GARDEN  CITY 
FUGATE  MD,CARL  L,  BELOIT 
FULTON  MD,JOHN  K,  WICHITA 
FUNK  MD,  EDUARD  D,  I...AURENCE 

G 

GABA  MD, JAMES  E,  KANSAS  CITY 

GABRIELLI  JR  MD, WILLIAM  F,  KANSAS  CITY 

GAFFNEY  MD,GARY  R,  KANSAS  CITY 

GAGE  MD,BETSE  M,  SHAWNEE  MISSION 

GALICHIA  Mil, JOSEPH  P,  WICHITA 

GALLEHUGH  MD, KEITH  U,  SHAWNEE  MISBION 

GALUAN  MD, ALONSO,  WICHITA 

GAMINDE, CYNTHIA  A,  SHAWNEE  MISSION 

GANDHI  MD,  SHAN'T  I KUMAR  K,  TOPEKA 

GANN  MD,E  LAMONTE,  EMPORIA 

GANS  MD,FRE;DERICK  a,  SALINA 

GANZARAIN  MD, RAMON  t: , TOPEKA 

GARCIA  MD, FRANCISCO,  SHAWNEE  MISSION 

GARCIA  MD, GOULD  C,  EMPORIA 

GARCIA  MD, GUILLERMO  0,  DODGE  CITY 

GARCIA-FERRER  MD,CIRA  M,  SHAWNEE  MISSION 

GARD  MD, RAYMOND  F,  WICHITA 

GARDINER, ROBERT  C,  SHAWNEE  MISSION 

GARDNER  MD, JAMES  D,  MANHATTAN 

GARLOU  MD, WILLI AM  B,  SALINA 

GARRETT, DALE  G,  KANSAS  CITY 

GAST, KRISTIE  L,  SHAWNEE  MISSION 

GAIENO  MD,  JOSEI'I  I,  GREAT  BEND 

GATSCHET, TIMOTHY  P,  SEDGWICK 

GAUGHAN  MD, MICHAEL  J,  SHAWNEE  MISSION 

GAUME  MD, JAMES  G,  PAI..OS  UERDES,CA 

GAY  MIUJOHN  B , TOF'-'EKA 

GAYNES, STUART'  M,  KANSAS  CITY 

GE'HRT  MB, EARL  B,  CHANUTE 

GEIER,DA'.^ID  L,  KANSAS  CITY 

GEITZ  MB, JAMES  M,  EMPORIA 

GENCH  MD, RAYMOND  L,  CARMEL, CA 

OENBEL  MD, JOSEPH  E,  TOPEKA 

GENILO  MD, CELESTE  A,  WICHITA 

GENTRY  MD, JAMES  H,  DE:NVER,C0 

GENTRY  MD,KALE  C,  SHAWNEE  MISSION 

GEORGE  MD,EARL  F,  WICHITA 

GEORGE, PAULA  Y,  EXCELSIOR  SPRINGS, MG 

GERBER  MB, ALLEN  D,  WICHITA 

GERJARUSAK  MD,PRAPAS,  SHAWNEE  MISSION 

GERNON, CROSBY,  KANSAS  CITY 

GERROND, LINDA  L,  SHAWNEE  MISSION 

GERWICK  MD, CHARLES  L.,  KANSAS  CITY 

GETTLER  MD,DEAN  T,  FORT  SCOTT 

GIERBOLINI  MD,JDSE  I,  TOPEKA 

GIESSEL  MD, MICHAEL  D,  rOPEKA 

GILBERT  II  MD,JOHN  H,  GARDEN  CITY 

GILBERT  MD,J  HOWARD,  SENECA 

GILHOUSEN  MD, FREDERIC  M,  KANSAS  CITY 

GILL  MD, GEORGE  L,  LAMPE , MO 

GILLEN  MD, BILLY  A,  SHAWNEE  MISSION 

GILLENUATER  MD,DAUID  T , WICHITA 

GILLES  MU, HELEN  M,  L,AUREN(.;E 

GILLETT,MARK  L,  RAYTOWN, MO 

GILLILAND  MB, CRAIG  I,  KANSAS  CITY 

GILMARTIN  MD, RICHARD  C,  WICHITA 

GIMPLE  MD, KENNETH,  TOPEKA 

GINAVAN  MD, DUANE  A,  EMPORIA 

GIVNER  MB,i;iAUID,  WICHITA 

GLEASON  MD, JIMMIE  A,  TOPEKA 

GLEASON, JEFFREY  J,  KANSAS  CITY 

GLENN  MD, JAMES  N,  EMPORIA 

GLENN  MD,LYLE  G,  PROTECTION 

GLOVER  I I, RICHARD  M,  SHAWNEE 

GLOVER  MD, RICHARD  M,  NEWTON 

GNAU  MD,FREDRIC  D,  HALSTEAD 

GODFREY  MD, JOSEPH  L,  TOPEKA 

GODFREY  MD, WILLIAM  A,  KANSAS  CITY, MO 

GODWIN  MB,PHm„:iP  A,  LAWRENCE 


‘Probationary  members. 


GODWIN, JIM  E,  KANSAS  CITY 

GOERING  MD, DONALD  D,  COIDWATER 

GOERING  MD,EMIL  I.,  TOPEKA 

GOERINO  MD, RANDALL  V,  WICHITA 

GOERTZ  MD,LEG  R,  KANSAS  CITY 

GOINS, BONNIE  K,  SHAWNEE  MISSION 

GOLDBERG  MD, HERBERT  R,  WICHITA 

GOLDBERG, JOHN  M,  KANSAS  CITY 

GOLDSTEIN  MD,GERAI.D  L,  SHAWNEE  MISSION 

GOLDSTEIN , JOYCE , SHAWNEE  MISSION 

GOLLERK'ERI  MD, MOHAN  P,  SHAWNEE  MISSION 

COLLIER  II  MD, ROBERT  A,  OTTAWA 

GOLLUB  MD, ST EVEN  D,  KANSAS  CITY 

GOMETZ  Mi:i,MOi;tEST(;)  S,  PITTSBUK'G 

GOMEZ  MD, FRANCISCO,  SHAWNEE  MISSION 

GONZALEZ  MD, HIRAM,  WICHITA 

GOOD  MD, JAMES  T , FORT  SCO  IT 

GOOD  MD,MIf:HAEl.  W,  CLAY  CENTER 

GOOD  MD, WENDELL  LISLE,  SHAWNEE  MISSION 

GOODPASTURE  MB, HEWITT  C,  WICHITA 

GOODPASTURE  MD, WILLARD  C,  GREEN  VALLEY, AZ 

GOODWIN  MD,DDNALi:i  W,  KANSAS  CITY 

GOODWIN  MD,. JOHN  A,  SHAWNEE  MISSION 

GORDON  MB, JAMES  R,  WICHITA 

GORMAN,  JAMES  U,  WICHITA 

GOTO  MD, HIROSHI,  KANSAS  CITY 

GOYLE  MD,KRISHAN  K,  WICHITA 

GOYLE  MD,VIMAL..,  WICHITA 

GRADAU  MD,GUY  M,  WICHITA 

GRADER  MB, CHARLES,  NEWTON 

GRAHAM  JR,  ARNOID  R,  KANSAS  CITY 

GRAHAM  MB , BRICE-  D,  SHAWNEE  MISSION 

GRAHAM  MD,  CHARL.es  P,  T0I"'EKA 

GRAHAM  MD, KENNE  T H L, , I .EAVENWORTH 

GRAHAM  MD, THOMAS  W,  LEAVENWORTH 

GRAHAM  MD, WALLACE  H,  KANSAS  CITY, MO 

GRAHAM, JOHN  D,  KANSAS  CITY 

GRANGER, NA  T I IAN  D,  WICHITA 

GRANT  MD, MICHAEL,  E,  WECHITA 

GRANT  HAM  MD  , I IER,T<ERT  B,  I (JR  T SCO  I "f 

GRANTHAM  MD,,1ARLD  J,  KANSAS  CITY 

GRANT  HAM,  J AARON,  KANSAS  C.ITY 

GRASI 101-  F MD  , .JOYCE  A , SHAWNEF  M I'SSION 

gta-a T Nv , NDA  I... , ui;;AVi;:,NW(jt;: TM 

GRAUEL  MD,i:;i  lARLES  W,  WICHITA 

GRAVES  MD,JACK  W,  WICHITA 

GRAVES  MD, KATHRYN,  I lUT  Cl  lINStJN 

GRAY  MD,C  LUCIEN,  WI(,:HITA 

(jRAY  MD, DAVID  E,  TOPEKA 

(,)RAY  MIi,H  T(JM,  WICHITA 

GRAY  MD, PAT  RICK  U,  HAYS 

GRAY  MD,SCOTT  E,  L.AWRENCE 

GRAYID  MD,ANrOINE  S,  lOPEKA 

GREENBERG  MD, CRAIG  P,  WICHITA 

GR'ii:;ENBEri;G  md  , (:-;E(jR'Gii;:  e,  dodgl:  (:::i:t'y 

GREL.'NDERG  MD , MAF>:K  , T ( iF 'EKA 

GREENBERGER  MD,N  J,  KANSAS  C:i  T Y 

GREENE  MD,l-IORACE  T , (OPFJ<A 

GREENE  MD, L.AWRENCE  S,  KANSAS  CITY 

GREENE  MD, RUSSELL  E,  (01 ‘EKA 

GREENWOOD  MD, JAMES  F,  GARDEN  Cl  I Y 

Of^E'ENUD(JD  , . iOHN  M , I, . FBLJYTY  , MO 

GREENWOOD, MELANIE  A,  WICHITA 

GREER  MD, JAMES  A,  WICHITA 

GREER  MD,R  HJ  IARD  1 1,  TOPEKA 

Gfv'EL  .1  NGI:;;Fs‘  , bars  a , l^I  c:l  1 1 T A 

GRENE  MD, ROBERT  BRUCE,  WICHITA 

OR  I I F I NO  MI  I , R I C J -I  ARD  D , S Al, . I N A 

GRILFITH  MD, FRANK  M,  JJAI..INA 

GRIFf  I T T , WESLEY  E,  KANSAS  (JI'T  Y 

GR I LICIT  MD, FLOYD  D,  WICHITA 

GRII...LOT  , MICHAEL.  D,  UIKJII  TA 

GRIMALDI  MD,(;;ARY  a,  fort  SCOTT 

ORJMALDI  MD,  KENNETH  .1,  FORT  SCTJTT 

GRIMES  MD,I  ROSS,  I.IDIi-RAL 

C-JRIMES  MD,..IAMES  T,  LYONS 

GRIN  MD,  TRUDI  R,  SHAWNEE  MFSSION 

GRINAGErBRAD  D,  KANSAS  CITY 

GR  I SOI...  I A MD , ANDRES , li;;;avenu(jrt  1 1 

GRISUOL..D  MiuDAL.E  G,  NF-WTON 

GIa’OHS  md, HEINZ  K,  WICHITA 

(JFs'OSSMAN  MD, HARVEY  M,  SHAWNEE  MISSION 

GROSUALIHDOUGI.AS  E,  KANSAS  CITY 

GRUENl.iF.-L.  MD, RICHARD  A,  KANSAS  CITY 

GRLIENDEL  MD, VIRGINIA  T , KANSAS  CITY 

GRUNDMi:;: I EFs‘  MD,ANNE'T"T'E  M,  SI  lAUMEE  MiTSSiFON 

GRUSHNYS  MD, ARNOLD,  WFCMITA 

GSELL.  MD,(:JE0RGE  F , UUCHITA 

GUBEMAN, DAVID  M,  LOS  ANGELES, CA 

GUMUCIO  MD, MARIO  I...,  KANSAS  CITY 

GUNN  MD, MARVIN  R,  SAI.INA 

GUTHRIE  MD, RICHARD  A,  W-ICHITA 

(.JUTOVi  rZ  MD,A1,  I.FN  LOUIS,  TOPEKA 

GUTTIKDNDA  MD  , F'RASAD  D,  NILES, (JH 

Gl.jZMAM  MD , MANI.JEI... , SAI....I:NA 

(iWINN  MD,DOUGI.AS  R,  OLATHL 

H 

HABASIIY  MD,SHAWKY  N L , UICMITA 
HACKEI\‘  MD, DAVID  C,  SHAWNEE  MISSION 
HACKER  MD,EI.A I NE  MARY,  TOPEKA 
IIADLEY  MD,(TEI..,MONT  C,  OTTAWA 
HAFFNER  MD  , WI1...I...  I AM  N,  EL  D(JRADO 
HAGAN  MD,(,:  THOMAS,  WFCIIITA 
HAGAN  MU,  I- RANG  IS  .,) , WICHITA 
HAGAN  MD,L.‘OBER'T'  C,  WICHITA 
HAGAN  MD, STEPHEN  F,  WICHITA 
HAGC.AN  MD  , MAFv'GAIa’F:;  T I.:  , L.AWIs’ENCi;.- 


HAIGLER  MD, JAMES  P,  HAYS 

IIALDEMAN,RI(:;l-lARi;i  C , KANSAS  CITY, MO 

HALE  MD,  RALPH,  I IIJTCHINSON 

HALL  II]  MD,ri-tOMAS  B,  KANSAS  CITY 

HALL  MB,.J  ROGER,  UUCHITA 

HAL.I  MD,MARK  S,  HESSTON 

HAF..I...  MD,  WESLEY  II,  GIRARD 

I--IAI.  I... , GAI-i.'Y  D,  SI-IAWNEE  MIITSJJJN 

HAI...I.  ER‘  MD  ,CHR  i:s  c , u-:avi.-::nwortm 

HAL.I...ERAN  III  MD , UUL.L.I  AM  J,  SHAWNEE  MISSION 

HALLEY  MD,M  MARTIN,  TOPEKA 

HAI,.I„,ING  MD , 1 UII..L.  J AM  , I JAYS 

HALLING,AMY  C,  KANSAS  CITY 

MALLING, KEVIN  0,  KANSAS  CITY 

IIALVGRSON  DEF‘JLEY,KARI  .J , KANSAS  CITY 

HALVORSON  MD,  HOWARD  0,  OL.ATI-IE 

HAM  MD, ROBERT  E,  SALINA 

HAMILTON  MD,. JAMES  .1,  UAK'EENEY 

HAMM  MD, GLENN,  NEWTON 

HAMM  MD,(.JRVAL.  L. , NEWTON 

HAMMEKE  MD,JOHN  C:,  LEAVENWORTH 

HAMF'EL,  JEFF'  A,  WICHITA 

I IAMPEL,KEVIN  G,  WICHI  T'A 

F-IAMTIL.  MD,  LAURENCE  W,  SHAWNEE  MISSION 

HAN  MD,C:i}AN  S,  COFFFYVILLE 

HANCOC.K  MIUALAN  0,  KANSAS  CITY 

HANCOCK  MD, DANIEL  E,  MANHATTAN 

HANDS  MD,SEBE!„.  V,  AMARILLO,  TX 

HANDSHY  MD,  STANLEY  E,  FiiRIE 

HANSEN  MIODANIELS  D,  T ORRANOE  , CA 

HANSEN  MD,FRANK  W,  GARDEN  CITY 

IIANSON,Fv'ODERT  I.  , WICHITA 

HARA  MD, GLENN  S,  KANSAS  CITY 

HARBIN  MD,GAIa‘Y  t YNN,  SAI.INA 

HARD  MD,BEN-JAMIN  F- , KANSAS  CITY, MO 

HARDIN  MD,C:REIGHT0N  A,  KANSAS  CITY 

HARDTEN  MD, DAVID  R,  KANSAS  CITY 

HARDY,  BF<ADF(.iRD  R,  SHAWNEE  MISSION 

HARMON  MD,GARY  S,  SHAl^JNEE  MISSION 

FIARMS  MD,AL.Bai'T  (J , SFIAWNEE  MIfJS.FON 

HARMS  MD, EDWIN  M,  UlClinA 

HARMI)  MD,WIL.MEFs‘  A,  FIAL.STEAD 

HARPER  MD, DIANE  M,  SHAWNEE  MISSION 

iiarring(on,el.ainf:.  m,  wichi ia 

HARRIS  JR  MD,CLAIB  B,  GARNETT 

HARRIS  MD,FR‘ANK  H,  WK  HITA 

HARRIS  MB, HUBER  I I , TOPEKA 

HARRIS  MD,NCJRMAN  R,  SALINA 

HARIMS  MB,  PAIR  I Cl  A A,  TOPEKA 

HAFv'RISON  MD,HAI...L  E,  lOF'EKA 

HARRISON  MD,PA(.IL  BARRY,  WICHirA 

HART  MD,DII...L.IS  1.,  WICHITA 

HART  MB,J()HN  J,  WICHITA 

HART  MD, KELLY  Z,  KANSAS  CITY 

HART  MD, LAWRENCE  E,  ATCHISON 

HART  MD,l-<O.DYN  M,  KANSAS  (JITY 

hartley  md, fount  K,  GAINESVILLE, FL 

HARTLEY  MD,..IAMES  M,  WICHITA 

HAI^UMAN  MD,CI}ARI..ES  R,  KANSAS  CITY 

HARTMAN  MD , GEF^■AL.D  V,  SHAWNEE  MISSION 

l-IARTMAN  MD,KECK  R,  WICHITA 

HARTMAN  MD,  ROGER  1.,  NORTON 

HARIONG  MD,TOBY  J(JSEPH,  SHAWNEE  MISSION 

l-IARTONG  MD, WILLIAM  A,  SHAWNEE  MISSION 

HARTWELL  MD , KIMBFTI'I.  Y , WICHI  T'A 

HARTWEL.L  MD,RICK  L. , WICHITA 

MARTY  MD,.JEAN  R,  SHAWNEE  MISSION 

HARVEY  MD,R  CI.AY,  TOPEKA 

HARVEY  MD, ROSEMARY  B,  WICHITA 

HAR’WOO.D  MD , (:;t...Al..lDE  ...I,  GL.ASTJO 

HARWOOD  MD, MICHAEL  R,  KANSAS  CITY 

HASKINS  MD, ROBERT  J,  WICHITA 

HASSAN  MDyRIZWAN  IJ , WICHITA 

I lAIJSEI.  L.E  IJ;i  MD,  JAMES  E,  L.AWFl'FiNC.i:-- 

HASSETT  MB, GERARD  R,  COI.BY 

HASSLER  MD, RANDY  D,  SALINA 

HATCHER  MD, ELIZABETH  R,  TORi-KA 

HArES(JHL.  MD,STANI.EY  M,  (:,:L.AY  (JEN'T L.F;: 

HATHAWAY  MD, PETER,  SHAWNEE  MISSION 

HATTON  MD, DONALD  W,  LAURENC'E 

HAnON  MD,I...I..OYD  W,  SALINA 

HATT1«:UP  MD, RICHARD  J,  WICHITA 

HAUN  MD,RUDY  T,  MANHATTAN 

HAVERKAMI‘,KENT  D,  WICHITA 

HAWLEY  MD, RAYMOND  G,  WICHITA 

HAYES  MD,J  EDWARD,  BOISE, ID 

HAYF-S  MD,K'RIS  A,  HIAWATHA 

HAYES  MD,WI)...L  lAM  I... , WICHITA 

HAYES, KATHRYN  R,  KANSAS  CITY, MO 

HAYNES  MD, DEBORAH  0,  UKJIITA 

HAYS  MB,  THOMAS  II,  WICHITA 

MEALY  MD,PATRIC;K  M,  WICHITA 

HEASTY  MD, ROBERT  G,  MANI-IATTAN 

MEAT  ON, KEITH  M,  KANSAS  CITY, MO 

HEBBAR  Mi;i,SATYA  N,  TOPEKA 

HEDDL- N , R I C.'H  ARI'i  J , F- A I RF  I El. ,.D  , OH 

I iii;;i;iEGAAiu;i  Mi.i,(.:HiiJs’Yi...  k,  toi-'F-ka 

HEDRICK  MD, KENNETH  E,  HUTCHINSON 

HEED  MB, CAMILLE  S.,  TOPEKA 

HEIM  MD,MARY  LF£E , KANSAS  CITY, MO 

HEISLER  MD,  NORM  AN  T,  SF-IAWNFJ--  MISSION 

HEI'TJJOSEPH  A,  KANSAS  CITY, MO 

HELENA, WESLEY  D,  KANSAS  CITY 

llEI..,!...ER,DFi;ANNA  I...,  SHAWNEF-  MISSION 

HELI.MAN  MD,DAVIi;i  W,  WICHITA 

HELM, DOUGLAS  S,  SHAWNEE  MISSION 

HENDER'SON  II  MD, ROBERT  C,  AMARILLO,  T'X 

l-CNDERSON, BRYAN  K,  KANSAS  CITY 

HENDRICKS  MD,K  DWIGHT,  KANSAS  CITY 
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Hi.-NURicKS  mi.i,ui:},u..,;i:am  j,  shawni::;):-  mtssion 
ui;LNMR,n::KSON  f'U.w .jon  r,  nrwion 

HRNDRICKSGN  MIRKAIIIRYN  H,  NEWIGN 

HRNNIi-Y  MD,  JANE  E,  KANSAS  CITY 

HENNING  JR  hIK HAROl,.i;i  ...I,  MANHATTAN 

HENNING  MIGCALVIN  UJ^  OTTAUIA 

HENNING  MIGGHARI.ES  E^  WICHITA 

HENRY J:;:GI;«ERT  M,  SHAWNEE  MISSION 

l-IENSON , STEVEN  R » HESS  TON 

HENWOOD  MTGJOHN  R,  WICHITA 

HERITEL,  MU, BYRON  I.,  TOPEKA 

HEREU  MTKJOHN,  WICHITA 

HERL.  MU,  CARY  ...I,  SALINA 

HERMRECK  MU^ARLO  S,  KANJTAS  CITY 

HERRERA  MU,JC»RGE  J,  TCir'EKA 

HERI<;MAN  mu,  ADAM  L,  SAT  INA 

HERRON  MU, KRISTINE  G,  SHAWNEE  MISSION 

HER5:>H  , CI-IR'IS  TOI-JTER  K , L AWR’ENCE 

HERSHUERGF'R  UO.  , GROVER,  WICHITA 

HERSHORN  MD,SIMON  E,  WICHITA 

HESSE  MU, JAMES  F,  WICHITA 

Hiii;ssEi-<  mu,heruei-;:t'  h,  ‘thawnee  mi{;)T):i;on 

HE'TT  MU,EUWARU  J,  WICHITA 

HE  T T I N(TER  MU , M I CHAEI...  E , SH  A WNIi-E  M I SS I ON 

HKTKER  T , MAUR'EEN  C , WliCT  Tl.  T A 

H :i:  c:km AN  mu  , j amo:>  st'et- T-iiii; n , t ttpek a 

HICKS  JR  MU, THOMAS  E,  EMPORIA 
HIEUERT  MU,UAVIU  L,  l-AWRENCE 
hi  I EUER'T  MU , . JOHN  U , T OF’EK  A 
HIEBERT  MU,..lOHN  M,  KANSAS  CITY 
HIESTERMAN  MU, HERMAN  W,  OUINTER 
HIEUYARU  II  MU, VICTOR  1 1,  COLUY 
HILL  MU, JAMES  E,  ARKANSAS  CITY 
HILL  MD,LARY  MICHAEL,  GREAT  BEND 
HILL.  M.Ci,RICMARU  H,  MEAUE 
HILL  Mil, ROBERT  N,  TOPEKA 
HILL.  MU,ROUNEY  W,  SHAWNEE  MISSION 
HILI...YER,  JON  E,  KANSAS  CITY 
HILST  MD,  WILBUR  D,  TOPEKA 
HINKIN  MU,UOLIGLAS  P,  MANHATTAN 
HINSHAW  ,.iR  MU, CHARLES  T,  WICHITA 
HINSHAW  MU,ALFREU  H,  WICHITA 
HINSHAW  MU, CHARLES  T,  WICHITA 
HINSHAW  MU,EUGAR  U,  ARKANSAS  CITY 
HINSHAW,UARLA  J,  KANSAS  CITY 
HIRATZKA  MU,TOMIHARI.l,  HIGH  POINT, NC 

hirs(::hber'G  mu,j  cotter,  toptka 

HIS2CZYNSKYJ  MU, ROMAN,  TOPEKA 
HITCHCOCK  hU,C  THOMAS,  SHAWNEE  MISSION 

HIZON  MU, RAMON  R,  WICHITA 

HO  MB, SAMUEL  Y,  KANSAS  CITY,HO 

HOADLEY  MU,WIL.LIAM  U,  KANSAS  CITY 

HOBBS  MB, DONALD  D,  TOPEKA 

HOBSON  MD,MILBURN  W,  SHAWNEE  MISSION 

HODES  MB, HERBERT  C,  SHAWNEE  MISSION 

HOBOES  MU, BRUCE  E,  E5HAWNEE  MISSION 

HODGES  MB, MERLE  A,  SALINA 

HODGES  MB, MERLE  J,  SALINA 

HODGSON  MB, DAVID  K,  WASHINGTON 

HODGSON  MU, JAMES  F,  KANSAS  CITY 

HOBSON  MD,HERVEY  R,  WICHITA 

HOFFER  MB, JOHN  G,  RAYMORE,MO 

HOFFMAN  MB,J  PHILIP,  LAWRENCE 

HOFFMAN  MB, JAMES  E,  WICHITA 

HOHERZ  MB, DAVID  G,  TOPEKA 

HOHLY  MB,E:VE  K,  HUTCHINSON 

HOLCOMB  MB,  WILL.  I AM  M,  LIBERAL 

HOLBCRAFT  MU, JACOLJELYNE,  KANSAS  CITY 

HOLDEN  JR  MB, RAYMOND  F,  WICHITA 

HOLDEN, JILL  K,  SHAWNEE  MISSION 

HOLDERMAN  MB, WALLACE  D,  HUTCHINSON 

HOLLABAY  MU, KENNETH  R,  EUBORA 

HOLLAND  JR  MB, DAVID  L,  RUSSELL 

HOLLIS  MB, KENNETH  W,  WICHITA 

HOLLOWAY  MB, KEVIN  B,  WICHITA 

HOLLOWELL  MU, JOSEPH  G,  KANSAS  CITY 

HOLMAN  MB, JON  B,  SALINA 

HOLMES  MB, FREDERICK  F,  KANSAS  CITY 

HOLMES  MB, GRACE  E,  KANSAS  CITY 

HOLMES  MB, JED,  WICHITA 

HOLMES  MB, JOHN  A,  KANSAS  CITY 

HOLMES  MB, ROBERT  W,  TOPEKA 

HOLSINGER  MB, DONALD  M,  PITTSBURG 

HOLSTRUM, STACY  J,  WICHITA 

HOLT  MB, JOHN  M,  GREAT  BEND 

HON, DAVID  E,  WICHITA 

HOOD  MB, ROGER  W,  SHAWNEE  MISSION 

HOOFER  MB,W1LF0RD  B,  HALSTEAD 

HOPKINS  JR  MD,B  MORRISON,  SCOTT  CITY 

HOPKINS  MB, JAMES  P,  KANSAS  CITY, MO 

HOPKINS  MB,LENLY,  SHAWNEE  MISSION 

HOPKINS  MB, WILLIAM  0,  SHAWNEE  MISSION 

HOPPER  MB, CHARLES  R,  EMPORIA 

HOPPOCK, KEVIN  C,  WICHITA 

HORBELT  MB, DOUGLAS  V,  WICHITA 

HORNER, JILLIAN  E,  KANSAS  CITY 

HORTON, GREG  A,  KANSAS  CITY 

HOSTETTER  MB, MARCIA  M,  TOPEKA 

HOURIGAN, RICHARD  J,  KANSAS  CITY 

HOUSE  MB,R  E,  SALINA 

HOUSHOLDER  MB, BAN I EL  FAIR,  WICHITA 

HOUSHOLBER  MU, MARTHA  S,  WICHITA 

HOUSTON  II  MB, LAWRENCE  MORLEY,  SHAWNEE  MISSK 

HOUSTON  MB, THOMAS  P,  WICHITA 

HOWARD  MB, DONALD  O,  WICHITA 

HOWELL  MB, BARBARA  JOYCE,  EMPORIA 


^Probationary  members. 


HOWELL, STEVEN  J,  WICHITA 

HOWERTEh:  JR  MU, BERNARD  E,  COFFEYVILLE 

HOYT  MB, ARTHUR  W,  TOPEKA 

HRABIK, BRENT  A,  SHAWNEE  MISSION 

HSU  MB, CECILIA  C,  SHAWNEE  MISSION 

HSU  MB, CHENG  H,  TOPEKA 

HSU  MB, SHIN -FU,  TOPEKA 

HUANG  MB,JONSON,  TOPEKA 

HUDGINS, MARK  A,  KANSAS  CITY 

HUDSON  MB, ROBERT  P,  OLATHE 

HUEBERT  MB, DEAN  A,  WICHITA 

HUEBNER  MB, ROBERT  STEPHAN,  PITTSBURG 

HUERTER  MB, DAVID  F,  PITTSBURG 

HUERTER  MIgOUENIIN  C,  KANSAS  CITY 

HUFFORB  MB, DAVID  W,  ANBALE 

HUGHES  B 0, STEVEN  R,  WICHITA 

HUGHES  MB, DOUGLAS  U,  KANSAS  CITY 

HUGHES  MB, JOHN  B,  WICHITA 

HUGHES, STEVEN,  KANSAS  CITY, MO 

HULL  MU, KENNETH  L,  WICHITA 

HULTGREN  MB, MYRON  K,  WICHITA 

HUME  MU, JOSEPH  U,  WICHITA 

HUMMER  MB, LLOYD  M,  WICHITA 

HUNB  MB,LAF<RY  R,  WICHITA 

HUNKELER  MB, JOHN  B,  KANSAS  CITY, MO 

HUNNINGHAKE  MB, RONALD,  SiALINA 

HUNN I NGHAKE, DENISE  A,  KANSAS  CITY 

HUNSBERGER  U.O,  , TERRY  R,  GARDEN  CITY 

HUNT  EXEC  SEC  , MARTHA,  KANSAS  CITY 

HUNT, BRIAN  J,  KANSAS  CITY 

HUNTER  JR  MB, JAMES  S,  GREENVALLEY , AZ 

HUNTER  MU, KENNETH  R,  LEBO 

HURLBUT, KEVIN  M,  SHAWNEE  MISSION 

HURLEY  MB, DEBORAH  L,  KANSAS  CITY 

HUSEMAN  MB, RICHARD  ALLAN,  SHAWNEE  MISSION 

HUSTEAB  MU,ROBEFv'T  F,  WICHITA 

HUSTON  MB, FRANCIS  W,  WINCHESTER 

HUSTON  MU, JOSEPH  W,  TOPEKA 

HUTCHINSON  MB, DIRK  T,  SALINA 

HUTCHINSON  MB, STEVEN  A,  WICHITA 

HUTCHTSON  MB, GLEN  C,  HAYS 

HUTCHISON  MU, JOE  R,  LEBO 

HUTCHISON  MU, MARC  K,  HAYS 

HUTCHISON  mu,mil:hael  c,  hays 

HUTCHISON, SCOT  M,  KANSAS  CITY 

HUTSEY  MU, PAUL  J,  WICHITA 

HUTTERER, ANGELA  J,  AKRON, OH 

HUTTON  MB,  FF^-E  DERICK  A,  T OPEh  A 

HUTZENBUHLER, ANGELA  N,  KANSAS  CITY 

HLIYCKE  MD,EliWARU  J,  WICHITA 

HYBER  MB,JACE  W,  WICHITA 

HYLAND  MU, JOSEPH  M,  TOPEKA 

HYNES  MB, HENRY  E,  WICHITA 

I 

IBARRA  MB,J  LUIS,  WICHITA 
IBARRA  MB, RICHARD  C,  KANSAS  CITY 
IBBEIS  MB,BABR,  WICHITA 
ILIFF  MD,R  B0UI3LAS,  TOPEKA 
ILIOPOULOS  MU, JOHN  I,  KANSAS  CITY 
ILORETA  MU, ALFREDO  T,  TOPEKA 
IMLAY, BRIAN,  KANSAS  CITY, MO 
IMSEIS  MB, MIKHAIL  Y,  NESS  CITY 
INGHAM  JR  MU,H  LAIRD,  LAURENCE 
INGRAM  MB, JOHN  E,  KANSAS  CITY 
INNES  MB, ROBERT  C,  SHAWNEE  MISSION 
IRBY  MB, PRATT,  FORT  SCOTT 
IRWIN  MB, RICHARD  L , NEWTON 

ISAAC  mb,chaf;:les  a,  newton 

ISAAC, STEVEN  R,  KANSAS  CITY 
ISAACS  MB, JUANITA  J,  WICHITA 
ISAACSON  MB, RICHARD  N,  TOF'EKA 
ISERN  MB, HENRY  J,  KANSAS  CITY 
I WAY  MU, BEL 3 NO  U,  EL  KHART 
IWAY  MB, OLIVIA  N,  ELKHART 

J 

JACKSON  JR  MB, BEL  MAS  A,  SALINA 

JACKSON  JR  MB, DONALD  H,  TOPEKA 

JACKSON  MB, CHARLES  R,  WICHITA 

JACKSON  MB, ROBERT  V,  SHAWNEE  MISSION 

JACKSON  MB, THOMAS  M,  WICHITA 

JACKSON  MB, VIC  TOR  L,  ALTAMONT 

JACOB  MB,KANNAMPAl.LY  L,  EL  BOF;:AUO 

JACOBS  MB, DAVID  S,  KANSAS  CITY 

JACOBS, DANIEL  H,  CORALV  J L.L.E  , I A 

JACOBY  II  MB, ROBERT  E,  TOPEKA 

JAEGER-CAMPBELL,MARY  G,  WICHITA 

JAMES  MB, DONALD  L,  WICHITA 

JAMES  MU, PHILIP  C,  WICHITA 

JANES  MB, DONALD  R,  SHAWNEE  MISSION 

JANKOWSKI  MU,KAZ1MIEKZ  U,  TOPEKA 

JANSSEN  MB, ERWIN  T,  TOPEKA 

vTANSSEN, KATHERINE  L,  WICHITA 

JARROTT  MD,J(3HN  B,  HUTCHINSON 

JAWABI  MD,M  HUSAIN,  WICHITA 

jAYARAM  MB,MARANBAPALLI  R,  KANSAS  CITY 

JEHAN  MU, SAVED  S,  UKIHITA 

JENAB,JOHN,  KANSAS  CITY, MO 

JENKJNS,BE  ANN  R,  WICHITA 

JENNEY  MU, CHARLES  B,  WtCHtlA 

JENSiEN  JR,  JOHN  T,  WICHITA 

JENSEN  MU,UARAN  L,  WICHI lA 

JENS^EN  MU, ROBERT  U,  T0F‘E:KA 

JEN!3EN  MU,  THOMAS  M,  01  ATHE 

JERNSTROM  MM, VANCE  R,  KANSAS  CITY 

JESTER  MU, SHELBY  L,  WICHITA 


JFTER  MU, JOHN,  LAWRENCE 
JEITE:  MU,N  TIMOTHY,  TOPEKA 
JEWELL  MU, WILLIAM  R,  KANSAS  CITY 
JOCHEMS  MU, GREGORY  £,  WICHITA 
JOHNSON  MU,  CAROL.  ANN,  WICHITA 
JOHNSON  MU, CAROLYN  K,  WICHITA 
JOHNSON  MiGGE.ORLiE  t\ , WICHITA 
JOHNSON  MM, HOWELL  D,  DODGE  CITY 
JOHNSON  MU,J  RlCHARIi,  MCF-HERSON 
JOHNSON  MM, JOHN  E,  SHAWNEE  MISSION 
JOHNSON  MIUMARGAF'.-ET  J,  WICHITA 
.JOHNSON  MB, MATTHEW  S,  WICHITA 
JOHNSON  MU, NADINE,  SHAWNEE  MISSION 
JOHNSON  MU,  PAUL  I.T , LEAVENWORTH 
JOHNSON  MU, RICHARD  L,  HUTCHINSON 
JOHNSON  MU, TERESA  F,  WINFIELD 
JOHNSON  MU, THOMAS  E,  WICHITA 
JOHNSON, BRIAN  A,  KANSAS  CITY 
JOHNS>aN,LINUA  M,  SHAWNEE  MISSION 
JOHNSON, PERRY  J,  KANSAS  CITY 
JOHNSON, REBECCA  I...,  KANSAS  CITY 
.JOHNSON, ROBERT  C,  KANSAS  CITY 
JOHNSTON  MU, SARAH  C,  WICHITA 
JOHNSTON, VINCENT  B,  SHAWNEE  MISSION 
JONES  JR  MU, HERMAN  H,  KANSAS  CITY 
JONES  MU, CHARLES  E,  SHAWNEE  MISSION 
JONES  MU, DAVID  K,  LARNEU 
JONES  MB, EDWARD  L,  GREAT  BEND 
..iONEG  MU,^ORF^•EST  H,  COLUMBUS 
JONES  MD,H  IVOR,  SHAWNEE  MISSION 
JONES  MTi,H  F'ENF  lELU,  LAUFs'ENCE 
JONES  MD,JAY  S,  WICHITA 
JONES  MU, JON  K,  ROSE  HILL 
JONES  MB, MICHAEL  P,  ATCHISON 
JONES  MU, RODNEY,  WICHITA 
JONES  MU,WI;LLIAM  T,  MANHATTAN 
JONES,MAFs'GARET  M,  KANSAS  CITY 
JORDAN, JANET  C>  KANSAS  CITY, MO 
JOSEF 'H  MU, BRIAN  W,  TOPEKA 
JQSEF>H  MB, HOWARD  F,  LAURENCE 
JOSL  IN,C:HAfs'l.IE  G,  KANSAS  C.ITY 
JOSS  MU, CHARLES  S,  TOPEKA 
JOST  MB, GARY  U,  WICHITA 
JOYCE  MB,G  BERNARD,  TOPEKA 
JUBEL.T  MU,H.ILBERT  F ' , MANHATTAN 
JUUILLA  JR  MB, FRANCISCO,  WICHITA 
JUNG, SIMON  CY,  SHAWNEE  MISSION 
JUSTUS  MU, WILLIAM  J,  PLEASANTON 

K 

KAUEFV  MU,GIHAN  S,  WICHITA 
KAUIAN  MU,RA..iESH  S,  SHAWNEE  MISSION 
KAIiISON  MU, HERBERT  I,  WICHITA 
KAHN  MU, DAVID  M,  WICHI TA 
KAHRS,GREG,  UHITEFISH  BAY,WI 
KAIGH,JOUI,  W.fCHCTA 
KALIN,CINUI  A,  SHAWNEE  MISSION 
KALIVAS, LINDA  L,  SHAWNEE  MISSION 
KANE  JR  MB, WILLIAM  M,  HAYS 
KARUATZKE  MB,E  STANLEY,  WICHITA 
KARUATZKE  MU, JON  K,  WICHITA 
KARLIN  MU, CHARLES  A,  SHAWNEE  MISSION 
KASHA  MU, ROBERT  L,  WIC:HITA 

KASHYAP  MB,BANSHI  PRASAD,  SHAWNEE  MISSION 

KASSEBAUM  MU, GLEN  E,  EL  DORADO 

KASSEBAl.jM  MU, KENNETH  G,  WICHITA 

KASTER, STEVEN  U,  KANSAS  CITY, MO 

KATER  MU, ERIC  U,  WICHITA 

KATZ  MU, FRED  S,  SHAUNE'E  MISSION 

KATZ  MB, JEROME  B,  TOPEKA 

KAUE:R,CUFaiS  U,  KANSAS  CITY 

KAUFMAN  MB, EUGENE  E,  WICHITA 

KAUFMAN  MU,L.EL.ANU  R,  WINFIELD 

KAUFMAN  MU, WILLARD  E,  MOUNBRIBGE 

KAVEL  MU, KARL  K,  TOPEKA 

KEARNS  MU,NORBERT  U,  TOPEKA 

KEITH  MU,  REX  B»,  WICHITA 

KELLER  MU, JAMES  P,  WICHITA 

KELLERMAN  MU, RICK,  SALINA 

KELLEY  MU, CHRISTINE  L,  WICHITA 

KELLEY  MU,GOFs'UON  R,  SHAWNEE  MISSION 

KELLEY, MARSHALL  Tu  SHAWNEE  MISSION 

KELLY  MU, A CHRISTINE,  HAYS 

KELLY  MU, DAN  A,  TOPEKA 

KELLY  MU, JUDITH  A,  WICHITA 

KELLY  MU,M.L'CHELE,  SHAWNEE  MISSION 

KELLY  MU, ROBERT  U,  WICHITA 

KELLY, JIM,  KANSAS  CITY, MO 

KENAGY, ROBERT  S,  WICHITA 

KENDALL  MU, TOM  E,  WICHITA 

KENDRICK  MU,J  GILL.EFi.-AN,  WICHITA 

KENNALLY  MU, KEVIN  P,  SABETHA 

KENNEDY  MU, GERALD  T,  WICHITA 

KENNEDY  MU,L  ELAINE,  LAWRENCE 

KENNEDY, CHRISTOPHER  S,  LEBANON, NH 

KENNING  MU,GERAI..D  F,  HUTCHINSON 

KENNY  MU, LAURA  M,  SHAWNEE  MISSION 

KEPES  MU,. JOHN  J,  KANSAS  CITY 

KERBY,GUENUni.YN  S,  SHAWNEE  MISSION 

KERLEY  MB, SPENCER  U,  SHAWNEE  MISSION 

KERR  MU, GERALD  F,  FORT  SCOTT 

KERUIN,MFRRTTT  M,  SHAWNEE  MISSION 

KETCHUM  MU,IYNN  U,  SHAWNEE  MISSION 

KETTER  MB, IVAN  C,  SIOUX  CITY,IA 

KETTERMAN  MU, DIANA  K,  WICHITA 

KEYES  MU,M.LCHAEL  J,  WICHITA 

KEYS  wJR  MU, ROBERT  C,  TOPEKA 

KHARE  MD,PRATIBHA,  KANSAS  CITY 
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KH.TCHA  h.i;i , GYANCHAND  J.  WICHITA 
KHGURY  MIW  GEORGE  H,  WICHITA 
KIFER  iilGC  JAMES,  HAYS 
KIHM  MD,AI..BERT  A,  CHANUTE 

KIL. LEN, DARREN  E,  KANSAS  CITY 
KILPATRICK  MD, CHARLES  H,  WICHITA 
KIM  MD,JGNG  M,  KANSAS  CITY 

KIM  MH,PAIK  N,  WICHITA 
KIM  MIGYONG  W,  ( GPEKA 

KIM, SUCHA,  JUNCMON  CITY 
KIMDALL  Mi;t, RICHARD  R,  MANKATO 
KIMBLE  MD, JAMES  A,  WICHITA 
KIMMEL  MD, KENNETH  K,  HALSTEAD 
KIMPLE,KRIS  G,  WICHITA 
KIMURA,LYLA  S,  SHAWNEE  MISSION 

K I MUR A, STEPHEN  H,  SHAWNEE  MISSION 

KINDLING  MD,PAUL  H,  TOPEKA 

KINDRED  MDJ...YNN  H,  KANSAS  CITY, MO 

KINDF^*ED,BRIAN  C,  SHAWNEE  MISSION 

KING  MD, CHARLES  R,  KANSAS  CITY 

KING  MD, WILLIAM  T,  GREAl  BEND 

KING, BRADLEY  S,  WICHITA 

KING, TERESA  M,  KANSAS  CITY 

KINPORTS  SR  MD, EDWARD  B,  KANSAS  CITY, MO 

KIRCHNER  MD, FERNANDO  R,  KANSAS  CITY 

KIRCHNER, LAURA  L,  KANSAS  CITY 

KIRK  JR  MD,E  DAUID,  WICHITA 

KIRK  MD, THOMAS  E,  MANHATTAN 

KIRK, JOHN  M,  KANSAS  CITY 

KIRKEGAARD  MD, RODGER  S,  TOPEKA 

KIRSCH  MD,MARK  A,  WICHITA 

KIRWAN  MD, LAURENCE  A,  KANSAS  CITY, MO 

KISER  MD,JDHN  L,  WICHITA 

KISER  MD, WILLARD  J,  WICHITA 

K I SHORE  MD,ROY  N,  PARSONS 

K I SHORE  MD,SHEELA,  PARSONS 

KITCHEN  MD, ROBERT  R,  WICHITA 

KITOUSKI  MD, THEODORE  L,  MARYSVILLE 

KLAFTA  MD, LEONARD  A,  WICHITA 

KLEIN  MD, TERRY  D,  WICHITA 

KLEINHOLZ  JR  MD,EMIL  JOHN , TOPEKA 

KLEMM  MD,J  MARTIN,  SHAWNEE  MISSION 

KLEMMER  MD, HERBERT,  TOPEKA 

KLENDA  JR  MD, MARTIN  B,  BELOIT 

KLIEWER  MD, VERNON  L,  NEW10N 

KLINGMAN  MD, DIANE  D,  WICHITA 

KLOBASA  MD, CHARLES  L,  MANHATTAN 

KLOSTERHGFF  MD, BRUCE  E,  HUTCHINSON 

KNAPP  MD, LESLIE  E,  WICHITA 

KNAPP  MD,M  ROBERT,  WICHITA 

KNAPF'ENBERGER  MD,ROY  C,  MANITOU  SPRING, CO 

KNECHT  MD, STEPHEN  M,  EMPORIA 

KNEIDEL  MD, THOMAS  W,  WICHITA 

KNIGHT  MD, LAURA  C,  WICHITA 

KNIGHT  MD, PHILIP  J,  WICHITA 

KNUDSEN  MD,  DENNIS,  LIBERAL 

KNUTH  MD, KENNETH  L,  INDEF'ENDENCE 

KODANAZ  MD,A  AYTEKIN,  SHAWNEE  MISSION 

KOEHN  MD, NORMAN  S,  WICHITA 

KOEHN, DANIEL  J,  LEE^S  SUMMIT, MO 

KDERPER,KARL,  KANSAS  CITY, MO 

KQKSAL  MD,TOM,  GARDEN  CITY 

KGL.STE  MD,REX  J,  COLBY 

KOGNS  MD,.JESS  W,  LIBERAL 

KOONTZ  MD, JUDITH  A,  TOPEKA 

KOOSER  MD, JUDITH  A,  TOPEKA 

KORDQNOWY, RAYMOND  W,  KANSAS  CITY 

KOSA  MD,ANNAMARIA,  ST  MARYS 

KOSTER,KIM  R,  SHAWNEE  MISSION 

KOURI  MD, SAMMY  H,  WICHITA 

KOVAC  MD, ANTHONY  L,  KANSAS  CITY 

KQVARIK  MD, ERNEST  D,  TOPEKA 

KOWALSKI  MD,F’ETER  C,  IDPEKA 

KOWALSKI  MD, STEPHEN  F,  TOPEKA 

KOZIKOWSKI  MD,BEN  M,  SHAWNEE  MISSION 

KRANTZ  MD,KERMIT  E,  KANSAS  CITY 

KRATZ, DONALD  P,  WICHITA 

KRAUSE  MD, MAURICE  D,  WICHITA 

KRAUSE  MD, ROLAND  L,  WICHIIA 

KREADY  MD,JOHN  L,  WICHITA 

KREHBIEL  MD,MARK  A,  SAUNA 

KRESIE  MD, RANDALL  J,  KANSAS  CITY 

KRETSINGER  DO  ,W  BROCK,  EMPORIA 

KROLL  MD, HARRY  G,  TOPEKA 

KRUCKEMYER  MD,AL.AN  L,  SAUNA 

KRUEGER  MD,KURT  ALLEN,  SF^AWNEE  MISSION 

KRUG  MIUPAUL  E,  KANSAS  CITY 

KUBIN  MD, DORIS  A,  SHAWNEE  MISSION 

KUBIN, SUSAN  D,  WICHITA 

KUBINA  MD, GLENN  RICHARD,  WICHITA 

KUEBLER  MD, KEVIN  M,  SHAWNEE  MISSION 

KUMAR  MD,R£NU,  EMPORIA 

KUMAR  MD,SURINDER,  NFWTDN 

KUMMER, ANTHONY  J,  KANSAS  CITY, MO 

KURTH  MD,C  JOSEPH,  WICHITA 

KURTH  MD, ROBERT  H,  SHAWNEE  MISSION 

KUTILEK  MD, FRANK  J,  WICHITA 

KWAPISZESKI , BRADLEY  R,  KANSAS  CITY 

KWEE  MDrSIOE  T,  KANSAS  CITY 

KYI  MD,UIN  M,  DODGE  CITY 

L 

LABHSETUAR  MD,S  A,  JUNCTION  CITY 
LACCHEO  MD, MICHAEL  L,  TOPEKA 
LAFENE  MD, BENJAMIN  W,  MANHATTAN 
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LAHAM  MD, ALEXANDER  J,  DALLAS , TX 

L.AI  MD,JENG  Y,  WICHITA 

LAI  MD,MAX  G,  TOPEKA 

LAING  MD, ROBERT  R,  KANSAS  CITY 

LAIRD  MD,DALE  D,  OLATHE 

LANCE  JR  MD,JOHN  F,  WICHITA 

LANCE  MD, RAYMOND  W,  PITTSBURG 

LANDRUM  MD,  ALICE  L. , WICHITA 

LANG  MD, GORDON,  WAKEENEY 

LAPI  MD,RUTH  M,  SHAWNEE  MISSION 

LARSON  MD, DANUTA  OKTAUIEC,  SHAWNEE  MISSION 

LARSON  MD, DELBERT  L,  HIAWATHA 

LASH  MD,RAY  E,  SHAWNEE  MISSION 

LASLEY  MD, MICHAEL  B,  HAYS 

LASNIER, JOSEPH  M,  KANSAS  CITY 

LATIMER  MD,KA1HERINE,  WICHITA 

LAUDERT  MD, SUSAN  E,  WICHITA 

LAUER, DAVID  K,  WICHITA 

LAUNEY  MD, WALTON  S,  TOPEKA 

LAURY  MD, DAVID  G,  SAVANNAH , GA 

LAUVER  MD,MARY  ANN  BEATTIE,  WICHITA 

LAVA  MD,CHIRUND,  PARSONS 

LAW  MD, FINDLEY,  ELLINWGOD 

LAUHEAD,JEFF  D,  OSAWATGMIE 

LAWHORN  Mil, CHARLTON  D,  KANSAS  CITY 

LAWHORN  MD, STEPHANIE  LU,  KANSAS  CITY 

LAWLESS  MD, HAROLD  L,  BLUE  RAPIDS 

LAWN  MD, CLAUDIA  A,  WIC:HnA 

LAWN  MD, RAYMOND  A,  WICHITA 

LAWRENCE  MD, GILBERT  A,  SAUNA 

LAWRENCE  MD, LINDA  M,  SALINA 

LAWRENCE  MD, MICHAEL  K,  SAUNA 

LAWSON  MD, DWIGHT,  TOPEKA 

I.AWWIL.L  MD,  THEODORE,  KANSAS  CITY 

LAYBOURNE  JR  MD,PAUL  C,  KANSAS)  CITY 

LE  md,c;huong  dug,  garden  city 

LEAHY  MD, .JAMES  D,  SHAWNEE  MISSION 

LEAR, REX  V,  WICHITA 

LEARNED  MD,  GEORGE  R,  LAURENCF: 

LEATHERS  MD, HOLLIS  K PAl  , SFIAWNE:E  MISSIfJN 

LEE  JR  MD, EDWARD  S,  WICHITA 

LEE  MD,  JAMFS  G,  SHAWNEE  MISSION 

LEE  MD,JAE  M,  KANSAS  CITY 

LEE  MD,KYO  R,  KANSAS  CITY 

LEE  MD, MARTIN  W,  WICHIIA 

LEE  MD,R  REX,  WICHITA 

LEE  MD,SQNG  DOW,  TOPEKA 

LEE  MD,SONG  PING,  IDPEKA 

LEE  MLi,YONG  U,  EL  DORADO 

LEFT  IN6WEL..L.  MD , BRUCE  I , WKHITA 

LEFFLER  MD,PAUL  B,  PITTSBURG 

LEGASPI  JR  MD, PEDRO  L,  SFIAWNEE-  MISSION 

LEGER  MD,LEE  H,  FT  MYERS, FL 

LEHMAN,KARl  D , MI  ANGEL , OR 

LECFER  MD, WILLIAM  N,  TOPEKA 

LETS  MD, EDWARD  A,  WICHITA 

LEISY  MD, JERALD  W,  WICHITA 

LE. ITCH  MD, DAVID  A,  GARNETT 
LEIINER  MD,YORAM  B,  WICHITA 
LEMOINE  JR  MD, ALBERT  N,  KANSAS  CITY 
LEMONS  MD,SrEPHF::N  F,  ANDOVER 
LENEVE  MD, ROBERT  T,  PERK I NS, OK 
LENSKI  JR  MD, FRANCIS  X,  1 01.  A 
LENTZ  MD, WILLIAM  R,  TOPEKA 

LEO  MD, WILLIAM  A,  SHAWNEE  MISSION 

LEPSE  MD, PETER  S,  IfJPEKA 

LESKG  MD,PAUI..  D,  WICHITA 

L.ESSENDEN  JR  MD,C  M,  lOPEKA 

LESSER  MD,DANE  A,  HUTCHINSON 

LESS IN, DIANNA  L,  KANSAS  CITr,MQ 

LESTER  MLCJUHN  BUCKLES,  SHAWNEE  MISSION 

LEI OURNEAU, EDWARD  N,  SHAWNEE  MISSION 

LETTNER  MD,HANS  T,  HUTCHINSON 

LEVINE.  MD, ERROL,  KANSAS  CITY 

LEVINE  MD, WILLIAM  R,  WICHITA 

LEVINE, EDGAR  M,  KANSAS  CII I 

LEVY  MD, EDWIN  Z,  TOPEKA 

LF. WIN  MD, WALTER,  SHAWNEE  MTSSIOf'J 
LEWIS  MD,  JAMES  E,  SHAWNtlE  MISS  TON 
LIBEL, ROY,  SHAWNEE  MISSION 
EIGHTY, DAN  M,  SHAWNEE  MISSION 
L.IEBERMAN  MD, BRUCE  IRWIN,  KANSAS  CITI 
LIES  MD, RICHARD  B,  WICHITA 
LIESMANN  MD,GEOFv'GE  E,  TOPEKA 
LIESMANN  MD,.JEAN  ELIZABETH,  TOPEKA 
LILLICH, MAUREEN  A,  SHAWNEE  MISSION 
LIN  MD,JOE  J,  WTCHCIA 

LIND  I.t  MD,  EDWARD  J,  GARDEN  PLAIN 
LINDHOLM  MD, GERALD  R,  NEWTON 
LINDSL.EY  MD, CAROL.  B,  KANSiAS  CITY 
LTNDSrROM,LOR r A,  KANSAS  CITY, MO 
l-INHARDT  MD, RONALD  D,  WICHIIA 
LLNN  MD, CATHERINE  P,  KANSAS  CITY 
LISTERMAN  MD , JOHN  C,  TOF^EKA 
I.  FFTELL  MD, JAMFS  A,  WICHIIA 
LIU  MD,AL.BERT  I,  KANSAS  CITY 
LIU  MD,CHI:EN,  KANSAS  CITY 
1.  lU  MD,  JOHNS  N,  SHAWNE  E MISSION 
LIVINGSTON  D.O., DOUGLAS  P,  WICHIIA 
I.  IVTNGSION  MIi,C:HAFJ.E.S  E,  SALINA 
LLOYD  MD,JOHN  C,  EMPORIA 
l.OCKE  MD,MARI.  IN  K,  UAKEENE  I 
LOCKE, KELLY  I,  HAYS 
I OCKF-IART  MD,..)OSEPH  G,  WICHIIA 
LOEB  MD,ELBIE  L,  HAYS 
LOEFFLER  MD, JAMES  A,  WIC.HIIA 
LOEWEN  MD, WILLIAM  C,  WICHIIA 
LOGAN  MD, GEOFFREY  G,  WICHITA 
LOGAN  MD, WILLIAM  S,  TOPEKA 


LOGANBILL  MIi,VARDEN  J,  MOUNDRIDGE 

LOHMEYER  MD, KENNETH  L,  GREEN  VALLEY, AZ 

LOHNES  JR  MD,JOHN  H,  WICHITA 

LONEY,PAUL  D,  WICHIIA 

LONG  MU, EDUARD  E,  HUMBCTL.DT 

LONG  MD, LLOYD  0,  GOODLAND 

LONG  MD,  ROBERT  C,  NOFcl  ON 

LONG, TERESA  D,  KANSAS  CITY, MO 

LOF'EZ, MARIA  I,  KANSAS  CITY 

LORSBACH, ROBERT  B,  GARDNER 

LORTZ,PHTL IP  W,  KANSAS  CITY 

LOSEE  MD,JDHN  M,  UtCHITA 

L OVELAND  MD,G  CJIARLES,  LAURENCES 

LOVETT  MD,PAUI..  A,  WICHIIA 

LOVETT, BRENT  R,  KANSAS  C:iTY,MD 

LOW  MD, HAROLD  L,  WICHIIA 

LOWE  MD, STANLEY  W,  MANHAI 1 AN 

LUALLIN, SCOTT  R,  SHAWNEE  MISSION 

LUBETICH  JR, JOHN  F,  SHAWNEE  MISSION 

LUCAS  MD, GEORGE  L,  WICHITA 

LUCAS, EDDY  D,  KANSAS  CITY, MO 

LUCKEROTH  MD,LEAH  L,  WICHITA 

LUDLOW  md,mic;hae;l  G,  UICHITA 

LUEKEN  MD,LUEKE  B,  WICHIIA 

LUELLEN,  DONNA  L. , SFIAWNEE  MISSION 

LUETJE  MD, CF4ARL.es  MARION,  KANSAS  CIIY,MQ 

LUI  MD, NASON,  TOPEKA 

LUKERT  MD, BARBARA  P,  KANSAS  CIIY 

LUNA  MD, ANTHONY  D,  WICHITA 

LUNBERRY  MD, JULIA  J,  WICHITA 

LUNGSTRDM  MD,JACK  E,  SUN  CITY  UEST,AZ 

LYGRISSE  MD, DANIEL  V,  WICHITA 

LYNCH  MD, DARYL.  A,  DODGE  CITY 

LYNCF4  MD,JOHN  A,  lOF^EKA 

LYNCH  MD,MARY  A,  UICHITA 

LYNCH  MD,SEAN  R,  KANSAS  CITY 

LYONS  ..IR  MD, FRANK  C,  MANHATTAN 

LYRENE  MD, STEPHEN  A,  TOPEKA 

M 

MABEN  MD, PAMELA  S,  CHANUTE 
MAC  KILLOP  JR  MD, DANIEL,  WINFIELD 
MACARTHUR  MD, RICHARD  I,  SFIAWNEE  MISSION 
MACDGUGALL  MD, MARGARET  L,  SHAWNEE  MISSION 
mace;  MD, RONALD  D,  JUNCTION  CITY 
MACFARLANE  MD , DOUGLAS  B,  OLATHE 
MACY  MD,N0FW4AN  E,  SAUNA 
MACY  MD,TED  L,  SALINA 

MADDEN, CATHERINE  E,  SALT  LAKE  CITY,UT 
MADDOX  MD,C)WEN,  WICHITA 
MADISON  JR  MD,WAF<D  N,  UICHITA 
MADISON  MD,Wi;i...LARD  A,  NORTGNVILLE 
MADISON, RANDALL  W,  SHAUNFIE  MISSION 
MADRIGAL, MARILU,  KANSAS  CITY 
MADSEN  MD, GLENN  I.  , L.AUFv'ENCE 
MAGEE,  SHAUN  M,  GALVESTON, TX 
MAGIDSON  MD, ELLIOTT  ARTFIUR,  UICHITA 
MAGSALIN  MD,ROMULG  D,  HAYSVILLE 
MAIL.MAN  MD,GERSHOM,  UICHITA 
MAIN'iTER  MD, MARTIN  A,  KANSAS  CITY 
MALLORY  MD,..IQHN  A,  SHAWNEE  MISSION 
MALLOY  MD, BARRY  C,  KANSAS  CITY 
MALONE  MD, DAVID  G,  SHAWNEE  MISSION 
MALONE  MD, EUGENE  M,  HALSTE-AD 
MANAHAN  MD , G EUGENE:,  LAWRENCE 
MANASCO  MD, RONALD  R,  WICHITA 
MANDELBAUM  MD , MARK  A,  Wlt^HITA 
MANGLER  MD, VICTOR  R,  PLEASANTON 
MANGOLD  MD,JOEL  VOYCE,  KANSAS  CITY 
MANi:;UOGI...U  MD,ALI  B,  SALINA 
MANI  MD,MANI  M,  KANSAS  CITY 
MANLEY  MD, JOSEPH  W,  SHAWNEE  MISSION 
MANNING  MD,ROBEF<T  T,  WICHITA 
MANSOUR  MD,BADie  S,  UICHITA 
MANTZ  MD, PRANK  A,  SHAWNEE  MISSION 
MARCHBANKS  MD, DONALD  L,  SALINA 
MARG0LIS,MJC:F4AEI.  T,  SHAWNEE  MISSION 
MARPLES  MD,  BRADLEY  W,  TOF'EKA 
MARPL.es  MD, DOUGLAS,  DODGE  CITY 
MART-:  MD, GARRETT  L,  SFIAWNEE:  MISSION 
MARSH  MD, HENRY  0,  UICHITA 
MARSHALL  MD,B  M,  TOPEKA 
MARSHALL  MD , GEOFCGE  W,  SALINA 

mar‘;;hal.l  md,roger  w,  bt  pettersburg,i-l 

MARSHALL,  STEF-’HEN  R,  WICHITA 
MARTIN  JR  MD,GLEN  E,  UICHITA 
MARTIN  MD, CLYDE  V,  FAIFcPIEL.D  , CA 
MARTIN  MD,HUGH  B,  ST  LOUIS, MO 
MARTIN  Mil, JOSEPH  P,  KANSAS  CITY 
MARTIN  MD,JUAN  E,  KANSAS  CITY 
MAFniN  MD,  NORMAN  I.  , KANSAS  C:[TY 
MARTIN  MD, OLIVER  L,  SALINA 
MARTIN  MD, RONALD  L. , UICHITA 
MARTIN  MD, WILLIAM  0,  TOPEKA 
MARTINEZ  MD,JGSE  A,  KANSAS  CITY 
MARTINSON  MD , EDUARD  E,  KANSAS  CITY 
MARVEL.  MD, JAMES  EBBERT',  ARKANSAS  CITY 
MARVIN  MD, NORMAN  G,  SHAWNEE  MISSION 
MARX  do,will:i:am  h,  aurof;;a,co 
MARYMONT  JR  MD, JESSE  H,  UICHITA 
MASON  MD, ROGER,  PRATT 
MASSOTH  MD,GUE  V,  TOPEKA 
MASTERS  MD,FRANC;rS  W,  KANSAS  CITY 
MASTID  v.]R  MD, GEORGE  J,  UICHITA 
MATASSARIN  MD,BEN..)AMIN  M,  WICHITA 
MATASSARIN  MD, FREDERICK  W,  WICHITA 
MATHEWS  D 0,THGMAS  G,  GARDEN  CITY 
MATHEWS  MD, DAVID  R,  SHAWNEE  MISSION 
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MATHE-US  Mi:i , RGBERT  MAJOR,  OHAUNEE;  MISSION 

MATHELJE->GN  MU, HUGH  S,  KANSAS  CITY 

MATIOCK  Mil, MARK  S,  HUICHINSON 

MATTER  MM, STEPHEN  E,  KANSAS  CITY 

MATTHEUI  MM,  WILL  I AM  1.,  OLATHE 

MATTHEWS  M* 0 * , GEORGE  E,  GARDEN  CITY 

MATTHEWS  MM, EARL.  H,  SALINA 

MAI  TICK  MD,IR'JIN  H,  HAYS 

MATTIOLI  MM, LEONE,  KANSAS  CITY 

MATZEN,TED  A,  SHAWNEE  MISSION 

MAUCH, WILLIAM  M,  KANSAS  CITY 

MA(.)CK  MM, HAROLD  C,  STOCKTON 

MAUEC, JAMES  A,  KANSAS  CITY 

MAWMGLEY  MD, MICHAEL  W,  WICHITA 

MAXFIELM  MD, RUSSELL  J,  COLORADO  SPRINGS, CO 

MAXWELL  MM,(30RD0N  E,  SALINA 

MAXWELL  MM, ROBERT  A,  SHAWNEE  MISSION 

MAY  MM, KENNETH  L,  BONNER  SPRINGS 

MC  EARLANM  M.M, GRETA  S,  CHANUTE 

MCAL.L.ASTER  Mi:i,WENDALE  E,  (jRlif.AT  BEND 

MCBOYLE  MM,MARILEE,  WICHITA 

MCCANN  MM, PATRICK  E,  FORT  SCOTT 

MCCANN  MM,WIL,L.IAM  E,  OLATHE 

MCCARTER  MM, DUANE  K,  TOPEKA 

MCCARTHY  MD,AILEEN  C,  TOPEKA 

MCCARTHY  MD, ROBERT  P,  KANSAS  CITY 

MCCAUGHEY  MB , HUGH  W,  SHAWNEE  MISSION 

MCCLANAHAN  MD,WARD  A,  WICHITA 

MCCLEAY, PETER  M,  WAlERLOO,NE 

MCCLELLAN  MM, ERNEST  L,  WICHITA 

MCCLELLAN  MM, JOHN  W,  MENUER,CO 

MCCOLLUM  MD, WILLIAM  B,  LEAUENWORTH 

MCCDMAS  JR  MM,MARMAMUKE  B,  TOPEKA 

MCCORMICK  MM, EUGENE  CARL,  WEU.INGTON 

MCCOWEN  MB, HERBERT  M,  SHAWNEE  MISSION 

MCCOWN  MD, ROBERT  B,  WICHITA 

MCCOY  MM,C  PATRICK,  WICHITA 

MCCOY  MD, CHARLES  P,  WICHITA 

MCCOY  MB, CHARLES  I,  HUTCHINSON 

MCCOY  MD, MICHAEL  T,  TOPEKA 

MCCOY  MB, RONALD,  DODGE  CITY 

MCCRAE  MD, SPENCER  C,  SALINA 

MCCUL.LOUGH  MB,  JAMES  P,  WICHITA 

MCCULLOUGH  MB, ROBERT  C,  GOOBLANM 

MCCLJNE  MB, MARK  A,  SHAWNEE  MISSION 

MCDONALD  MB, KEVIN  R,  HAYS 

MCDONALD  MB,L.AFv*RY  0,  KANSAS  CITY, MO 

MCDONALD  MD, THOMAS  L,  KANSAS  CITY 

MCDONOUGH  MD,U  DAUID,  WICHIIA 

MCEACHEN  MD, WILLIAM  H,  SHAWNEE  MISSION 

MCELHINNEY  MD, CHARLES  F,  BODGE  CITY 

MCELROY  MB, ROBERT  T,  TOPEKA 

m(;:elroy  md,wilbur  j,  topeka 
McGINNESS  MD,  MARILEE  K,  LAWRENCE 
MCGRATH  MD, BARBARA  A,  SHAWNEE  MISSION 
MCGREGOR, PATRICK  E,  KANSAS  CITY,MC) 

MCGUIRE  MD, WILL I AM  F,  WICHITA 
MCHENRY, TERESSA  J,  WICHITA 
MCKAY  MB, ROBERT  S,  WICHITA 
MCKEE  MB, LEG  F,  OCEANSIDE, CA 

MCKENNA  MB,MICHAEI J,  FORT  SCOTT 

MCKENZIE  MD, PAMELA  G M,  SHAWNEE  MISSION 
MCKERRACHER  MB, ROBERT  B,  DERBY 
MCKINLEY, DOUGLAS  L.,  SHAWNEE  MISSION 
MCKINNEY  r;i,0»  , SHARON  L,  TOPEKA 

MCMTTRICK  MD, RICHARD,  SHAWNEE  MISSION 
MCKNIGHT  MB, ELLIS  B,  ALMA 
Mt:LAIN  MB, KENNETH,  RANSOM 
MCMASTER  MB,  JOHN  F,  WICHITA 
MCMEEKIN  MB, SHEILA  P,  SHAWNEE  MISSION 
MCMILLAN  MD,JGHN  H,  KANSAS  CITY 
MCMILLAN  MB, JON  M,  BODGE  CITY 
MCMULLEN  MB,BR(JCE  R,  WICHITA 
MCMUL.L.EN  MB, JOSEPH  E,  HUTCHINSON 
MCNEIL  MD, ELBERT  B,  MANHATTAN 
MCNICKL.E  MB,GECJRGE  A,  WICHITA 
MCOUEEN  MD,BAUID  ARNOLD,  WICHITA 
MCOUl TTY, CHRISTOPHER  K,  KANSAS  CITY 
MCOUITTY,DWAYNE  A,  KANSAS  CITY 

MCRAE  - i:ie;:nni  ng  md  , f*atri  c:i  a , wi  ch  i t a 

MEANS  MD,MILA  LEE,  UALLEY  CENTER 
MET^UST  MD, WINSTON  K,  KANSAS  CITY 
MEDHAT  MD,MGHAMED  A,  KANSAS  CITY 
MEE  MD, ADRIAN  W,  OLATHE 
MEEK  JR  MD, JOSEPH  C,  WICHITA 
MEEKER  II  MB, BRUCE  P,  WICHITA 
MEEKS,  MARK  A,  KANSAS  CITY 
MEGIBOW  MD,AL.AN  B,  TOPEKA 
ME I DINGER  MB, RAY,  HIAWATHA 
MEIDINGER  MB, RICHARD,  TOPEKA 
MEIER, PATRICIA  A,  WICHITA 
MELEAN  MB, JAIME,  WICHITA 
MELEAN, PATTY  A,  KANSAS  CTIY 
MELHAM, THOMAS  J,  KANSAS  CIIY 
MELHORN  MB,.J  MARK,  WICHITA 
MEL.HORN  MB, KATHERINE  J,  WICHITA 
MELIN  MB, BRUCE  B,  GARDEN  CITY 
MELROSE, Z I ANA  A,  SHAWNEE  MISSION 
MENAKER  ML(,..IEROME  S,  WICILtTA 
MENBIOLA  MB,AMBRIOSIO  P,  LEAUENWORTI 1 
MEND I ONES  MB,L  MARLENE,  WICHITA 
MENBIONEB  MD,RUPER1(I  B , WUJIllA 
MENBLICK  MD,R  MICHALt.,,  OLATHE 
MEINEHAN  MB,H  JAMES,  WTI  HJ'fA 
MENKING  MB,F  W MANTREB,  WICHIIA 
MENKING  MD, SUSAN  MARGARET,  WICHITA 
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MENNIN(3ER  MD,KARL  A,  TOPEKA 

MENNINGER  MD, ROBERT  G,  TOF’FKA 

MENNINGER  MM,  ROY  W,  TOI ‘EKA 

MENNINGER  MH,W  WAi  1 F R , TUr’EI-.A 

MENNIN13ER,BRENI  1),  KANSAS  CITY 

MENZIE,1..ISA  B,  KANSAS  CITY 

MERCABER  MM, MARIO  S,  WICHITA 

MEREDITH  MD,W  TOM,  WUHITA 

MERII-IELD,CHRTS  TOPHER  B,  SHAWNEE  M I SSTflN 

MERKEL.  MD,EAFvT..  B,  RUSSELL 

MERRIFIELB  MB, TERRY  S,  WICHITA 

MERRITT  MB,  JOE  P,  GKl.AHriMA  C:i.Tr,DI': 

MERRITT  MB,W  HENRY,  I.  li  AUENWOK IH 

MERSHON  MD,  JAMES  C,  W.irHlTA 

MESSAMORE  MD, DEBRA  I.,  WICHITA 

MESSNER  MD,STAN  A,  WTCHTTA 

METZ, BRIAN  A,  KANSAS  CITY 

MEYER  MB,0  WAf-.'RE'N,  lUPEKA 

MEYER  MB, WARREN  E,  WICHIIA 

MEYER, MARK  C,  KANSAS  CITY 

meye:rs  mb,stephen,  garden  city 

MEYERS,  JOHN  J,  S F'ASAICNA,EA 
MHATRE  MB, VI JAY  R,  TOPEKA 
MICHAEL.LE,CAKA,  KANSAS  (11 Y 
MICHEL  BACH  MB,  ALBERT  P,  UiCIEE  TA 
MIGL.IAZZO  MB,  CARL  V,  SHAWNEE-  fUSSIUN 
MIGUELINO  mb,  OLIVER  M,  EMI’ORIA 
MIH  MB,  ALEXANDER,  CHANH  I F: 

MIL!  ELD  MB,BOU(.iLAS  J,  WICHITA 

MILLER  MB, DAVID  PATERSON,  WKHIIA 

MILLER  MD,BEAN  M,  PARSONS 

MILLER  MD, DENNIS  W,  KAN‘>AS  C;i  TY 

MILLER  ML'SUDN  E,  WICHIIA 

MILLER  MM, EARL  E , PIT  I :tBURG 

MILLER  MD,ELBEN  V,  SALINA 

MILLER  MD, FRANKLIN  R,  WINFIELD 

MILLER  MB, FREEMAN  LANCE,  SHAWNLI  hlSSION 

MILLER  MB,  HERBERT  C,  NCiRF  ORB  , C T 

MILLER  MB, KEVIN  E,  WICHITA 

MILLER  MB,PHIL1F-,  ANTHONY 

MILLER  MB, ROBERT  E,  GARDEN  CIIY 

MILLER  MB, ROGER  M,  DERBY 

MILLER  MB, STEPHEN  FRANCIS,  F'ARSONS 

MILLER  MB,TOBB  A,  WICHITA 

MILLER, CHRISTOPHER  B,  AUGHS I A , GA 

MILLER, DAVID  A,  KANSAF<  ( ]TY,Mll 

MILLIGAN  MD, DONALD  B,  KANSAS  CITY 

MIL.L.S  JR  MB, PHILIP  E,  TOPII.A 

MILLS  Mil, CHARLES  D,  WICHIIA 

MILLS  MD,KIIa-K  C , WICHITA 

MILLS  MD, MELISSA  J,  KANSAS  CIIY, MU 

MILLS  MB, PHIL  IP  R,  WICHITA 

MILLS  MBtSTEI -HLN  C,  HUTCHINSOH 

MILLS  MB,  VERNON  A,  LL  AVI:  NUIORT  H 

MILLS, CRAIG  G,  KANSAS  CITY 

MINGES  MB, TIMOTHY  J,  WESTMORELANB 

MINGLE  MB, RALPH  R,  SHAWNEE  MISSION 

MINNS  MIMTAROl.B  0,  WICHITA 

MIRANDA  MB, JOSEPH  R,  ULCHIIA 

MJSKEW  MB, BON  B W,  SHAWNEE  MISIvTON 

MITCHELL  MD,ALEX  C,  LAWRENCE 

MITCHELL  MB, SUE  M,  KANSAS  CITY,MH 

METIIHLLI.  , DEANNA  SUE,  LACtGNE 

MOBBRELL  MD,C;AROl  A,  I AWF-'ENCL 

MOBELL,  ELLEN  M,  SITAWNLE  MISSION 

MOULIN  Ml  I,  HERBERT  C,  TOPFTnA 

MOEU.  ER  MB,I.:HRTST0PHER  a,  WICHI  TA 

MOE.LL.ER  MB,BHNALn  B,  KANSAS  C ITY 

Ml.lir-AT  MD,  ROBERT  E,  SHAWNEE  Ml  SC)  ION 

MOHL.ER  MB, JACK  M,  ABILENE 

MONIERO  JR, CARLOS,  KANSAS  CITY 

MONTGOMERY  Ml.i,LL.UYB  BAN,  HALSTEAD 

MONTGOMLLRY  MB, MICHAEL  L,  EMPORIA 

MONTGOMERY  MB,  THOMAS  AL.LFN,  '.ABETHA 

MONIGOMERYSHORT  MB, RUTH  G,  WICHITA 

MnOF<E  MB, DENNIS  F , WICHITA 

MOORE  MB  , ROBERT  , HOTS  I Nl.I  I ON 

MOORL  MIi,f-:riBI.,:RT  F,  CANTY 

MOORE  MB, WAYNE  V,  KANSAS  CLIY 

MOORE, ROBERT  M,  KANSAS  C LTY 

MOORE, THOMAS  A,  UlCHI TA 

MOORHI  AB  JR  MB,F  AL  L.T  N,  Nl  TIDE  SI  lA 

MC)I<AN  MB, .JON  FREDERICK,  KANi^AS  C I H 

MORFFI  MB,  RAUL.  R,  KANC.AS  C.IT  Y 

MORGAN  II  MB, DAVID  LLOYD,  OLAIHi: 

MORGAN  III  MD,I  CiLIIS  S,  WICHITA 

MORGAN  MB,  JAMES  I,  WICIHITA 

MORGAN  MB,.lOHN  I , EML'ORIA 

MORGAN  MB, RANDALL  J,  WICHITA 

MOIYGAN  MB, scon,  NI.'WION 

MORGAN, M rCHALL  C,  SHAWNEE  MISSION 

MCiRC.AN,M,L  ICH  A,  Ul  I C FI  I T A 

MORITZ  MD,RICK  S,  SHAWMFl  MISITIOH 

MORONFY  MIi,..)t.  AN  M,  SHAWNEE:  MPJUHN 

MORRIS  MIVMERI  .E  B , MTPEKA 

MORRISON  MM, I RA  R,  ATCHISON 

MORR  rSON  MB,M  FCHAEl  IT,  TOI  T:  F A 

MORRI!:>ON  MB,RIU)ARB  I..,  WLCHITA 

MORROW  MB,IHOMAS  F,  WI.CIIIIA 

MORTON  MBtRODERl  A,  ARKANSAS  lYITY 

MCJSIF'R  MJ.GSIANI.EY  ..JAY,  WICHUA 

MCiUE.RY  MD,UUI  I lAM  E,  SAl  FNA 

MOURY  MD,GERA(  D I , MANI  lA  CTAN 

MOYtiS,  ANDREW  L,  !,HAWNn  MLSSION 

MUEHI  BI,:RGER  mb,  JAMES  .),  SHAWNJ  :F.  MISSION 

MOELLER  MB  , ARNOLD  V , I 01  ‘EKA 

MUr:  I LER  hD,.i  KENl,  SHAWNI  I:  MISsCON 

MUELLER  MD,VERMLITE  A,  WICHIIA 

MUr  III  MB,  JOAN  B,  WICHI  LA 


moker.il;e,sanbef-.I  ',  Kansas  c i i y 

MIMllR  MB, SAMUEL  B,  PITTSBURG 
MUL.LINIX  MB,  JAN  fC  E-  M,  W I C H I I A 
MCJNBEN  MD, FRANK  A,  SHAWNEE  MISSION 
MHRFITT  MD,MALCOI..n  C , L INl.iSBORG 
MURPHY  MIi,DARRY  L , WICHITA 
MLJRPHY  MD,DUANt  A,  WICHITA 
Ml.JRPHY  MD,JAY  W,  SHAWNEE  MISSION 
MURPHY  MD,JUHN  P,  KANSAS  f ITY 
MUICPHY  MD,I -ATR  i:CI\  L,  WICHr  iA 
MURPHY  M(i,PAUL  M,  WIUTITA 
MHPEHY  MB,  PAUL  W,  WICLUTA 
MURF’HY  MiGEv'UBERT  C , KANSAS  CITY 
MURPHY  MB, WILLIAM  R C,  WICHITA 
MHRPH  r,  T. I MOT  HY  P,  KANSAS  f:  IT  Y 
MURPHY, WII,  I LAM  R,  SHAWNEE  MISSION 
MURF'.'AY  MD  , F F_  NT  B , W H Fl  l T A 
MURRAY  MB,W  l..i;:L,  SHAWNI ■ E MtSSCOiT 
MHRF.-UW  Mli,R  W , C5HAWNEF  MISSKTN 
MYL.RS  JR  MIgEARI  B,  INDEPENDENCE 
MYERS  MB, JO  ANN,  lUPEKA 
MYFRS  MD,W  EUGENI:,  I 01,  A 

MYRICK  md,;«u:f-hf  n w,  l awf.t  n(  r 

N 

NABOURS  MTgRICHARB  E.G  K.lt 'ECA 
NADE  R ,BABKAH,  f >HAWNF  E MISS  LON 
NAGARA.JU  MB,  ARRAMRA.JI.I,  EMRORIA 
NAC.I  E, KEITH  .1,  KANSAS  CITY, MU 
NAI  BOZA  JR  iiD,FAUSMNO  M,  WEI.L.ING  TUN 
NANNL  Y MB,C.RLGORY  U..  I lU  I CHI  NSUN 
NARCISO  MB,  VICENTE  B,  ABII  IHVE 
NA!>H  MB, ROBERT  A,  liHAWMEE.  Ml  SC.lUr ' 

NATHAN  MB, WILLIAM  A,  TOREK A 

NAUER  MD,t'AHLA  LOU,  SHAWNEE  MISSION 

NA'.-' LCF.AS  MIgLI  ONARB  A,  SHAWNEE  MLSS.ION 

F'AZAI-'H.J  MIGLII.  IANA  I;  , SHAWNE  E MISC.IHN 

NE.I  I-  MTgDOIH.J  STEVENS,  CHANUTE 

NEFF  MD, JAMES  R,  KANSAS  CITY 

NIL  i:  BURGER  MB,  JAMES  B,  SHAWNI:  F MTSSIGN 

NFIGHBCiR  MB,  ELRNLMT  II,  KANSAS  Cl  T Y 

NEIGHBOR  MB, GAYLORD  C,  KANSAS  CITY 

NEIL  MD,R0Y  N,  HAY!,. 

NILIS  MB, RAUL  IT,  SAL.-INA 

NE.I..L1S  MlGSfEF’HANIF  F' , FLICHITA 

NELSON  JR  MTGGI.JSI  H,  WICHITA 

NLI  ;.0N  MIgBRYAN  ( , SHAWNEF  MISSION 

Nil. SUN  M.D,. DOUGLAS  L.ERGY,  FJHAWNEE  MISSION 

NI  L.  SUN  M.(i,GLRAI...D  B,  WIC;I  HTA 

NET  SUN  MLGJUHN  B,  SHAWNEF  MISSH.JN 

MEL.r.fJN  MD,F'I  CFIARB  0,  L .AWF\*EN(  :E 

Nl  I SON  MTgRI.JSSEI  L ALAN,  WICHITA 

NlLSCJNMlGl  I HGILNI;.:,  I CIRT  SC(  J ( T 

NELSON,  BRENDA  S,  F.ANSAS  CITY 

Nl;  L SCIN,C:HAR).  E S G,  I.HAUINEE  MISSION 

NEi..SUN,MARIAN  K,  CLAY  CENILR 

NL  LT..ON,  MARK  T HI.  OBORL  , KANSAS  (ITY 

Nl  .l...!:iON,CJANCY  A,  (.JTNCURDI A 

NE.:.>hI(H  MD,!„FSLIE  W,  WICHITA 

NETHERTON  MU, DAVID  M,  WICHITA 

NE.UBAULR,  MAITU.JS  A,  SHAWNEE  MISSION 

Nl  III:  NviCHWANBI. LIT  MB , . JOHN  , HOX  LE 

Nl  I lEMSC  HWANBE LIT  MB  , JOHN  ITAN.B,  MGXI  E 

NEUER  MB, FREDERICK  S,  EMPORIA 

NEl  If  EL  ..B  ,BIa-E:  NBA  (,. , EMPUR’I  A 

Ml.  I JhANN  MB  , . JAMILS  W.  SAL  INA 

NEVINS  MIGITICMARB  I...,  LIBERAL 

NEWBY  MD, JAMES  P,  WICHITA 

NLWCCiMB  MD,  WAIT'D  M,  MAYS 

NEWMAN  MB,  CARL  T,  CONCGITBIA 

NE  WMAN  MB,C  I„  IE  FCJITB  B,  PITTSBURG 

NLWMAN,MARK  A,  SHAWNEE  MISSION 

NEWSOM  MB,F  CAITTEIT,  WI(::ll.l.  (A 

NEWT H, ROBERT  C,  SHAWNEE  MISSION 

NEUITON  MB, CHARLES  IT,  l- RESNCJ , ( TA 

NGUrl  N,  Kl  lANH  X,  KAN'IAS  CITY 

NEBBLLLINK  MiGLAITITY  WAYNL  , KANSAS  CITY 

NI.CE  MB,G  WILLIAM,  I OPLKA 

NIUIOL.S  MB,  JON  C , SHAWNEE  MISSION 

NICHOLS  MIGITOBLITT  IT,  RJITT  SCOTT 

MHKILL.L.  MB,  UENUn.l.  K , SALINA 

NIEDI;:REI-  mb,  DAVID  W,  DERBY 

NIELSEN  MB, MARY  I , WICHITA 

NEEMAN  MB,J(.)ITN  I... , SI-IAWNEE  ML  SSI  ON 

NLENSTE.Bl  MB,  JOHN  F,  SON  CITY,AZ 

NIGI  GSTEPHI  N S,  SHAWNEE  MISSION 

NIOFIIILNGAL.I.  MIgBIANL;  J KILCIII 

NIKNLA  MIGMOKTEZA,  GARDNER 

NIXON  M.B,  JAMES  L , BODGE  CITY 

NIXON  MUflTICI  lAlTD  R,  SALINA 

NIXON  MB, Will  lAM  A,  UUCTITTA 

N T XON  , BAV  I.  B , CHAIa'LES  TON , SC 

NO.BI...E  M.B,  MARK  .,J , KANSACi  CITY 

NHI,  l.,A,l„C)ITAINE  L BROWN,  WLCIILTA 

N(li:ilT,BHOEK  MB,I  YL.F  J,  HAYS 

NORMAN,BILN..IAMIN  IT.  B(,JRI,  LNOniN 

NHiTRIS  MB,I.:HAR1  .!  Y W,  KANSAC;  CITY 

NORRIS  MIG  ROBL.ITT  P,  WICHITA 

NORTH  MIGBHITIS  C-,  WICHITA 

NGITTITUlAY  MB,BANJI:;L  P,  TOPILKA 

NHRION  MIGKI.  NME  (M  A,  ! >1  lAWNLL  IL  MISSION 

MORION  MD,IT()BI  R'T  K,  ML  CHI  TA 

NOSI.I  MI.GJUAN  C,  SHAWNEI:  MISSION 

NOIHNAGEI  MI.GARNOI,  D F,  SHAWNI  IL  MISSION 

NOVOINY  M(GPE  TTTT  ( , TOPEKA 

NHI  L,  MB,W  i;i.  I.,  I AM  G,  SAl  LNA 

NHNI  MAKER  MU, MARION  1.,  HOUIHNSON 

NUNI  I Y,PITLlT(.:i  B,  KANSAS  CITY,MO 


(MAT-NUN) 


NrHERG  MDrF'  R’RDKMK  F , ( OUIANDA 

NYF  hUfC  FRIKt  BHAUNEF  MtSSlON 

0 

G'-E{nYN:l;c:K  t:i:  MinpAUL  i.fgnard,  Kansas  city 

O'DELL  MD,M:i;CHAEL  L,  KANSAS  CITY 
n'DfiNNELl.  JR  NDJ..FaNARD  A.  WICHITA 
O'DONNELL  hluHARRY  EJ  JUNCTION  CITY 
O'DONNELL, JANA]  E,  UHCHITA 
O'NOL  MtiJ\'OBLRT  H,  TOPEKA 
0D0UF;;N  NIcRODERI  I.,  lOPHKA 
DCHSNER  MD,DRUCE  B,  WICHITA 
ODENHEIMFIR  f1D,DURTF<AN  J,  WICHITA 
ODC-iE'RS  ND, RODNEY  K,  PIT-ISBUI^'G 
OEHME , STEPHEN  F,  KANSAS  CITY 
0E;L.SCHL.AGER  MD,Fi:ONAI,..D  D,  LAWREiNCi;:; 

OHMAN  MD, RICHARD  J,  DODGE  CITY 
OHHARr  MD, RICHARD  0,  OAKLEY 
DID  MD, JERRY  L,  ARKANSAS  CITY 
GLi;VE  JR, MD, ROBERT  J,  WICHITA 
Ol.NEY  MD, ROBERT  D,  MANHATIAN 
OLSEN  MD, PHILLIP  S,  EL  DORADO 
OLSEN, TIMOTHY  W,  KANSAS  CITY 
OLSON  MD,Cl.ITUS  W,  WESTPORT, CT 
OLSON  MD,DAN  E,  WICHITA 
OLSIDN  MD,  ERWIN  T,  NEWTON 
OLSON  MD, THOMAS  H,  SHAWNEE  MISSION 
OLSON, INOER  L,  KANSAS  CITY 
ONG,CATF-IERINE  M,  SHAWNEE  MISSION 
OPENSHAW  MD,CALOIN  R,  HUTCHINSON 
ORCHARD  MD,RI(:;HARD  a,  LAWF\'ENC:E 
ORR  hD, STEVEN  M,  KANSAS  CITY, MO 
ORTH-DAALMAN  MD, DIANE  M,  WICHITA 
OSDERN  MD,LIDA,  LAWRENCE 
OSBORNE  MD, CONRAD  C,  WKJ-IITA 
OSE, KEVIN  J,  KANSAS  CITY, MO 
OSGOCJD  MD, GEORGE  M,  ‘J-IAWNEE  MISE>ION 
□SIO  MD, ANTONIO  I . , WICHITA 
OSDBA  MD, WILLIAM  G,  WICHITA 
OSIER  MD,.. JOYCE  A,  WICHIIA 
GTIINGER,C.HRISIOPHER  M,  KANSAS  CIIY 
GUANO  JR  hD,BIDIANO  B,  WICHITA 
aVERF.IEl.D,A  SCOTT,  SHAWNEE  MISSION 
GWEN  III  MD,. JAMES  W,  TOPEKA 
OWEN  MD,I  ARUE  W,  WICHITA 

OWEN  md,pef;;e  a,  wichiia 

DWEN,MEDGE  D,  KANSAS  CITY, MO 

OWENS  .)R, WILLIAM  S,  SHAWNEE  MISSION 

OWENS  MD, DAVID  B,  SHAWNEE  MISSION 

OXLER  .JR  MD,JOHN  EDWARD,  KANSAS  CITY 

OXLEY  MD, DWIGHT  K,  WICHl LA 

OYER  MD,  FREDERICK  R,  HUTCHINSON 

OYLER , .JONA I LIAN  M , WEI  .L,  SVIL.LE 

P 

PACE  MD,JOHN  D,  l"■ARSf:^N;ii 

PAGE  MD,Fv'UTH,  WltT-IITA 

PAI  MD,RADHA  V,  PAI-ilSONS 

F>AI  MD,VARADAIYAJ  S,  PARSONS 

PAIGE, ANGELA  A,  SHAWNEE  MISSION 

PAL. AGANAS -TOSCO  MD,  AMANDA  L , MCCl.OLJTH 

PALKO  MD, WILLIAM  M,  WICHLIA 

PAUIER  MD,  DAVID  L,  WICHITA 

PALMER  MD, GERALD  K,  SALINA 

PALMER  MD,H  C,  J.  IBEF-’AL 

PALMER  MD, MARGUERITE  L,  OBERLCN 

PAI..MER  MD,MAFCVIN  M,  LEAVENORfH 

PALMER, APRIL  L,  KANSAS  CITY 

PAI  TAN  ,.IR  MD,.jqSE  0,  WICHITA 

PANKOU  MD, LARRY  M,  WICHITA 

PAPP  JR  MD,S  DEAN,  PITTSBURG 

PAPP  MD, ROBERT  C,  TOPEKA 

PAF<AMORE , DEANNA  S,  SHAWNEE  MISSION 

PARANJOmi  MD,SUBRAMONIAM  P,  PARSONS 

PARDO  MD, LILLIAN  G,  KANSAS  CITY 

PARDO  MD, MANUEL  P,  KANSAS  CITY 

PAREKH  MD,AJITKUMAR  M,  KANSAS  CITY 

PAREKH  MD,MADHAVI  A,  KANSAS  CITY 

PARHAM  MD, VERDUN  W,  CHANUTE 

PARKER  MD, HAROLD  L,  WICHITA 

F-ARKER  MD, JULIE  J,  TOPEKA 

PARKT£R, JAMES  A,  KANSAS  CITY, MO 

PARKS  MD, DOUGLAS  S,  SYRACUSE 

PARKS, JON  C,  WICHITA 

F-ARMAN  MD,CF<AIG  R,  GODDARD 

PARMAN  MD, ROBERT  D,  lOPEKA 

PARRA  MD, DANIEL  C,  KANSAS  CITY 

PARRA  MD, MIGUEL  D,  KANSAS  CITY 

PARRIS  MD, ROGER  D,  FORT  SCOTT 

PAF<SQNS,  JULIE  A,  WICHIIA 

PASCOA  MD,PEF^CIVAL  G,  lOF'EKA 

PASSMAN  MD, STEVEN  M,  WICHITA 

F'ASIOR  MD, VICTOR  HUGO,  EMPORIA 

PATFJ-  MD  , V I NOD  , TOPEKA 

PATRICK  MD,FF^ED  EDUARD,  TOPEKA 

PATRON  MD, RICARDO  A,  EL  DORADO 

PATf^'ON, RICARDO  F,  KANSAS  CITY 

PATRON, RUFING  B,  WICHITA 

PATTERSON  MD,JOHN  R,  SHAWNEE  MISSION 

PATTON  MD,J  MICHAEL,  WICHITA 

r->AUL, DAVID  M,  WtCJHITA 

PAULS  MD, DAN  TEL  N,  PARSONS 

PAULS, DAVID  G,  WICHITA 

PAULS, SCOTT  W,  KANSAS  CITY 


*Probationary  members. 


PAt.lLY  MD,  TIMOTHY  R,  F'RATT 

PAXTON  MD, EDWARD  SCOTT,  WICHITA 

l"’AY  MD, NORMAN  (,  WICHITA 

PAYNE  MD,J  RALI-'H,  KANSAS  CITY, MO 

PAYNE  MD,ROBEin  R,  ! OPEKA 

PAZELL  Mi:i,JOHN  A,  KANSAS  CITY 

PEAFv'CE  MD, EUGENE  W J,  SHAWNEE.  MISSION 

FJ:i:ARCE  MD,LUNETTA  M,  SHAWNEE  MISSION 

PEARSON  MD,MARK  A,  KANSAS  CITY 

PEATTE  MI.i,GARY  I...,  HUTCHINSON 

F’EC;K  MD, ROGER,  (3REAT  BEND 

PEDEFv'SON  MD,ARNOI...D  M,  PI..AINVIL.LE 

F'EDRAZA  Mil , HEJlrNANDO  , Wr:;:LJ...ING  T ON 

F-'EERY  MD, WILLIAM  H,  WICHITA 

PEES  md,ge;ralj:i  b,  aftji.l.o  bea(;:i-i,fi.. 
PEFTT.Y  md,e:i.,mi::r  d,  chi:  topa 

F'EIL  MD, MICHAEL  L,  WIC:HITA 
l••■EI...LETIER  JR  MD , LAWRENCE  L,  WICHITA 
F‘ENA,AL.EJAN.D!\'0  J,  KANSAS  CITY 
PENCE  MD, CHARLES  D,  WICHITA 
F'ENG,ANGEL.A  S,  KANSAS  CITY 
PENN, CHRISTOPHER  C,  WICHX  TA 
RENNER  MD, STEVEN  D,  WICHITA 
RENNER  MD, TIMOTHY  M,  WICHITA 
PENNINGTON  MD  , KATHERINE  , UItTIlTA 
PENTECOST  MD, RICHARD  L,  SHAWNEE  MTSSION 
PENZL.ER  MD, CINDY  E,  SHAWNEE  MISSION 
PERALES  MD, MERCEDES,  WICHITA 
F'ERDUE  II  MD,U  LANG,  TOPEKA 
PEREIRA  MD, WILLY  O,  ARKANSAS  CITY 
PERIDO  MD,DOMINADOK  T,  ELKHART 
PERKINS  MD,.JACK  L,  HUTCH  CNSON 
F-ERRY  JR  MD, LAURENCE  L,  KANSAS  CITY 
PERSONS  MD, DIANE  L,  KANSAS  CITY, Ml.) 
PETELIN  MD,JOSiEPH  B,  SHAWNEE  MISSIOfJ 
PETERIE  MB, JERRY  D,  WICHITA 
PETERS  MD, THOMAS  J,  WICHITA 
PETERS, CHRISTOF'HER  C,  KANSAS  CITY 
PETERS, ERIC  A,  PHOENIX, A7 
PETERSEN  MD, GERALD  D,  SHAWNEE  MISSION 
PETEREiEN  MD, LAURA  J,  KANE>AS  CITY, MO 
PETERSEN, MARK  I,  BONNER  SPRING 
PETERSON  ,JR  MD,EVAN  A,  WATHENA 
PETERSON  MD,DEAN  L,  TOF-'EKA 
PETERSON  MD,JACK  T,  MANHATTAN 
PETEIv'SGN  MD, JAMES  E,  SALINA 
PETEiRSON  MM, PEGGY  S,  MANHATTAN 
PETERSON  MD, ROBERT  L,  TOPEKA 
F-'ETERSON  MD, STACY  L,  WICHITA 
PETERSON  MD, VERNON  J,  TOPEKA 
F’ETTT  MD,CARL,  SHAWNEE  MISSION 
PETRIE  MD, SAMUEL  C,  SHAWNEE  MISSION 
PETRTK  MD, EDWIN  L, , TOPEKA 
PETTERSON  MD, CECIL  E,  SYRACUSE 
F'ETTEFCSON  MD,  DENNIS  CRAIG,  TOPEKA 

pettef;:son  md,0'Rutm  s,  ridgeville, in 

PETTJJOHN  MD, WALTER  J,  RUSIiELL 
PFUETZE  MD, BRUCE  L,  SHAWNEE  MTSSION 
PFUETZE  MD,KAFa.  B,  SHAWNEE:  MISSION 
PFUETZE  MD, ROBERT  E,  TOPEKA 
PHELF’S  MD, DAVID  WAYNE  , FORT  SCOTT 
F'HFLIPP  MD, JOSEPH  THEODORE,  MANHATTAN 
PHILLIPS  MD,WARF;'EN  G,  SHAWNL.E  MISSION 
PHIPPS  MD,JACK  G,  WICHITA 
PIBLIRN  MD, MARVIN  F,  WIt.HITA 
PICKENS  MD, ANDREW  I,  WICHITA 
PICKERT  MD, CURTIS  B,  WICHITA 
PIERCE  MD, CHARLES  F,  TOPEKA 
PIERCE  MD, DONALD  R,  I OPEKA 
PIERCE  MD, GEORGE  E,  KAN^JAS  C E TY 
PIEFv'SON  MD,MARK  E,  EMPOFUA 
PIERSON  MD,WEIR,  MCPHERSON 
PILCHARD  MD, WILLIAM  A,  SHAWNEE  MISSION 
P ENKERTGN, LYNNE  E,  WICHITA 
PINKHAM,CFIRIS  M,  KANSAS  Cl  TV, MO 
PINSKER  MD, JACOB  A,  WICHITA 
PJF’PIN  MD, LYNNE  K,  SHAWNEE  MISSION 
PITTS  MD, RONALD  L,  SHAWNEE  MISSION 
PIZARFv'O  MD,FE  E,  WINF  IELH 
PLOWMAN  MD,CARL  U,  Jf..WELL 
PLUMB, RENEE  L. , KANSAS  CITY 
PODREBAF-rAC,  FRANC  IS  A,  SHAUh«EF  MTSTilON 
podrebarac,pif:rre,  Kansas  city 
pOGsnr^  md,georgf:  w,  pirrsBUPG 

POKORNY , JOHN  C,  KANSAS  CITY 
POLASEK  MD, CARLA  L,  TOPEKA 
F'OL.ICH,  ANN  L,  SflAWNf-E  MJSS:).ON 
POLINER  MD,i..AURFNCE  R,  WICHITA 
POLING  MH,TFRRY  L , WII  HITA 
POLLACK  MD, SIMON,  WICHIIA 
F'OLLMAN  MD,£nANI  EY  E,  JUFT  ,rN,Mn 
POI,.J_QCK  MD, ANTHONY  G A,  WICHITA 
POL.L.Y  MDfRICHAFCD  E,  TOF'EKA 
POLSON  MD, ROBERT  C,  GREAT  BEND 
POOLE.  MD, BERNARD  T,  WICHITA 
POOLE, EDWARD  C,  KANSAS  C FTY 
F'OONAWALA  MD,HUSENJ,  KANSAS  flTY,MO 
PORTER  MD,DAVCD  M,  KANSAS  CITY 
PORTER  MD, GARRY  L,  WFCHITA 
PORTER  MD, ROBERT  D,  TOPEKA 
PORTER  MD, SUSAN  S,  KANSAS  CITY 
PORTER, SCOTT  W,  KANSAS  CITY 
PORTO  JR  MD, ANTHONY  F,  SHAWNEE  MISSION 
POTTER  MD, ROBERT  L,  KANSAS  CITY 
POULOS»E,ANIL  KUTTIKATT,  MFRCfR,PA 
POWELL  IT  MD, BENSON  M,  TOPEKA 
POWELL  MD, CAROL  W,  SHAWNEE  MISSION 
POWELL  MD, KENNETH  A,  SHAWNEE  MISSTOrJ 
POWELL  MD, WILLIAM  R,  TOPEKA 


POWERS  MD,G  ROBERT,  KANSAS  CITY 
POWERS  MD, HAROLD  U,  fTJN  CITY,AZ 
POWERS  MD,K  DEAN,  UICHCTA 
PRAEGER  MD,MARK  A,  I AUF^-'ENCE 
F’RAKALAPAKORN  MJ.i , YANYONI.) , NESS  CITY 
PREMSINGH  MD,NAL1NI  0,  KANSAS  CITY 
PRENDES  MD, CARLOS  A,  SHAWNEE  MISSION 
PRENTISS  MD, HAROLD,  NEWTON 
PRESKORN  MD, SHELDON  H,  WICHITA 
F'RESTON  MD, DAVID  F,  KANSAS  CITY 
PRESTON  MD, KEVIN  L,  SAN  ANTONIO, TX 
PRESTON  MD, RALPH  R,  TOF’EKA 
PRESTON  MD, RICHARD,  GREAT  DEND 
F^Fv’ETZ  MD,  JAMES  D,  KANSAS  CITY 
PRICE  JR  MD,LA0RAN(:L  W,  TOPEKA 
PRICE  MD,. JAMES  GORDON,  KANSAS  CITY 
PRICE  MD, PETER  G,  WINFIELD 
F'RIC  E MD, VAUGHAN  C , MCF'HE  RSON 
PRIETO  MD,. JORGE  N,  KANSAS  CITY 
PR0CHA2KA  MD,OTTO  F,  LIBEFs'AL 
PROKOP  MD,BI^ADFORD  S,  TOPEKA 
PRONKO  MD, MICHAEL  J,  SHAWNEE  MISSION 
PROUD  MD,G  ONEIL,  SHAWNEE  MISSION 
PRUITT, DAVID  E,  KANSAS  CITY 
PUGH  MD, DAVID  M,  KANSAS  CITY 
PULLMAN  MD, NORMAN  K,  WICHITA 
PULLIJM  D.O,  , RICHARD  U,  GODDARD 

PURINTDN  MU, LEW  W,  WICHITA 
PUTNAM  htULYLE  B,  WIITUIA 

Q 

OAMAR  Mi:t,  Yl  ISI  IF  , NEW  I ON 
OUTGLEY  MD, .JAMES,  SHAWNEE  MISSION 
fvUTJANO  JR  MD,F-;AM0N  h-,  inAFFORD 
QUINN  MD, CHARLES  E,  KANSAS  CITY 
GUINN  MD,jriHN  M I CHAEI  , SHAWNEE  MISSIGM 
CTUINONi;:S  MD  , ELADIO  a , T AMPA  , I L 

R 

rake:  md,me.lv:in  a,  Leavenworth 

RADOM  MD, SANFORD  D,  FORT  SCOTT 

RADOVANOV  MD , RADMl  I..A  , WICHI  TA 

RAGHAVAN  MD,RAROLA  P,  WICHITA 

F^AGHAVAN  MD,PRAKASH  V,  WICHITA 

RAINBOW  EARHART  MD, KATHRYN  A,  TOPEKA 

RA..IU  MD,A  S F-ADMA,  I OPEKA 

RALSTIN  MD, JAMES  H,  SHAWNEE  MISSION 

F^•AMIRE:7  MD,AI.IGUSUT  H,  PITTSBURG 

RAMIREZ  MD, IRENE,  PI TTSBORG 

RAMOS  MD,M.rC:HAEL  , WICTLI.TA 

RAMOS, DAVID  E,  KANSAS  CITY, MO 

fvAMSAY  MB,  GRACE  A,  TOFTKA 

RAMSEY  MD, BARTLETT  U,  TOPEKA 

RAMSEIY  MD,vJOF  A,  HAYS 

RANDALL  MD, GEORGE,  R,  WICHITA 

RANDALL.  MD, GORDON  R,  TOPEKA 

RANDALL,  ..JEFF  r^T-Y  C,  SHAWNEE  MISSION 

RANDLES  MB, MICHAEL  J,  WICHITA 

RANKIN, L.RISTIN,  KANSAS  CITY 

RANSDEL.L  MD,EDf.AR  C,  TOPEKA 

RANSOM  MD  , . lAMES  H , T0F>E:KA 

RAO  MIgKAKARAI  .A  J , L.E:AVE  NW(  IRTH 

l£-ASMUSSEN,MARK  R,  SHAWNETi  MISSION 

f<AITENNE  MD,MJTZI  E,  WF;:L  LJ  NOT  ON 

RAUSA  .-JR  MD, FRANCISCO  C,  WICIILTA 

FvAUSCH, MICHAEL  A,  WICHI  TA 

RAWCLtFFE  JR  MD, ROBERT  A,  WICHI TA 

Fs'AZEK  MD,ZAC:K  A,  WICHITA 

READ  MD, WILLIAM  T,  COI  FEYV ILLE 

READER  MDrG  WHITNEY,  WICTIITA 

REAI.S  MD, THOMAS  C,  WICHITA 

REALS  MD, WILLIAM  WICHITA 

REAZIN  MD,  UAL  TER  t.  , WICHITA 

F-:ECKL.ING  MTi, FREDERICK  W,  KANSAS  CITY 

REDDI  MD,RAGHUNATH  P,  WICHITA 

REDDY  MD,B  N,  HILL  CITY 

REDDY  MD,P  JAOANNADHA,  HILL  CITY 

REl'DY  MD,SATTI  S,  DC.iDGF-  CITY 

FC’EDDY  MD,VENUMBAL.A  C,  EL  DORADO 

REDDY, BFENA  M,  WICHITA 

REDEORD  MD,JOHN  W B,  KANSAS  CITY 

F'.'EDMCiN  DO,  MARY  L,  KANEiAS  Cl  TY 

F^'E:^.-.B  MD,RI.)NALD  JOSEPH,  KANSAS  CITY 

REE.CE  MD,A  TEIOMEN,  GARDNER 

RE.EI.;E  MD,R  [CHARD  J,  SALINA 

REED  JR  MD, WILLIAM  O,  TT-IAWNE.E  MISSIGN 

REED  MD,A  J,  WICHITA 

REED  MD,D  CHAMER,  WICHITA 

E;EED  MD*  DAVID  D , WICHITA 

fv‘E;E.-,D  Mil, JAMES  S,  LAWRENCE 

REED  MD, KENNETH  L,  KANSAS  CITY 

REED  MD,RAL.PH  R,  WASHINGT  CiN  , DC: 

REED  MD, WILLIAM  RANDALL,  WICHITA 
REEDER , ST  E:F  ■HE:N  M , !i>T  lAWNI EE  M I SS I C:iN 
FJi::B;)E:  MD,.,iACK  D,  l.:ibe;p’al, 

FREESE  MD,.IOHN  L,  I...AWRENCE 
REEVES  MD,C  STEWART,  FORT  SCOTT 

f;’e:gehr,ran(.iau..  s,  Kansas  cti.ty 

REGIER  MD, DONALD  D,  WICHITA 

Fk'I-GIER  M.CT,L.AI.iONNA  M,  COL.BY 

RF  i:CHI:;NBERGER,Fi.'ONAI...D  J,  WICHI  TA 

REI  NHARDT-WUI..F  M:D,TAISSIA  L,  GARDEN  PL  AIN 

RE  INKING  MD, VICTOR  E,  TOPEKA 

REINSEL  MD,MARK  S,  KANSAS  CITY 

RE ISM AN  MD, MICHAEL  ALAN,  WICHITA 

rf:iswig,gary  w,  Kansas  cur 

RE ISWIG, JEFFREY  SCOTT,  WICHITA 
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re:  [SZ.caLLt-EN  c,  shau)ne::e  mssiw 
Rii-.E^^xcH  MD,RONAij;i  s,  SHAWNEE;  M;i;ss:roN 
REL  .XHAN  MIi,.ViONALIi  A,  UEECHT  ( A 

re:mpe:l  miejohn  in  uicieeta 

RE;.F-'l  ogle;  MU  , CHARL  E S GF<E;;A  I t^li.-ND 
RE  rrej:.-,  GARRICK  A,  KANSAS  CITY 
F<t.'USSt::R  Mini-AYNE,  ht  WICHTIA 

Ri;::ussN0-nuEE;  A,  kanjijAS  city 
REYES  JR  MD,  FRANCISCO  A»  OTTAWA 
RE  YMONn  Min  RAL  PH  I'r  (GPRKA 

REYNOLn;;;  md pieresa  a,  wichita 

KEYNDU.lS^Mll\E  Cn  ULtCHITA 

RHOADS  MD»  ANNE.Cn  SHAWNEE  MISSION 

Es'llOADS  MinJAMES  P,  WICHITA 

RHOADS  MD,  JEI-E  RI::  Y P,  I OPEKA 

RHODEN  MDfCURIIS  I- 1,  WICUIIIA 

RHODES  I I, ROBERT  J,  SHAWNEE  MISSION 

RHODES  MD,IOAN  E,  WICHITA 

RHODES  MD, JAMES  B,  KANSAS  CITY 

RHODES  MD,I.0WE;:LL  M,  WICHITA 

RICCI  MinROBERT  I.  AWI..ER,  TOPEKA 

MCE  JR  MlSPREDERICiK  A,  KANSAS  CITY 

RICE  MB, BERNARD  P,  SHAWNEE  MISSION 

RICE, D AC ID  B,  KANSAS  CITY 

RICE,RANBALL  B,  KANSAS  CITY 

R:ICH  MD, ELDON  S,  NEWION 

RICH  MO,  JOSEPH  E,  TOPEKA 

RICinOARY  L,  KANSAS  CIFY 

RICHARDS  DO, DOUGLAS  C,  BAXTER  SPRINGS 

RICHARDS  MD, DALLAS  LEE,  HAYS 

RIC.HARDS  MD, DENNIS  D,  CLAY  CENTER 

ric:hards  md,jon  f,  salina 

RICHARDSON  MD,JAY  L,  KANSAS  CITY 
RICHARDS0N,CURTIS  J,  MARYSCILLE 
RICHMAN  MD,DANA  R,  COLUMBUS 
RICHMAN  MD,DACID  S,  COLUMBUS 
RICTITER  MD,DDN  G,  SHAWNEE  MTSSICJN 
KICK  JR  MB, GREGORY  G,  SHAWNEE  MISSION 
RJCKETTS-KINGF  ISHER  MD,DACID  J,  ror'EKA 
RIDDEL  MD,  STEPHEN  JAMES,  WICHI FA 
RIDER  MD, JAMES  W,  ATCHISON 
RIEDEL, SI  lAWN  M,  SHAWNEE  MISSION 
RIEDERER  MD, ROBERT  E,  OLATHE 
RIEGER  MD, ERNEST  H,  WICHITA 
RIEKl-lOF  MD,l-‘AUl.  L.,  SHAWNEE  MISSION 
RIESENMY, BRANDON  D,  SHAWNEE  MISSION 
RIEEEL  MD,L.AWRENCE  D,  SHAWNEE  MISSION 
RILEY  MD,RAY  B,  KANSAS  CITY 
RINDT  MD, PHILLIP  L,  PREDONIA 
RING,I\ECIN  I-,  SHAWNEE  MISSION 
R.TORDAN  MD,HUGH  D,  WICHITA 
RISENHGOCER,EDDIE  D,  SHAWNEE  MISSION 
RISING  MD, JESSE  D,  KANSAS  CIIY 
ROACH  MD, BARBARA  L,  COLUMBIA, MO 
ROACH  MD,NEIL.  E,  WICHITA 
ROAN  MD,YEAI,  WICHITA 
ROBERSON,  (;:i-!ERYL.  L.,  WilCHITA 
ROBERTS  D*0.  , ROGER  W,  WICHITA 

ROBERTS  MD, DANIEL  K,  WICHITA 
ROBERTS  MD, RICHARD  S,  I..AWRENCE 
ROBERTS  MD,SHEU;iON  D,  GARDEN  CLLTY 

robih;rt's  MD, warren  E,  TOF^EKA 

ROBEFTTSON  MD, EDWARD  J,  SHAWNEE  MISSION 

ROBERTSON  MD,.)OSEF-'H  K,  WICHITA 

Ia'OBINSON  MD, DAVID  B,  TOF'EKA 

ROBINSON  MD, DAVID  W,  SHAWNEE  MISSION 

ROBINSON  MD,EDOA!a'  I...,  BEL.LA  VISTA, AR 

ROBINSON  MB,G  DONALD,  WICHITA 

ROBINSON  MD,.JOHN  D,  SHAWNEE  MISSION 

ROBINSON  MD,JOHN  E,  WICHITA 

ROBINSON  MD,RAL.PH  G,  KANSAS  CITY 

ROBINSON  MD, RICHARD  C , KANSAS  CITY 

ROBINSON  MinFv'OBERT  H,  WICHITA 

ROBIN'iiON, RICHARD  K,  KANSAS  CITY 

ROBI...  MD,DAV:iD  A,  WICHITA 

RODERICK  MD, JAMES  E,  SALINA 

RODRIGUE^:  MD, ALBERTO,  TOF'EKA 

RODRIGUEZ  MD,PAUi...  I...,  gaIa'Di;;;n  c:ity 

Fi:DDRIGUEZ-RAMOS  MD, ERNEST  R,  SOUTH  HILI..,VA 

RODRIGUEZ, BEATRIZ  M,  WICHITA 

Fs'ODR  I GUEZ  T ci(::keFv'  mi;i  , I...  ;i;  i..  i a , w i ci- 1 :i:  t a 
Ia'Gf.'DEf;:  md , R'OBERt  e , topeka 

ROMALIS  MD, BRIAN  E,  WICHITA 
ROMEISER  MD,R'EX  S,  SALINA 
ROMEREIM,MARK  E,  SHAWNEE  MISSION 
ROMITU  MD, CYNTHIA  L,  SHAWNEE  MISSION 
ROMDNDO  MD, STEVEN  A,  OLATHE 
RONSICKJSFEVEN  0,  KANSAS  CITY, MG 
Ia'OOK  MD,L.EE  E,  KANSAS  CITY 
ROOS  MD,MAUIa'EEN,  WICHITA 
RORABAUGH  MD, DONALD  C,  ABII.ENE 
ROSALES  MD,J  EDGAR,  SALINA 
Ia-OSE  md, DONALD  L,  BEL.LA  VISTA, AR 
ROSE  Mn,;:)HELBY  D,  WICHITA 
ROSEN  MB,CAI'<L  II,  PRATT 

rosi;::n  md  , d a v :i:  d , w i c:h  :i:  t a 

Ia*OSENBEIa‘G  MD,AU,.AN  J,  KANSAS  CITY 

ROSENBERG  MD,STANTON  L,  SHAWNEF.  MISSION 

ROSENBEF<G  MD, THOMAS  F,  WICHITA 

ROSENTHAL  MD, STANTON  J,  KANSAS  CIFY 

ROSIN  MD, ROBERT  L.,  SCOTT  CITY 

ROSS  MD, DAVID  K,  AF<KANSAS  C:iTV 

ROSS  MD, DENNIS  LEE,  WIDI.ITA 

ROSS  MD,JACK  L,  TOPEKA 

ROTERT  MD  , LAR'RY  , L CJPEK  A 

ROTH  MD,ALAN  E,  KANSAS  CITY 


^Probationary  members. 


ROTHSTEIN  MD, TERRY  B,  PARSONS 
ROUDON, GREGORY  A,  INDIANAPOt Un  IN 
ROWLETT  MB,  JACK  0,  PAOI  .A 
ROY  MD, WILLIAM  R,  TOPEKA 
ROY, RISE  J,  TOPEKA 

RUBIN  MD, HERBERT  M,  SHAWNEE  MISSION 
Fv'LlBL.E  JR  MD,.,IAMES  L.  , OVERBROOK 
RUEB  MD, ANDREW  E,  SALINA 
RUHL, CONSTANCE  E,  KANSAS  CITY, MO 
RUHI..EN  MD,  JAMES  L,  OLATHE 
RUIZ  MD, CARLOS  M,  GREAT  BEND 
RUNDOUIST  MD,DETH  E,  KANSAS  CITY 
RUNNELS  Min  JOHN  B,  TOPEKA 
RUPP  MD, RICHARD  J,  TOPEKA 
RUPP,  JAMES  CLARKE:,  KANSAS  CI  I Y 
RUSSELL  MD, BRIAN  K,  SHAWNEE  MISSION 
RUSEiELL  MinPHIL.IP  W,  WICHITA 
RUTHERFORD,MARK  A,  SHAWNEE  MISSION 
RUZICKA  MD.,LAURENCE  J,  C0NC0RD:IA 
RYAN  JR  MD, RAYMOND  J,  WICHI FA 
RYAN  MD, MICHAEL  E,  SJHAWNEE  MISSION 
RYAN, SHERRY  L,  RAYTOWN, MO 
RYMER  MD,F;:CiBERT  A,  SHAWNEE  MISSION 
RYSER  MD, CAROL  A,  KANSAS  CITY, MO 

s 

SABIN  JFv*  MD,  GEORGE  M,  WICHITA 
SABOOR  MD,SYED  A,  WICHITA 
SACHDEVA  MinFv'EKHA,  DODGE  CITY 
SACHEN  MD, FREDERICK  L,  SHAWNFi:E  MISSION 
SAC;K,  JOSJEPH  M,  WICHITA 
SADIQ  MD,SULEMAN,  UICHIIA 
SAEED  MD, MOHAMMAD,  DERBY 
SAFFO  MD,KARL  S,  SHAWNEE  MISSION 
SAMUEL.  MD,CF^ANDY  C; , WINFIELD 
SANCHEZ  MD,JOSE  J,  WICHITA 
SANCHEZ  MD,R0GE:LI0,  TCiPE:KA 
SANDENO, CRAIG  A,  SHAWNEE  MISSION 
SANDERS  MD, GLORIA  D,  WICHITA 
SANDEI'v’S  MD,J  ALAN,  L..AURENCE 
SANDERS,  JAMES  E,  KANSAS  CIIV,Mf:i 
SANDERS, KARL  A,  KANFLAS  CITY, MO 
SANDNESS,  KATHLEEN  M,  KANSAS  C:iTY 
SANTOS  MD,FERMIN  M,  KANSAS  C L lY 
SANTOS  MD, JOAQUIN  G,  WICHI (A 
SANTOSCOY  MD, GILBERT  S,  WICHLIA 
SARGENT  MD,JOSCPH  D,  TOPEKA 
SATHYANARAYANA  MD , SARASWATH T , SHAWNLE  MISSION 
SAUL  MD,F  WILLIAM,  ME;  CHANICSBURG  , F A 
SAYLER  MD, JEROME,  GREAT  BEND 
SAYLOR  MD,  EDWARD  H,  TC«PEKA 
SAYLOR  MD, LESLIE  L,  lOPEKA 
SAYL.CFR  MD,MARK,  TOF'EKA 
SAYLOR  MD,RANDEL  1.  , HUICH[N!iON 
SAYLOR  MEnSTEF'HEN,  TCiF'EKA 
SCAMMAN  MD,U  WIKE,  TOPEKA 
SCAMMAN,AMY  C,  KANSAS  CITT 
SCANLAN  MDrllMGIHY  M,  UICHFIA 
SCANLAN,MARK  R,  KANSAS  Cl  It 
SCANLON  JR  MD,. JAMES  H,  HADDAM, CF 
SCANLON  MD, EDUARD  K,  KANSAS  CITY 
SCHACK  MD, STANLEY  II,  KANSAS  CITY 
SCFIAEFER  MD , JOSEPH  PETER,  SHAWNEE  MfSSTON 
SCHAFER  MD, DAN  CEL  C,  OL  ATHE 
SCHErFE.R,RUSSL.LL.  E,  KANSAS  f:]IY,MO 
SCHELL.  INGER  MD, RICHARD  P,  EMPORIA 
SCHERMOLY  MF.i,MARUN  J,  CiLATHf 
SCHXLTZ  MD, FRANCES,  UICHCIA 
SCFILACHTER  MD, ERNEST  R,  WICHITA 
SCHLAGECK  MD, JOSEPH  G,  WICHI lA 
sc:hlemmer  MD,RDGER  B,  PITTSBURO 
SCHLTCHER  MD,JGHN  E,  WCCHTIA 
SCHLICHTER  MD, KIMBERLY  A,  SHAWNEE  MISSION 
SCHLGESSER  MD, HARVEY  L,  TOPEKA 
SCHLOESSER  MD , F-ATRIC'IA  T,  TOPEKA 
SCHI.OESSER  MD,  PETER  E,  TOPEKA 
SC  HL  OESSE  R , ANNE  C , 1 OPEKA 

SCHLUETER  MD,JOHN  J,  WICITtlA 
Sf.HMEIDLER  MD  , MAV  I D ALLEN,  ARKANSAS  CITY 
SCHMID I MD, HERBERT  R,  NEWTON 
SCHMIDT  MD,MCCHAEL  J,  FOF'fKA 
SCHMIDT  MD, RAMON  WARNER,  SALINA 
St  HMIDT,KENLE  Y D,  WICHITA 
SCHMIDI,MARIY  L,  UICHTFA 
SCHNELLE  MD , JOACHIM , W [ CM  I TA 
SCHNOEBFt.EN  MD,  RF  NE  E,  KINSLE'i 
SCHOF'F  MD, CLIFTON  (.,  WICHITA 
SCHOUENGERD I, ANDREW  U,  KANSAS  CT 
SC  HOWENGERD  I , DANl  FI  B , UICI  IT  ( A 
!.iCHRAM  MD,PETr  R LHARt  PS,  lOPEKA 
SCHREF-FER  MD,ROSF  MARY,  FUAUNF  I-  MISSION 
SCHRGEDER  MD,SiDNEV  0,  LAURl.NlT- 
St;HROE;DER,F-ATPn::K  L,  WICHITA 
SCHROFF SGREGORY  P,  KANSAS  CITY 
SCHROLL  MD,vlOHN  I,  SHAUNf  F MISS:inN 
SCHUEIZ  MD,F'£RRY  N,  CiREAT  Di  ND 
StHHKMAN  MD,JAV  S,  GR'EAF  MF  ND 
SCHULZ,  IHUMAS  l\,  KAN  SAS  C [ 1 J 
St.HUYLEFnGRECvG  T,  I.AnSAS  CTTt 
SCHWARTZ  MD, EUGENE  W,  DODGE  CIIY 
SCHWARTZ  MD.V  DEAN,  WICHLIA 
SCITUinUER  MD,  RAYMOND  A,  LAURENCI' 

SCnUEGLt.R  MlGRAYhOND  A,  KANL.AS  CM  * 
SC;HWERDTFEGER,DI  BR'A  .1,  sfiawni:e  mission 
Sl::HUOf^■M  MD, CURTIS  F-',  KAMSAl-  CITY 
SCLAR  hD,WIILIAM  C,  SHAWNEE  MISSION 
scon  MinAI  LX,  .HINCJIUN  I IPi 
scon  MM,CHESIfcR  E,  SALINA 


SCOTT  MD,  WILLIAM  H,  WlfTIITA 

SCROGGIL:  , DANIEI ) , W ICH  I lA 

SEAMAN  MD, LAUREN  T,  CH..ATHE. 

SEA  ION  MD,R0BI::RF  D,  SAI.INA 

SEBREF.  MD, STEVEN  l>,  SAL  INA 

SEi:)£BRECHI  MD, STEPHEN  L,  LAURENCE 

SEGLIE  MD,ri(.)YD  R0NAL:D,  PITTSBURG 

SEGRAVES  MD,STE:VEN  D,  SHAWNEE  MISSION 

SECiRETO  DO,  MARY  C,  TOF'E  KA 

SEHDEV  MD, JOAN,  TOPEKA 

SEIDEL,DONAU:i  P,  UlllLFIA 

SEIFERT, EARNESI  D,  UICHIIA 

SEITZ  JP  MB', JOSEE'H  E,  ELLSWCtRIH 

SELIGSON, MICHAEL  S,  KANSAS  CIIY 

SEN  SARMA  M]:i,PRGNAB  K,  WICHITA 

SERRANO,  ERIC  R,  KAN':;AS  CIIY 

SETTl.E  JR  MD, RUSSELL  O,  SHAWNEE:  MISSION 

SETTLE  SR  MD,  RUSSELL  0,  TGPEI\A 

SEVIER  MD, SAMUEL  M,  MUSKOGEE, OK 

seyb,siacy  t,  whi  i[::house,cih 

SHAAD  MD, DOROTHY  J,  SHAWNL:E  MISSION 

SHAFER  MI.i,PR£S.ION  J,  WICHITA 

SHAFFEE-:  MM,KArHL.E;EN  BRAY,  SHAWNEE  MISSION 

SHAH  MD,MIAN,  earned 

shah  MD,MUKHIAR  H,  WICHITA 

SHAH  MD,NASREEN,  I ARNI;:  D 

SHAH  MD  , SHAF'.'EUF  iDl  N , HALSTFi  A1 1 

SHAPIRO  MD, WILLIAM  M,  WICHITA 

SHAF^'MA  MD,AKUN  L,  PAFv'SONS 

SITARMA  MD,S  A,  SYRACUSE 

fiHAVER,  ( IM,  WILHIIA 

SHAW  md,josi:::ph  i.  , ioplka 

SHAW  MD, RICHARD  L,  UICHIIA 
St  JAW  , DEN  I SE  L , Ti.lLSA  , OK 
S>HAU , HOWARD  A,  TUl.SA,OK 

LJHAU , jamf; m,  wichita 

SHAW,F'AMELA  K,  SHAWNLE  MISSION 

she:.ai  "OF^'  MD , DOUGLAS , ft:)i-f;:ka 
SHEARS  MD,R0BE:F<T  N,  hut  cm  NSON 
SHECHTER  md, NATHAN,  KANSAS  CITY, MO 

shle;han,maiifv'[::en  h,  shawnee:  mission 

SHEEHV  MD,PAIRTCK  G,  TOPEKA 
SFIEEIPN  MD,MARK  DOUGLAS,  ABIL.ENE:: 

LiHI  FFER  MD, KEITH  D,  DLATHE 
SHEF  F i£;:ld  MD , mic.mae;:l  a,  MANHATF  AN 
SHELI  ,JOHN  R,  SHAWNEE  MISSION 
SHE  LL  ITO  MD,JOHM  O,  WIC  HITA 
SHI  IITIO  MD,JOHN  L,  UICHIIA 
C.HELTON  MD, STEPHEN  E. , lOPEKA 
SHEl'ARD  MD,  LEROY  W,  EARNED 
SHEPARD,  SHE). LEY  M,  KANSAS  CITY 
SHEPPARD  MD,ROBERI  0,  SMI IH  CENTER 
SHER,  SCOTT  1,  KANSAf.  CIIY 

::ui  iv'ARD  h.D,..)OHri  l,  Kansas  ciiy 

SHEF-.'ARD  MD,SA1:AH  I,  KANSAS  CITY 
',:JHLRBOfnMARY  LOU,  DERBY 
L.HERIDAN  MD , RANDY  M,  SHAWNEE  MISSION 
SITLRMAN  MD,  R'OBERT  P,  KANIiJAS  CIIY 

she::f<man,de:nise  i,  Kansas  city 
shf::rvin  md, adel,  hu ictiinson 

SHERWOOD  JR  MD,CLARENC;E  E,  TOF'EKA 

SHEU  MD,W  EFLIC,  lOF'EKA 

SHIELD  md,c;harles,  WICUITA 

SHIELDS  JR  MD,.)AME::S  h,  EL  DORADO 

SHIF’F'EY  MD,.DEAN  U,  WINFIELD 

SHIVEL  MD, DAVID  0,  GREAT  BEND 

SHOPENER  MD, RICHARD  W,  WICHITA 

SHOI- STALL  MD,  WILLIAM  H,  SHAWNEE  MISSION 

SHRADER  MD,C  ERIC,  WICHITA 

SHRADER  MD, DOYLE  A,  UICHIIA 

SHRIWISE  MD,FOM  L. , ATCT  IISDN 

SI  lULMAN,  NANCY  S,  KANSAS  CITY, MO 

SHUMARD, CRAIG  J,  WICHITA 

SHURIZ  MD,GI..EN  L,  WICHITA 

SI.DI.INGER  MD,ROBERF  L.,  TOPEKA 

SIEl.J  MD,KARL  0,  SHAWNEE  MISSION 

SIEGLE  MD,LORA  A,  COUNCIL.  GROVE- 

SIEMENS  MD,CHARLaiTE  A,  WICHIIA 

s:iemf:ns  md,riohard  a,  l.yons 

SIFERS  Min  ilhi.mtY  M,  SHAWNLE  MISSION 

SII  ER  MD, EUGENE  I,  HAYS 

SILLS  MD, CHARLES  I,  NEWTON 

SILLS  M.D, THOMAS  D,  SHAWNEE  MISSION 

SILVER  MD,BRADD  J,  SHAUNElii  MISSION 

S;iMMONS  MD, R'OBERT  EARLE,  NEWTON 

SIMM(:iNS,MCD-IAEL  R,  lUAWNEE  MISSION 

SIMMS  MD, DAVID  ALAN,  WICHIIA 

SIMOES  BE  CARVALHO, VICIOR,  KANSAS  CITY 

SIMONE  MD, JOSEPH  N,  SHAWNEE:.  MISSION 

SIMONY-SC(:)L(:)FSKY,M  ANN,  SHAWNLE  MISSION 

LUMF-SON  M.D,KARE;;N  M,  KANSAS  CITY 

SIMI^'SON  MD,l<OBERT  LIMBAUGM,  OBERL  IN 

fi'IMPSON  MD,TOM  C:,  SIERL.INCi 

SIMPSON  MD, WILLIAM  S,  Tr:)Pi::.KA 

SIMS  MD , PE lER  MORR:t'S,  TOPEKA 

LLINCI.AIR  MD, RICHARD  H,  SHAWNi;;E  MISSION 

SINGH  MD,01RVAR,  ARKANSAS  CITY 

SINNING  MD,GARY,  HIAWAIMA 

SIfiK  MDtFTTI  I.I..  IF-  B , lOPEKA 

SUZMAN  JR  MD,Evr;:Ri;:Tu:::,  Kansas  city 

S.IUE::K  MD,C:|!RIST0ITII  R W,  El.  DORADO 

':;kafr  md,sfani.ey  ali  en,  eureka 

SKIBBA  MBfFaCHARD  M,  Wl  Cl  UFA 
SLAUOHTFR  , jerry,  FOI'EKA 
Si.OO  MB,  MILO  G,  SAI  INA 
SI  IJ'ISKY  Mini.AWRENCT-  JUEI..,  WICHIIA 
SMITH  JR  MD,F  LOYD  I , (TTl  BY 
SMim  JR  MD,WII  LARB  J,  WICHI  lA 
SM:I  III  MD,  ALVIN  I , W 1(111  FA 
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MlnEujyU  Er  SAI.INA 
SMiri--l  i^Ha^RUCE  C).  ARKANSAS  CITY 

SMTfH  mi:m;iali;:;  c,  albert  lea,mn 

SMITH  MB,  B AVI  II  E,  SAL  IN  A 

SMITH  MIMIGNALB  J , SHAWNEE  MISSION 

SMIIH  MBHIAROLB  R,  SALINA 

SMi:m  MB,  JOHN  B,  EARNED 

SMITH  MB, JON  A,  SAL I NAS, CA 

SMITH  MD,LINBALL  E,  WICHITA 

SMIIH  MB, MONT  A,  SHAWNEE  MISSION 

SMITH  MB, NEW  TON  C , ARKANSAS  CITY 

SMITH  MB, PERRY  MILTON,  GREAT  BEND 

SMITH  MB, THOMAS  WILLIAM,  HUTCHINSON 

SMITH  MB,IIMGTHY  WM , WICHITA 

SMITH  MB, WILLIAM  P,  SHAWNEE  MISSION 

SMITH, MICHAEL  L,  KANSAS  CITY 

SMIIH,VALDA  L,  KANSAS  CITY 

SMITH, WILLIAM  E,  WICHITA 

SNARR  MB,..iACK  W,  TOPEKA 

SNIDER, BRUCE  B,  KANSAS  CITY 

SNIBER,JOHN  M,  KANSAS  CITY 

SNCIBELL  MB,FIRMIN  E,  SHAWNEE  MISSION 

SNOOK  MB, ROBERT  RUFUS,  MIJ.-OUIM 

SNORTUM  MB, ROBERT  A,  GARBEN  CITY 

SNOW  JR  MB, ARTHUR  B,  SHAWNEE  MISSION 

SNOW  MB,BONALB  L,  LEAVENWORTH 

SNOWBARGER  MB, MARVIN  D,  EMPORIA 

SNYBER  MB, GREGG  M,  WICHITA 

SNYDER  MB, RICHARD  HENRY,  OLATHE 

SNYBER  MB,IHOMAS  E,  KANSAS  CITY 

SNYBER  , .JULIE,  KANSAS  CITY 

SNYBER, MARK  G,  WOOBLANB  HILL ,CA 

SOELBNER  MB, JAMES  0,  GRANDVIEW, MG 

SOLOMON  MB, HERMAN,  WICHIIA 

SOLTZ  MB, ROBERT  A,  WICHITA 

SOMERS  MI.i,MARV3N  M,  WICHIIA 

SONGER  MB,  HERBERT  I..,  ABILENE 

SOUCEK  MB, CHARLES  B,  KANSAS  CITY 

SPANN  MB, RICHARD  W,  WICHITA 

S5PEARMAN  MB, JESSE  L,  TUCSON, AZ 

SPEARS  MB, CHESTER  A,  EMPORIA 

SPEER  MB,L.ELANB,  KANSAS  CITY 

SPEER  MB, LOUIS  N,  OTTAWA 

SPENCER  MB,  JOHN  HAROLD,  I- OR  T SCOTT 

SPENCER  MB, MILLARD  C,  TOPEKA 

SPENCER  MB, WAYNE  E,  TOPEKA 

SPERRY  MB, ROBERT  E,  KANSAS  CITY 

SPILKER,CYN  (I  IIA  A,  KANSAS  CITY 

SPITTLER  MB, LEO  J,  SHAWNEE  MISSION 

SPITZER  MB, JEROME  S,  HUTCHINSON 

SPORE  MB, .JOHN,  EMPORIA 

SPRADLIN, MICHAEL  L, , SHAWNEE  MISSION 

SPRATT  MB, DENNIS  P,  WICHITA 

SPRINGER  MB, MARK  J,  WICHITA 

STACEY  MB  , K.LMBALL  , INDEPENDENCE 

STABALMAN  MB, ROSS  EUGENE,  I JAYS 

STAFFORD  MB, ROBERT  W,  HUTCHINSON 

STAMBAUOH  MM, ROY  A,  WI(;:ilITA 

STAMPS  MB, PHIL,  WICHITA 

STANBL.E:E  MB,1IM  E,  OL.ATHE 

STANLEY  MD,B  SCOTT,  WICHITA 

STANLEY  MB, KENNETH  E,  FT  WAYNE, IN 

STANLEY  MB,  REX  C,  PAOL.A 

STANLEY, BRAD  K,  KANSAS  CITY 

STANLEY, KENNETH  E,  WICHITA 

STARK  MB,. JAMES  R,  WICHITA 

STARKEY  MB, DAVID  J,  WICHITA 

STARKEY  MB, JERALD  L,  RUSSELL 

STARR, STEVEN  K,  SHAWNEE  MISSION 

STASS-ISERN  MB, MERRILL,  KANSAS  CITY, MO 

STAUDACHER, TIMOTHY  P,  KANSAS  CITY 

STECH  MB, JOSEPH  M,  ANBALE 

STECHSCHULTE  jR, DANIEL  J,  KANSAS  CITY 

STECKLEY  MB, RICHARD  ALLEN,  WICHITA 

STEEGMANN  MB, A THEODORE,  CARMEL, IN 

STEELBERG  MB, ELSIE,  WICHITA 

STEELE  MB, CLARENCE  H,  KANSAS  Cl TY 

STEEVES  MB, JOHN  H,  EMPORIA 

STEEVES, KIMBERLY  J,  KANSAS  CITY 

STEHR  MB, CHRIS! IAN  H,  KANSAS  CITY 

STEICHEN  MB,LIBUARB  F,  LENORA 

STEIN  MB, JOSEPH  M,  TOPEKA 

STEIN  MB, PAUL  S,  WICHITA 

STEINBERGER, CRTS! INF  C,  SHAWNEE  MISSION 
STEINZEIG  MB, SHERMAN  M,  KANSAS  CITY 
STEMBRIBGE  MB, TRAVIS  W,  WICHITA 
STEPHANZ  .JR  MB, GERALD  B,  GAINESVILLE , FL 
STEPHENS  IiC),G  MARCUS,  WICHITA 
STEI-JJENS  MB, CHARLES,  MINNEOI...A 
STEF'HENS,THAB  A,  SHAWNEE  MISSION 
STEPHENSON  MB,I._UCILL.E  C,  ST  FRANCIS 
STE  SKAL. , .JOHN  .J , L.AURENCE 
STEVENS  MB,  WM.  MICHAEL,  WICHITA 
STEVENS  MB, LEAH  J,  LEAVENWORTH 
STEVENS  MB, MILDRED  .J,  GARNETT 
STEVENS  MB, PHILIP  L,  TONGANOXIE 
STEVENS  MB,RGNALi;i,  NEWTON 
STEVENSON  MB,E  KENT,  SHAWNEE  MISSION 
STEWART  MB, DANIEL  L,  WICHITA 
S!IGGE,KEV:iN  U,  WICHITA 
STILES  MB,MICHAE.L  C,  KANSAS  CITY, MO 
STILES  MB,SAMIA  A,  KANSAS  CITY 
STINGO, ANDREW  J,  STILWELL 
S7  0CK  MB,KARI...  W,  lOPEKA 
STOCKWEI...L  MB  , MORGAN  I ) , DODGE  C \.  I Y 
SKJFER  MB, BERT  E,  PEORIA,AZ 
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SI'OI-n-'ER  MB,L;:GBERT  I-^  HAI...STEAB 

SIOKES,. JEFFREY  R,  KANSAS  CITY 

<:>TONE  mb,c:hes!ER  w,  ie:mf*of:ia 

STONE  MB,G  REX,  MANHA f TAN 

STONE  MB, GRANT  C,  ATTICA 

STONE, CHRIS  B,  KANSAS  CITY 

STOSKOPF  MB, LAWRENCE  E,  SALINA 

Siam  MB,. JAMES  M,  HUTniINSGN 

STOUT  MB,  NILES  M,  I..YNBON 

STRAIN, LORRAINE  I...,  VAN  NUYS,CA 

STREET  MB, BA V IB  E,  WICHITA 

STREIT  MB, JEROME  G,  WICJIIIA 

STRIEBINGER  MB, CHARLES  M,  SHAWNEE  MISSION 

STRONG, FRABLEY  U,  OLATHE 

STRUTZ  MB, WILLIAM  C,  LEAVENWORTH 

STRYKER  JR  MB, HENRY  B , CONCORDIA 

STUBBLEFIELD  MB, CHARLES  T,  KANSAS  CITY 

STUBER  MB,  JACK  L.AURENCE,  SHAWNEE  MISSION 

STUBLER, DANIEL  K,  KANSAS  CITY 

STUCKEY  MB, CHARLES  E,  SHAWNEE  MISSION 

STOCKY  MB, DEAN  E,  MEDICINE  LODGE 

SILIEVER, KEVIN  J,  KANSAS  CITY, MO 

STUEUE  MB, BRADLEY  R,  SALINA 

STUMP  MB,HARL  G,  HArS 

STURGEON, JOHN  B,  SHAWNEE  MISSION 

STURICH  MB, JORGE  M,  WINFIELD 

SUERO  MB, JESUS  T,  WICHITA 

SUFI  MB,M  ASHRAF , lOFTKA 

SUGAR  MB, ROBERT  L,  SHAWNEE  MISSION 

SUITER  MB, DANIEL  JAI,  PRATT 

SULLIVAN  JR  MB, HENRY  B,  SHAWNEE  MISSION 

SULLIVAN  MB, CORNELIUS  J P,  FISHKILL.NY 

SULLIVAN  MB, LEONARD  L,  WICHITA 

SULLIVAN  MB,IOM  G,  SiHAWNEE  MISSION 

SUMMERS  MB, LAURIE  K,  WICHITA 

SUMNER  MB, JOYCE  R,  HUICHINSDN 

SUMNER  MB, MARION  M,  HUTCHINSON 

SUTION  .JR  MB, RICHARD  L,  SJHAWNEE  MISSION 

SUTTON, JEFFREY  J,  KANSAS  CITY 

SVOBOBA  MB, CHARL.es  R,  CHAPMAN 

SVOBODA  MB, LOTS  V,  WICHITA 

SVOBOBA  MB, WILLIAM  B,  UK:H1TA 

SWAN  MB, MAJOR  MARTIN,  AUBURN, CA 

SWANN  MB, CLAIR  L,  RUSSELL 

SWARTZ  MB, MARSHA  A,  WICHITA 

SUFAZY, SCOTT  M,  SHAWNEE  MISSION 

SWEET  MB, DONNA  E,  WICHITA 

SWEET, LEIGHION  J,  WICHIIA 

SWOGGER  JR  MB, GLENN,  TOPEKA 

T 

TACKETT  MB,R0BER1  J,  WTC;HITA 

TACKETT  MB, RUSSELL  E,  SHAWNEE  MISSION 

TAKAHASHI  MB,TE:TSURD,  lOPEKA 

TALBERT, TIMOTHY  C,  WICHITA 

TAN  MB, LOURDES  R , HAYS 

TANANUNKUL  MD,URAIUAN,  PARSONS 

TANBOC  JR  MB,VALEN11N  T,  NEWTON 

TANG  MB,CHANTRA,  PARSONS 

TANG  MB,SAROHB,  PARSONS 

TAPHORN,ANN  M,  WICHITA 

TAPPEN  MB, DANIEL  L , TOPEKA 

TARANTINO, CELESTE  A,  SHAWNEE  MISSION 

TARGDWNIK  MB,  KARL  K,  1 OF’EKA 

TARNOUER  MB, WILLIAM,  TOPEKA 

TATPATI  MB, DANIEL  A,  WICHIIA 

TATPATI  MB, OLGA  ADELINA,  WICHITA 

TAYIEM  MB, A K,  ATCHISON 

TAYLOR  MB, BARBARA  B,  MANHATTAN 

TAYLOR  MB, ELMER  U,  SEDAN 

TAYLOR  MD,ELWYN  J,  HUTCHINSON 

TAYLOR  MB, STEVEN  L,  WICHITA 

TAYLOR  MB, THOMAS  F,  SALINA 

TAYLOR  MB, THOMAS  L,  SHAWNFF  MISSION 

TAYLOR  MD, WILLIAM  F,  KANSAS  CITY 

TEARE  MB, MAX  E,  GARBEN  CITY 

TEE  TER, CAROLYN  NAN,  SHAWNEE  MISSION 

TEETER, MARILYN  A,  SHAWNEE  MlSStf^N 

TEJANO  MB,NE0NIL0  A,  HALSTEAD 

TEMPERO  MB, STEPHEN  J,  TDF'FKA 

TEMF-LETGN  MD,ARCH  U,  KANSAS  CITY 

TENNY  Mri,RDBLRl  1,  SHAWNEE  MISSION 

TERREBONNE  MB, MAE  E,  WECHTTA 

TETER, KENNETH  E,  WIFHITA 

TETZLAFF  MD,ARCH  Q A,  UEATHERBV  LAKE, MU 
THAI,VINH  Q,  KANSAS  CITY 
THAKOR  MB, DENNIS  S,  WICHI TA 
THEDINGER  MD, BRADLEY  S,  KANSAS  CITY,MD 
THELEN  MD,J  CHRISTINE,  WICHITA 
THEROU  MB, LEONA  F,  KANSAS  CITY 
THIEMANN  D.O.  ,A  H,  SUBLETTE 
THOMAS  MB, DARYL  L. , WICHITA 
THOMAS  MB, GREGORY  MCOUEEN,  MCPHERSON 
THOMAS  MB, JAMES  H,  KANSAS  CITY 
THOMAS  MB, MARTY  H,  SHAWNEE  MISSION 
THOMAS, STANLEY  M,  SHAWNEE  MISSION 
THOMEN  II  MB, ROBERT  K,  CHANUTE 
THOMPSON  MB, DANIEL  M,  WTfHITA 
THOMPSON  MB, DANNIE  M,  KANSAS  CITY 
THOMPSON  MB, WILLIAM  E,  WICHIIA 
THOMS  MD, NORMAN  W,  TOPEKA 
THOMSEN  MB, GARY,  SHAWNEE  MISSION 
THORNTON  III,FOXHALL  P,  SHAWNEE  MISSION 
THORNTON  JR  MD,FOXHALL  P,  CClNCOF<DIA 
THORNTON  MB,. JAMES  L,  FORT  SCO  FT 
THORN! ON, REBECCA  R,  PITT SBUPGH , PA 
THORPE  MB, FRANCIS  A,  PRATT 
THURSTON  MD, DAVID  E,  TOPEKA 


TIEMANN  MD, WILLIAM  H,  MANHATTAN 

IIETZE  MB, DENNIS  B,  lOPEKA 

TIHEN  MB, EDWARD  N,  WICHITA 

TILLER  MD, GEORGE  R,  WICHITA 

TILLOrSON  MD,DON  R,  ULYSSES 

TIL  SON  MD, WAYNE  R,  t AWRENCE 

TILTON  MD, FRANK  M,  WICHITA 

TINTEROU  MD, MAURICE  M,  UIC:HITA 

TIOJANCO  MD, REYNALDO  R,  KANSAS  CITY 

TIPPIN  JR  MD, ERNEST  E,  WICHITA 

TIP  TON, KYLE  M,  KANSAS  CITY 

TIVORSAK  MIUARKOM,  AIC:HT30N 

TOALSON  MD, WILLIAM  B,  SHAWNEE  MISSION 

TOBIAS  MD, ROGER  R,  LYONS 

TOCKER  MD, ALFRED  M,  WICHITA 

TOLLEFBON, DENISE  D,  GRANDVI FW , MO 

TOMLINSON  MD, DAVID  L,  KANSAS  CITY 

TONG  MU, ROLANDO  M,  J NDEF'ENBENCE 

TGNKGWICZ, PATRICIA  A,  SHAWNEE  MISSION 

TCINN  MD, GERHART  R,  WICHITA 

TOOHEY  MD,.JOHN  S,  UICHUA 

lOSH  MD,FRElr  E , UKT-IITA 

TOZER  MD, RICHARD  C,  TOPEKA 

TRACY  MB,mcRY  A,  WICHITA 

TRAN  MD,  TUONI)  M,  AUGUSTA 

trave:rs  mb, henry,  uichtta 

TRAVIS  MB,  . JOHN  W,  TOPEKA 

TREGER  MB, NEUMAN  V,  lOPEKA 

TREGO  MB, A JASON,  WICHI TA 

TREKEL.L  MB,WIL.l  lAM  V,  BODGE  CITY 

TREMPY  MD, GREGORY  A,  KANSAS  C.TTY 

TRETBAR  MD, HARVEY  A,  WICHITA 

TRETBAR  MB , LAWFcENCE  1.,  SHAWNEE  MISSION 

TREWEEKE  MD , M II  HAE.:L.  W,  WICHITA 

TRIMBLE  SR  MB, DAVID  P,  EMPORIA 

TRIMMER, KENNETH  J,  WICHITA 

TRTOLO  MD, PETER  A,  GARDEN  CITY 

TROTTER  MiGROCiER  COURTNEY,  BODGE  CITY 

TRfJUBRTDGE,  DENISE  R,  OLATHE 

TRUDEAU  MD,  DAVID  L. , W.TCHTTA 

TRUEUORTHY  MB, ROBERT  C,  KANSAS  CITY 

TRUJILLO  MB,ANTERO  A,  WILTJITA 

TRYGG, KELLY  A,  KANSAS  CITY 

TSAI  MIi,LLIKE  Y,  KANSAS  CITY 

TSCHOPP  MB, CHARLES  F , ANCHORAGE, AK 

TS;EN, ANDREW  C , KANSAS  CITY 

TTOFI, CHRISTOPHER  S,  KANSAS  CITY 

TUCKER  MB, DONALD  R , TOPEKA 

TUCKER  MB, SHERIDAN  G,  SHAWNEE  MISSION 

TUC:KER  mb, VIRGINIA  L,  TOPEKA 

TURKLE,  JANET  K,  MUl.VANE 

TURLEY  MB,  HAROLD  M,  FORT  WCHaTH,TX 

TURNER  MB, JOHN  U,  GARBEN  CITY 

TURNER  MB, KENNETH  B,  GARBEN  CITY 

TURNER  MD,MARC  A,  SHAWNEE  MCSSION 

TURNER  MB,FCOBERT  N,  WICHITA 

TURNER, WADE  A,  ALBUQUERQUE , NM 

TWEET  MIi,FREI*RICK  A,  PITTSBURG 

TUEITO  MB, DAVID  H,  HUTCHINSON 

u 

LIBFL.AKEK  MD, ERNEST  J,  SOUTH  HAVEN 
UHl-IG  MD,PAUL.  J,  W [CHITA 
UHR  MD, NATHANIEL  , TOF'EKA 
UNDEFn-WOOD  MD, CHARLES  C,  EMPORIA 

UNREIN  md,robe;:rt  j,  gfs'Eat  .bend 

UNRUH  MD, (GREGORY  K,  KANSAS  CITY 
UNRUH-BL.AKEL.Y,L  TNDA  SUE,  WIC-HITA 
UTLEY  MD, JAMES  HARMON,  KANSAS  CITY, MO 
LJY  MD,  WILSON  O,  CfIFF  E YV  1 1 L.E 

V 

VACEK  MD, JAMES  L,  KANSAS  CITY 

VAC  HAL  MU, EVA,  GARDEN  CITY 

VAl  -M[  J[AS  MB, .JESUS  E , WICHITA 

VALK  MB, WILLIAM  L. , SHAWNEE  MISSION 

VAN  BE  VEER, SCOTT  M,  KANSAS  CITY, MO 

VAN  GAL.LERA  MB, ROBERT,  WICTLIIA 

VAN  HOUDEN  MD, CHARLES  E,  CHANUTE 

VAN  L.EEUWEN  MD , OERAFs’D  J,  WICHITA 

VAN  SICKLE  MD,GREGGORY  .J,  TOPEKA 

VAN.be  garde  mb,  LARRY  B,  TOPEKA 

VANDER  VELDE  MB, STANLEY  LEROY,  EMPORIA 

VANNAMAN  MB, DONALD  B,  SHAWNEE  MISSION 

VARENHURST  MB,  MICHAEL  P,  WICHITA 

VARGHESE  MB, GEORGE,  KANSAS  C.IT  V 

VASUBEVAN,GDPI,  WICHI TA 

VATS  MB, TRIBHAUAN  S,  KANSAS  CITY 

VAUGHAN  MD,i:i  ANN,  WICHITA 

VEAL,  M KATHRYN,  SHAWNEE  MISSION 

VERMA  MB, ASHA,  PARSONS 

VERNON  MB,  MARY  C,  L.AURENCE 

VESOM  MD,PI TT , ATCHISON 

VIERTHAL.ER  MB, CARL.  A,  BODGE  CITY 

VIERTHALER  MB,  LYLE  B,  Hi.lTCHINSON 

VIERTHAL.ER  MU , ST!.- THEN  1..,  BODGE  CT  TY 

VILE, SHELDON  B,  SHAWNEE  MISSipL^ 

VIL.L.AFs-ANT'E  MB , FE  T,  HAYS 

VIN  ZANT  MB, LARRY  E,  WICHITA 

VINE  MB,BONAL.I.i  LEE,  WICHI  TA 

VINZANT  MB, MARK  N,  DERBY 

VINZANl  MI:i,WH;I.TNF  Y I...,  WICHITA 

VOGEL  MD, STANLEY  J,  TOPEKA 

VOGEl,.SANG,F'AMEL.A  ...J,  KANSAS  CITY,  MO 

VOGT  MB, VERNON  W,  NEWTON 

VOL.KMANN  II  MB,HARL.EY  W,  MANHAT TAN 

VON  L.eJNROB  .JF;:  MB,  GEORGE,  BIGHTON 

VnORHEES  MB,  CARROLL.  B , LEAVENWORTH 


52  (SMI-VOO) 


i 


‘JOnRHE.-ES  Mn,  GORDON  St  LEAtJeNUGR  T H 
VORAN,DA^^'ID  A,  SHAUNEf-  MTSSTON 
UOTAPKA  MD,Ui.a„L lAM  I...,  STOCKTON 
VOTH  MIC  ERIC  A,  lOPEKA 

w 

UADE  MD» EDWARD  J,  WLCMIfA 
WADE  MDprHEODDRE-  E,  I TDERAI.. 

UADUD  hD,ADDUL,  WiaiHA 
UAGENDLAST  MD, HOWARD  Rf  SALTNA 
WAKEFIELD  MD^KENNI  FH  Mr  WlCll.i;  lA 
WAL  DORF-  JR  MD^MEL  O IN  H,  GFv'EENSDURG 
WALIA  MDrJAG  M,  TOPEKA 

WALKER  D.O.  ,MARSHAL,L  Dr  WlfTIITA 

WALKER  MDrJACK  Dr  SHAWNEE  MISSION 

WALKER  MDrNEU.TE  G,  LEE’’B  SOMMITrMO 

WALKER  MDrWILLTAM  H,  ESKRIDGE 

WALKER  MDrWILlIAM  Kr  SEDAN 

WAL.KERrANDY  E,  KANSAS  CIIY 

WALL  MDr DAVID  Mr  WICHITA 

WALLACE  JR  MDr WAYNE  0,  ATCHISON 

WALLACE  MDr BRETT  Er  lOPEKA 

WALLACE  MDr LEO  Ft  TOPEKA 

WALLING  MDrADRIAN  Er  WICHITA 

WALI...ING  MDrANNE  D,  WICHITA 

WALLS  MDrWIL.L.IAM  Jr  lOPEKA 

WALSH  DOrLESLIE  Lr  WFCHITA 

WALSH  MD;DAVID  Jr  KANSAS  CITY 

WALSH  MDr THOMAS  Er  ONAGA 

WALTERS  MDrBYRON  Wr  SUN  CITYrA.;' 

WALTON  MDrPHFLIP  Dr  MORION 

WALZ  HDrROYCE  Cr  lOPEKA 

WANG  MDrSIDNEY  Wr  SHAWNEE  MISSION 

WANLESS  MDr KIRK  Mr  lOPEKA 

WARD  MDr CYNTHIA  Lt  DERBY 

WARD  MDr HOWARD  N,  TOPEKA 

WARD  MDr JAMES  Ar  BELLEVILLE 

WARD  MDrLARRY  Gr  WICHIIA 

WARDrWENDY  Lr  SHAWNEE  MISSION 

WARDEN r SUSAN  Kr  SAN  ANIONIOrIX 

WARE  MDrLUCILE  Mr  TOPEKA 

WAFs’NER  MDrRICHARD  Br  SHAWNEL  MISSION 

WARNERrCLAUBE  Ar  IOWA  CITYrIA 

WARF.'EN  JR  MDr.'OHN  W,  WICHITA 

WARREN  MDrLINDA  Dr  HANOVER 

WARREN  MDrL.LOYD  Pr  WICHITA 

WARREN  MDr ROGER  Dr  HANOVER 

WAFv'REN  MDr  WIRT  Ar  WICHITA 

WARRICK  MDrDAVID  ALANr  TOPEKA 

UATANABE  MDrMASAYOr  KANSAS  CIIYrMG 

WATERS  MDr CLARENCE  N,  SALINA 

WAI  SON  MDrFLi:  CHARD  L.  r EN.DOVER 

WAITERS r AARON  IT  SHAWNEE  MISSION 

WATTS  MDr GARRETT  Er  MEMPHIS rIN 

WAnS  MDr  HARRY  Er  HAYS 

WAXMAN  MDr DAVID r SHAWNEE  MISSION 

WAXMAN  MDrSTEVE,  SHAWNEE  MISSION 

WEAVER  MDrJ  ROBERI T WKIIIIA 

WEAVER  MDrJACK  Dr  WICHIIA 

WEAVER  MDr WALTER  Dr  TOPEKA 

WEBB  MD, JAMES  Rr  SHAWNEE  MISSION 

WI-:BER  JR  MDri-IUGO  Pr  WICIillA 

WEBER  MDrALICEr  WICHITA 

WEBER  MDr DARRELL  J»  lOPEKA 

WEBER  MDrROBERT  Wr  SALINA 

WEBER  MB  r RUIN  Mr  YAI'ES  CENTER 

WEBER  MDr WALLACE  Nr  HAYS 

WEBSTER  MDrBOBBY  Wr  WICHITA 

WEDDLE  MDr  DOUGLAS  Ft  I'TIRT  SCOII 

WEDEL  MDr ALAN  MINNEAPOLIS 

WEDEL  MDr  KENNETH  Dr  MINNEAPOI...IS 

WEDEL.  MDrKERMIT  G,  MINNEAPOLIS 

WEED  MDr JOHN  Cr  KANSAS  CITY 

WEGNER  MDr  MARY  Mr  TOFTOnA 

WEIDENSAl,)!...  MD,D  N,  HUTCHINSON 

WEIGAND  MDr-iOEL.  IT  WEL.LINGION 

WEIOEL  MD,.,JOHN  W,  KANSAS  CITY 

WEINGART  MDrJAMES  Hr  SHAWNEE  MISSION 

WEINSTEIN  MDrGARY  Lr  SHAWNEE  MISSION 

WEIPPERT  MDrEDWARD  Jr  WICHITA 

WEISrMARK  Sr  KANSAS  CITY 

WEISHAARrPAUL  Dr  WKIIITA 

WELCH  MDrJACK  Wr  HALSTEAD 

WELCH  MDr KATHRYN  Er  LEAVENWORI M 

WELCH  MDrl..A(.)REN  Ar  GARDEN  CIIY 

WELCH  MDrLAUREN  Kr  WICILLIA 

WELCH  MDr MAURA  Sr  GARDEN  CIIY 

WEI. Cfir WADE  Dr  KANSAS  CIIY 

WEI J.EMEYER, MARK  L.r  WICHILA 


WELL  INGrf'AUL.  Ar  SHAWNEE  MISSION 
WELLS  MDrMAX  MICHAELr  AUSIINrTX 
WELI.SFIEAR  MDrCHARL.ES  Cr  WICHITA 
WELSH  MDr NANCY  JANE,  TOPEKA 
WELTMER  MDr  ROGER  P,  BEL..OIT 
WENDIi!:i...B(.iRGrBL..AKE  ET  KANSA<:>  CITY 
WENGER  MDr GREGG  D,  SABETHA 
WENGER r CHARLES  B,  KANSAS  CITY 
WENINGER  MDr JOHN  H,  WICHITA 
WERDER  D OrSTEVEN  F,  WICHIIA 

WERNER  MDrWIL.LARD  FT  IRIBUNE 
WERIH  MD, DARREL  D,  HAYS 
WERI  ZBERCiER  MLt , JOFIN , I AWFs'EiiNI.IE 
WESCOE  MDrW  CLARKE,  SPICER, MN 
WEST  MDrWIL.L.IAM  I,  WICHIIA 
WEI'ZELrMARK  D,  KANSAS  CITY 
WETZEL, ORVILLE  R,  WICHITA 
WEYDERTT..IOY  A,  KANSAS  CITY 
WHEELER  MDrDWIOHI  E,  NEWION 
WHEELER  MDrNICKY  RAY,  WICHITA 
WHEELER  MDrPINCKNEY  R,  WIU-IJTA 
WHITAKER  MDrJAMES  A,  WICHITA 
WHITAKER  MDr  REN  R.  OBERL.IN 
WHITE  MDrCHARLES  F,  WICHITA 
WHITE  MDrCFIARL.ES  L,  GREAT  BEND 
WHILE  MDrCHARLES  M,  WICHIIA 
WHITE  MDrDONAL.B  C,  COE FEYVIL.LE 
WHILE  MDrFAGAN  N,  RUSSELL 
WHIIE  MDrR  BURNL.EYr  WINFIELD 

UHi;n:i;HEAD  md,rii::hard  e,  shawnee  mission 

WHITEL  Yr  RANDOL.PH  N,  KANSAS  CITY 
WHITESIDE  MDrWILLIAM  II,  WICHITA 
WHITLEY  MDrDOUGLAS  M,  SHAWNEE  MISSION 
WIBLE  MDrKENNETH  L,  KANSAS  CITY 
WIENS  MDrJ  WENDELL,  NEWTON 
W.IENS  MDr  JONATHAN  0,  KANSAS  CITY 
WIENS  MDrLYNN  A,  KANSAS  CITYrMO 
WIENS, TIMOTHY  K,  NEWTON 

WIGGINION  D»0*  rGERAL.D  D,  SHAWNEE  MISSION 

w :i:  ggi...i:;;sw(;)Ia' LH  md  , anni;;:  , manha  r i an 

WIKOEF  MDr  DONALD  L. , GFs'EA  I BEND 

WILCOX  exf;:c  sec,  gene  m.,  winfield 

WILCOX  JR  MDrFIOWARD  L. , HAYS 
WILDER  MDr LOWELL  W,  WICHITA 
WILMS  MDrCHARLES  E,  BELLA  VISTA,AR 
WILES  MDrDENNIS  B,  WICHILA 
WILEY  MDri::L.AI-:ENCE  L,  PRATT 
WILEY  MDr JOHN  H,  SHAWNEE  MISSION 
WILKINSON  MDrLARRY  K,  WICHITA 
WILLARD  EXEC  SEC  rJUDY,  ELLINWOOD 
WILLCOX, JAMES  A,  KANSAS  CITY 
WILLIAMS  MDrCHARLES  L,  WICHITA 
WILLIAMS  MDrEVAN  R,  MESA,AZ 
WILLIAMS  MDrFEN'LON  A,  KANSAS  CITY 
WILLIAMS  MDrHOMER  ..I,  LAGUNA  NIGUEL. , CA 
WII... LIAMS  MDrRONALD  P,  WICHI  LA 
WILLIAMS  MDrTHOMAS  A,  SHAWNEE  MISSION 
WILL lAMSrCARL  M,  SHAWNEE  MISSION 
WILL  I AMS r MICHAEL  K,  SHAWNEE  MISSION 
WILL lAMS, LERI  L,  KANSAS  CITYrMO 
WILLIAMS, WADE  L,  SHAWNEE  MISSION 
WILSON  MDrDAVID  B,  KANSAS  CITY 
WILSON  MDrH  RANDOLPH,  HALSTEAD 
WILSON  MDrJ  WELLS,  WICHITA 
WILSON  MDrJAMES  W,  COFFEYVILLE 
WILSON  MDrLORI  J,  SHAWNEE  MISSION 
WILSON  MD, MARVIN  H,  TOPEKA 
WILSON  MDrROBERT  A,  BUCKLIN 
WILSON  MDrROBERT  B,  SHAWNEE  MISSION 
WILSON  MDrROBERT  L,  VALLEY  CENTER 
WILSON  MDr SLOAN  Jt  SHAWNEE  MISSION 
WILSONrDANIEL  R,  VALLEY  CENTER 
WIN  MDrAYE  Mr  DODGE  CITY 
WINBLAD  MDrJ  KENT,  WINFIELD 
WINBLAD  MDrJAMES  N,  WINFIELD 
WINBLAD  MDrJOHN  M,  WINFIELD 
WINCHESTER  MD, EUGENE  B,  CORTEZ , CO 
WINEINGERr DAVID  K,  SHAWNEE  MISSION 
WINN  MDrTERRIA  L,  WICHITA 
WISDOM  MDrJAY  K,  SUN  CITY,AZ 
WISErMARY  Er  SHAWNEE  MISSION 
WISNER  JR  MDrHARRY  J,  WICHITA 
UITTMAN  MD,A  T,  PRATT 
WITTMANN  MDrALBERT  F,  WICHITA 
WOHLER  MDrJOHN  P,  SAN  ANT0NI0,7X 
WOLF  MDr KARL  T,  KANSAS  CITY 
WOLF  MDrF^ATRICK  G,  WICHITA 
WOLF  MDrSTEPHFN  B,  FORT  SCOTT 
WOLFE  MDrFREDERICKr  WICHITA 
WOLFF  MDr FREDERICK  Ft  PRATT 
WOLFf rFICK  Ft  KANSAS  CITY, MU 
WOLKOFF  MDrCDR  A STARK,  MAKAWAOrHA 


WOLLMANN  MD, MART  IN,  LAWRENCE 
WONG  MDrCURTIS  S F,  WICHITA. 

WONG  MD, GEORGE  F,  KANSAS  CITY, MO 
WOOD  MDrFRED  M,  SHAWNEE  MISSION 
WOOD  MDrGARY  B,  WICHITA 
WOOD  MDrGARY  L,  ARKANSAS  CITY 
WOOD  MDrROBERT  D,  WICHITA 
WOODALL  MDrDENNIS  C,  SALINA 
WOODHOLISE  MDrCHARLES  L,  WICHITA 
WOODRING  MD, CATHY  S,  WICHITA 
WOODS  MDrDENNIS  D,  SHAWNEE  MISSION 
WOODS  MDr GREGORY  A,  OTTAWA 
WOODS  MD,S  DWIGHT,  OLATHE 
WOODSrMICHAEL  S,  WICHITA 
WOODYARD, ERIKA  E,  KANSAS  CITY 
WORSING  JR  MDrROBERT  A,  WICHITA 
WORTMAN  MD,JAC;K  A,  HUTCHINSON 
WRAY  JR  MD, REGINALD  P,  WICHITA 
WRAY  MDrALEXANDER  J,  WICHITA 
WRIGHT  MDrCHRISTOPHERr  WICHITA 
WRICiHT  MDr  KENDAL  I M,  EMPORIA 
WRIGHT  MDrSTANLEY  E,  HASTINGSrNE 
WRIGHT  MDrllMOTHY  F,  WICHITA 

URIGHIrMICHAEI I,  KANSAS  CITYrMO 

WU  MDr  J.TN  -TZt:r  WICHITA 
WULFF  MDrEDWIN  T,  ATCHISON 
WURSTER  MDrGr  RICHARD,  SHAWNF."!:::  MISSION 
WURSTERr SAMUEL  H,  SHAWNEE  MISSION 
WYATT-HAFv'RIS  MD,F>ATRICIA  G,  WICHITA 


Y 


YAGHMUUR  MDrTALAAT  E,  PITTSBURG 

YANG  MD.  JASON  G TOPEKA 

YE  MDrRICHARD  C,  SHAWNEE  MISSION 

YEN  MDr ROBERT  M,  TOPEKA 

YEOMANS  MDrRONALD  N,  SHAWNEE  MISSION 

YOACHIM  MDrROBERT  W,  ARKANSAS  CITY 

YODER  MDr EMERSON  B.  DENTON 

YODER  MDr VERNON  E,  HESSTGN 

YOHE  MDrRUTH  M,  SHAWNEE  MISSION 

YOU, GEORGE  H,  TOPEKA 

YOON  MDrCFHANG  SUP,  WICHITA 

YGRKE  JR  MDrCRAIG  H,  TOPEKA 

YOST  JR  MDrJOHN  G,  KANSAS  CITYrMO 

YOON  MDrHWAN,  GREAT  BEND 

YOUNG  MDrCHARLES  H,  ATCHISON 

YOUNG  MDrDOUGLAS  L,  WICHITA 

YOUNG  MDrJOHN  W,  SHAWNEE  MISSION 

YOUNG  MDr PAUL  E,  TOPEKA 

YOUNG  MDrSF^ERYL  L,  KANSAS  CITY 

YOUNG  MDr  n-TEODORE  E,  TOPEKA 

YOUNG, JEFFREY  L,  SHAWNEE  MISSION 

YOl.INGBERG  MD,DEAN  I,  WICHITA 

YOXALL.rKEL.L  Y E,  KANSAS  CITY 

YUL.ICH  MDr.lOHN  0,  SABETHA 

YUT  JR  MDr  JOSEPH  P.  SF^AWNEE  MISSION 


Z 


ZABEL  MD, KENNETH  P,  P.rTTSBLIRG 
ZACHAFTTAS  MD,DADID  I...L.C)YD,  TOPEKA 
ZAC:K  MD.ASFtEY  S,  SHAWNEE  MFSSION 
ZAGAR.MEYA  F. , SHAWNEE  MTSSION 
ZATNALI  MD,ABSADGLI._AH,  LIBERAL 
ZAMJEROWSM  MD, DAVID  S,  S.HAWNEE  MISSION 
ZAREMSKI  Mn,SF^ERMAN  C,  KANSAS  CITY 

ZARNOW  MD, HILARY,  WICHITA 
ZARR  MD, .JAMES  S,  KANSAS  CITY, MO 
ZATZKIN  MD,.JAY  B,  WICHITA 
ZAUCHE  MD,.IAMES  T,  GARDEN  CITY 
ZA YAS , VLAD I SLAV , MANHATTAN 
ZECHMANN,. JEROME  P,  AKRON, GH 
ZELLER  MD,  MYRON  .J , GARDEN  CI  I Y 
ZEPICK  MD,LYLE  F , WICHITA 
2ERBE  MD, KATHRYN,  TOPEKA 
ZIEGLER  MD,  .JUDY  P,  WICHIIA 
ZIELKE  MD, STEVEN  L. , WICHIIA 
ZIMMERMAN  MD,  BRUCE  E,  (3LATHC 
ZIMMERMAN  MD, KENNETH  D,  WICHITA 
ZIMMERMAN  MD,Wn.LIAM  H,  TOPEKA 
ZINK  1 1 1, MAR  I IN  H,  KANSAS  CIIY 
ZINN  MD,rHC)MAS  W,  KANSAS  CITY 
ZGNGKER  MD, PHILIP  E,  WICHITA 
ZIJRICK,  VERNON  E,  KANSAS  CITY 
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Medical  Specialty  Codes 
Used  in  This  Directory 


A 

Allergy 

NM 

Nuclear  Medicine 

ADL 

Adolescent  Medicine 

NOTO 

Neuro-otology 

ADM 

Administrative  Medicine 

NP 

Neuropsychiatry 

ADT 

Addictionology 

NR 

Nuclear  Radiology 

AM 

Aviation  Medicine 

NS 

Neurological  Surgery 

ANES 

Anesthesiology 

OBG 

Obstetrics  and  Gynecology 

BLB 

Blood  Bank 

OM 

Occupational  Medicine 

CD 

Cardiovascular  Disease 

ON 

Oncology 

CDS 

Cardiovascular  Surgery 

OPH 

Ophthalmology 

CDTS 

Cardiovascular  & Thoracic  Surgery 

ORS 

Orthopedic  Surgery 

CHP 

Child  Psychiatry 

OTO 

Otorhinolaryngology 

CP 

Clinical  Pharmacology 

P 

Psychiatry 

D 

Dermatology 

PATH 

Pathology 

DR 

Diagnostic  Roentgenology 

PD 

Pediatrics 

EENT 

Eye,  Ear,  Nose  and  Throat 

PDA 

Pediatric  Allergy 

EM 

Emergency  Medicine 

PDC 

Pediatric  Cardiology 

END 

Endocrinology 

PDE 

Pediatric  Endocrinology 

ENT 

Ear,  Nose  Throat 

PDN 

Pediatric  Neurology 

ES 

Endoscopy  Surgery 

PNP 

Pediatric  Nephrology 

FM 

Family  Medicine 

PDO 

Pediatric  Ophthalmology 

FP 

Family  Practice 

PDS 

Pediatric  Surgery 

GE 

Gastroenterology 

PGER 

Psychogerontology 

GP 

General  Practice 

PH 

Public  Health 

GPM 

General  Preventive  Medicine 

PM 

Physical  Medicine  & Rehabilitation 

GPVS 

General  & Peripheral 

PS 

Plastic  Surgery 

Vascular  Surgery 

PUD 

Pulmonary  Disease 

GS 

General  Surgery 

R 

Radiology 

GYN 

Gynecology 

RHU 

Rheumatology 

HEM 

Hematology 

RM 

Rehabilitative  Medicine 

ID 

Infectious  Diseases 

RO 

Radiology/  Oncology 

IE 

Insurance  Examination 

RT 

Radiation  Therapy 

IM 

Internal  Medicine 

SON 

Surgical  Oncology 

MFM 

Maternal  Fetal  Medicine 

TR 

Therapeutic  Radiology 

N 

Neurology 

TS 

Thoracic  Surgery 

NEO 

Neonatology 

U 

Urology 

NEP 

Nephrology 

00 

Retired 
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Physician  Distribution  by  Cities 

EXPLANATION  OF  CODES  USED  IN  THIS  SECTION 


Line  1: 

Doe,  John  R., 

1234  Oak  St.. 

67052 

(Name) 

(Street  Address) 

(Zip  Code) 

Line  2: 

(654-2222) 

(Telephone  Number) 

Line  3: 

33 

M 1902 

58 

FP 

(Year  of  Birth) 

(Sex)  (Medical  School) 

(Year  of  Licensure) 

(Specialty) 

Telephone  area  code  follows  city  name.  * Probationary  Members 


ABILENE  — 913 

(Dickinson  County  Medical  Society) 

BERKLEY  MB, BON  H,  11:1.1  N BRABY,  A/410 
263-4131 

35  M 1902  62  FP 

CHAFTEE  MB, BEAN  0,  RR  1,  67410 

11  M 1902  44  00 

COLEMAN  MB, GARY,  1405  N CEBAR,  67410 
263-7190 

46  M 1902  73  FT' 

MOFILER  MB,,.IACK  M,  4:;>0  NE  TENTFI,  67410 
263-1419 

32  M 1902  62  PM 

NARCISO  MB,OICENTE  B,  515  NE  lOTFI  ST,  67410 
263-2253 

45  M 74810  76  GS 

RORABAUGFI  MB,B0NAL.B  C,  professional  BLBG  1111  BF\'ABY,  67410 
263-4131 

33  M 1902  59  FP 

SFIEERN  MB,MAF;k  BOUGLAS,  1111  N BRABY,  67410 
263-4131 

51  M 1902  7'7  FP 

SONGER  MB,FC:F<BERT  L,  1007  SPRUCEUAY,  67410 

12  M 1902  38  00 


ALMA  — 913 

(Pottawatomie  County  Medical  Society) 

MCKNIGHT  MB,EH..IS  B,  , 66401 

03  M 1902  33  00 


ALTAMONT  — 316 
(Labette  County  Medical  Society) 

JACKSON  MB,OIC;lOR  L,  BOX  467,  67330 
20  M 2105  54  00 


ANDALE  — 316 

(Sedgwick  County  Medical  Society) 

HUFFORB  MB,BAVIB  W,  PO  BOX  38,  67001 
796-0601 

58  M 1902  85  FP 

STECH  MB, JOSEPH  M,  PO  BOX  38,  67001 
796-0601 

27  M 3006  57  FP 


ANDOVER  — 316 

(Sedgwick  County  Medical  Society) 

BEECH  MB,RANBALL  R,  310  W CENTRAL,  67002 
733-1331 

54  M 1902  81  GS 

LEMONS  MB, STEPHEN  F,  310  W CENTRAL,  67002 
733-1.331 

54  M 1902  83  FP 


ANTHONY  — 316 


ANTRIM  MB, PHILIP  JENIFER,  BOX  84  RT  1 , 67003 

15  M 1902  42  00 

MILLER  MB, PHILIP,  PO  BOX  410,  67003 
842-5144 

44  M 1902  GS 


ARKANSAS  CITY  — 316 
(Cowley  County  Medical  Society) 

AUCAR  MB,ALFREBO,  BOX  1105,  67005 
442-1710 

23  M 27501  70  OTO 

CAMPBELL  MB,GARLANB  L,  18  LAKE  RIBGE  RB  RR  5 BOX  163, 
13  M 1902  40  00 

HILL  MB, JAMES  E,  1019  N SECONB,  67005 
09  M 1902  34  00 

HINSHAW  MB,EBGAR  B,  RT  4 BOX  74,  67005 
15  M 1902  51  00 


67005 
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MARVEL  Mil,  JAMES  EBBERT,  2545  N GREENUIAY,  A7005 
442-0222 

43  M 3901  72  ORS 

MORTON  MB, ROBERT  A,  AO  OFFICE  BL.BO  *300,  67005 
442-0370 

51  M 1902  (30  IM 

OLD  Mil, JERRY  L,  RO  BOX  1148  510  U RADIO  LN,  67005 
442-2100 

49  M 1902  75  FP 

PEREIRA  MD, WILLY  G,  2508  EDGEMONT  DR,  67005 
442-8540 

39  M 73701  73  IM 

ROSS  MD, DAVID  K,  PO  BOX  1148  510  U RADIO  LN,  67005 
442-2100 

48  M 1902  75  FP 

SCHMEIDLER  MD, DAVID  ALLEN,  510  W RADIO  LN  PO  BOX  1148,  67005 
442-2100 

54  M 1902  82  FP 

SINGH  MD,GIRVAR,  2508  EDGEMONT  DR,  67005 
442-4300 

40  M 49555  78  OPH 

SMITH  MD, BRUCE  G,  P 0 BOX  714,  67005 
442-5600 

20  M 1902  44  00 

SMITH  MD, NEWTON  C,  PO  BOX  1148,  67005 
442-2100 

21  M 3901  51  FP 

WOOD  MD,GARY  L,  401  N SUMMIT,  67005 
442-0103 

52  M 64936  83  R 

YOACHIM  MD, ROBERT  W,  510  W RADIO  LN  PO  BOX  1148,  67005 
442-2100 

52  M 3005  80  FP 


ATCHISON  — 913 
(Atchison  County  Medical  Society) 

BOSSE  MD, FRANK  K,  1301  RIVERVIEW  DR,  66002 

09  M 2802  36  00 

BURKE  MD, JOSEPH  V,  1400  N SECOND,  66002 
367-5496 

35  M 3006  71  GS 

EPLEE  MD,JOHN  R,  1225  N SEC:OND,  66002 
367-0362 

53  M 1902  82  FP 

FAST  MD, ROBERT  E,  1225  N 2ND,  66002 
367-0362 

48  M 1902  75  OBO 

FAST  MD,U  SPENCER,  1301  N SECOND,  66002 
367-7417 

11  M 3006  40  FP 

HART  MD,L..AWRENC;E  E,  1412  N 2ND,  66002 
367-5054 

32  M 1902  65  FP 

JONES  MD, MICHAEL  P,  1225  N 2ND,  66002 
367-0880 

55  M 1902  85  FP 

MORRISON  MD,IRA  R,  825  N TEN  III,  66002 

07  M 1611  38  00 

RIDER  MD, JAMES  W,  1225  N 2ND,  66002 
367-0362 

47  M 2803  '76  FF’ 

SFIRIWISE  MD,TOM  L,  1301  N 2ND,  66002 
367-3646 

54  M 1902  ORS 

TAYIEM  MD,A  K,  1225  N SECOND,  66002 
367-1114 

43  M 33002  72  GS 


TIVORSAK  MD,ARKOM,  PO  BOX  127,  66002 
367-2131 

40  M 89101  76  R 

VESOM  MD,PITT,  1301  N 2ND,  66002 
367-3100 

49  M 89104  83  CD 

WALLACE  JR  MD, WAYNE  0,  1301  N 3RD,  66002 
367-7300 

36  M 2803  67  FP 

WULFF  MD, EDWIN  T,  923  N 5TH,  66002 
36'7-5033 

07  M 2834  36  00 

YOUNG  MD, CHARLES  H,  1301  N 3RD,  66002 
367-4053 

23  M 1902  53  I-T:' 


ATTICA  — 316 


SrONE  MD, GRANT  C,  500  N HARPER,  67009 
254-7219 

08  M 5605  69  FP 


ATWOOD  — 913 

(Northwest  Kansas  Medical  Society 

DILL  MD, RODNEY,  411  PAGE,  67730 
626-3229 

41  M 74811  78  GP 


AUGUSTA  — 316 

(Butler-Greenwood  County  Medical  Society) 

ANDERSON  MD,DALE  W,  120  W JOSEPHINE,  67010 
775-5432 

30  M 1902  55  FI"' 

BARBER  MD, JAMES  L,  120  W JOSEPHINE,  67010 
775-5432 

31  M 1902  57  FP 

TRAN  MD,  rUONG  M,  120  W JOSEPHINE,  67010 
775-5432 

39  M 94101  7 7 FP 


BASEHOR  — 913 

(Wyandotte  County  Medical  Society) 

BURGER  MD, WILLIAM  E,  RT  1,  66007 

21  M 3006  51  00 


BAXTER  SPRINGS  — 316 
(Crawford-Cherokee  County  Medical  Society) 

AlOUISI  MD,VERYL,  D,  21ST  ^ FAIRVIEW,  66713 

17  M 1902  42  00 

CHUBB  MD, RICHARD  M,  133  C:LEVELAND,  66713 
856-2444 

29  M 1606  60  FP 

RICHARDS  DO, DOUGLAS  C,  PO  BOX  718,  66713 
827-0346 

47  M 2878  FP 


56  (ARKANSAS  CITY-BAXTER  SPRINGS) 


BELLEVILLE  — 913 
(Republic  County  Medical  Society) 


CANEY  — 316 

(Southeast  Kansas  Medical  Society) 


DOUBEK  MB, HERBERT  B,  RO  BOX  250,  66935 
527-2237 

28  M , 1902  56  FP 


COl.E  MB,Rir:HARB  F,  .1.25  Ul  ^TH, 
8/9-2128 

41  M 515 


67333 

FP 


UARB  MB, JAMES  A,  1206  18TH  ST,  66935 
527-2217 

34  M 1902  59  FP 


MOORE  MB, ROBERT  F,  4IH  ^ MCGEE, 
B?9--2135 

28  M 1902  56 


6?'333 

FP 


BELOIT  — 913 

(Mitchell  County  Medical  Society) 

CONCANNON  MB, CRAIG  A,  310  W 8TH,  67420 
738-2246 

58  M 1902  IM 

BOBRATZ  MB, ROBERT  A,  700  N PINE,  67420 

24  M 1902  52  00 

BRAKE  MB,BOUGLAS  J,  MEBICAL.  CENTER,  67420 
738-2246 

43  M 1902  72  FP 

FUGATE  MB, CARL  L,  310  W 8TH,  67420 
738-2246 

57  M 1902  FP 

KLENBA  JR  MB, MART IN  B,  BELOIT  MEB  CTR  310  W 8TH, 
738-2246 

38  M 1643  66  GS 

WELTMER  MB, ROGER  P,  112  W MAIN,  67420 
18  M 1902  44  00 


BLUE  RAPIDS  — 913 
(Northeast  Kansas  Medical  Society) 

LAWLESS  MB,HAROLB  L,  PO  BOX  127,  66411 
226-7202 

29  M 702  58  FP 


BONNER  SPRINGS  — 913 
(Wyandotte  County  Medical  Society) 

MAY  MB, KENNETH  L,  525  MACGRANTUOOB  BR,  6601; 
20  M 1902  41  00 


BUCKLIN  — 316 
(Ford  County  Medical  Society) 

WILSON  MB, ROBERT  A,  101  N FORB,  67834 
826-3217 

54  M 1902  85  FP 


BUFFALO  — 316 

(Southeast  Kansas  Medical  Society) 

BEAL  MB,RAYMONB  J,  RR  il  BOX  21,  66717 
12  M 1902  38  00 


BUHLER  — 316 
(Reno  County  Medical  Society) 

FRIESEN  MB,ORLANBO  J,  107  W 2NB,  67522 
543-2330 

27  M 1902  56  FP 


CHANUTE  — 316 

(Southeast  Kansas  Medical  Society) 

ABBOEHL  MB, BON  R,  932  WINBBOR,  66720 

18  M 1902  44  00 

ASHLEY  MB, SAMUEL  G,  505  S PLUMMER,  66720 
431-2500 

.1.6  M 1902  43  00 

BAKER  MB, HENRY  K,  1220  W FOURTH,  66720 

08  M 1606  52  00 

BURKMAN  MB, REUBEN  J,  1501  W 71 H,  66720 
431-9310 

28  M 1902  54  FP 

67420  GEHRT  MB, EARL  B,  505  S PLUMMER,  667.20 

431-2500 

32  M 1902  63  FP 

KIHM  MB, ALBERT  A,  505  S Fl.UMMER,  66720 
431-2500 

27  M 1902  55  FP 

MABEN  MB, PAMELA  S,  505  S PI..UMMER,  66720 
431-2500 

54  F 1902  80  IM 

MC  FARL.ANB  MB, GRETA  S,  505  S P1..0MMER,  66720 
431-2500 

54  F .1.902  81  PB 

MIH  MB,ALEXANBER,  1002  WEST  4TH,  66720 
473-2227 

22  M 24209  72  ANES 

NEEF  MB,BGUG  STEUENS,  505  S PLUMMER,  66720 
431-2500 

5'7  M 2803  85  FP 

PARHAM  MB,OERBGN  W,  505  S PL.UMMER,  66720 
431-2500 

47  M 1902  75  FP 

THOMEN  II  MB,RGBERI  K,  505  S PL.UMMER,  66720 
431-2500 

59  M 1902  86  FP 

OAN  HGUBEN  MB, CHARLES  E,  505  S PL.UMMER,  66  720 
431-2500 

52  M 1902  77  GS 


CHAPMAN  — 913 
(Dickinson  County  Medical  Society) 

SOGBGBA  MB, CHARLES  R,  225  W 9TH,  67431 
18  M 1902  46  GG 


CHETOPA  — 316 
(Labette  County  Medical  Society) 

PEFFLY  MB, ELMER  B,  327  MAPLE  BOX  266,  67336 
236-7188 

22  M 3901  56  FP 


(BELLEVILLE-CHETOPA) 


CLAY  CENTER  — 913 
(Clay  County  Medical  Society) 

ANDE.RSON  MH,SEVE:RT  a,  1749  BEF^GIUND  BFi;,  67A32 

07  M 1902  36  00 

BROWNING  MB, JINN IE  L,  709  LIBERTY  BOX  520,  67432 
632-2101 

50  M 1902  79  FP 

BUTT  MB,M0HAMMEB,  2201  7TH,  67432 
632-2191 
00  M 

DALUM  MB, PETER  JOSEPH,  PO  BOX  520,  67432 
632-2181 

45  M 2803  77  FP 

600B  MB, MICHAEL  U,  PO  BOX  520,  67432 
632-2181 

53  M 1902  81  FP 

HATESOHL  MD,STA^a_EY  M,  PD  BOX  520,  67432 
632-2181 

57  M 1902  87  FP 

RICHARBS  MB, DENNIS  D,  115  6TH,  67432 
632-5621 

34  M 1902  61  FP 


CLYDE  — 913 

(Cloud  County  Medical  Society) 

COULTER  D.O.  MD,THAYNE  A,  306  N HIGH,  66938 

12  M 2878  37  OO 

FREEBORN  JR  MD,UARF^N  S,  , 66938 
446-2221 

26  M 1720  60  FP 


COFFEYVILLE  — 316 
(Southwest  Kansas  Medical  Society) 

BLOCK  MD,JERO^t  E,  PO  BOX  464,  67337 
251-2400 

38  M 3305  IM 

CAMPBELL  MB, WILLIAM  H,  1411  W 4TH  STE  D,  67337 
251-3235 

39  M 1902  66  OPH 

CANTtCLL  MB, MICHAEL  L,  209  W 7TH  PO  BOX  492,  67337 
251-4901 

56  M 1902  P 

DICKINSON  MD,CHARrLES  R,  608  SPRUCE,  67337 

20  M 1606  47  00 

DIXON  MB, RAYMOND  W,  1411  W 4TH  STE  E,  67337 
251-1090 

46  M 4706  77  GS 

FHAN  MB, CHAN  S,  908  SIGGINS,  67337 
251-1560 

35  M 58306  74  PD 

FIOUERTER  JR  MB,BEF<NARD  E,  PO  BOX  659,  67337 
251-4790 

43  M 1803  73  U 

READ  MD, WILLIAM  T,  411  W 9TH,  67337 
251-1120 

16  M 2802  46  FP 

UY  MD, WILSON  O,  COFFEYOILLE  MEM  F10SP  101  TYLER,  67337 
251-1200 

42  M 74801  73  PATH 

WHITE  MD, DONALD  C,  PO  BOX  1449,  67337 
251-1200 

35  M 3515  72  R 

WILSON  MD, JAMES  W,  1802  W 4TH  PO  BOX  469,  67337 
251-5210 

26  M 3901  GP 


COLBY  — 913 

(Northwest  Kansas  Medical  Society) 

FITZGERALD  MD,E  JAMES,  175  S RANGE,  67701 
462-3332 

44  M 74811  GP 

HASSETT  MD, GERARD  R,  1875  HARVEY,  67701 
462-6492 

24  M 3006  61  R 

HILDYARD  II  MD, VICTOR  H,  175  S RANGE,  67701 
462-3332 

47  M 702  74  FP 

KOLSTE  MD,REX  J,  310  E COLLEGE,  67701 
462-7565 

53  M 3005  83  FP 

REGIER  MD,LADONNA  M,  175  S RANGE,  67701 
462-3332 

47  F 1902  74  FP 

SMITH  JR  MD, FLOYD  L,  880  SUNSET,  67701 
20  M 1902  44  00 


COLDWATER  — 316 
(Iroquois  County  Medical  Society) 

GOERING  MD, DONALD  D,  BOX  748,  67029 
582-2136 

31  M 1902  56  FP 


COLUMBUS  — 316 

(Crawford-Cherokee  County  Medical  Society) 


JONES  MB,FORFk'ESI  H,  2:1.9  S KANSAS, 
429-3744 

25  M 1902  54 


RICFIMAN  MB, DANA  R,  301  N KANSAS, 
429-3636 

54  M 1902 

RICHMAN  MB.BAVIB  S,  1108  E MAPLE, 
429-3636 

57  M 1902  85 


66725 

FP 

66725 

FP 

66725 

F|::. 


CONCORDIA  — 913 
(Cloud  County  Medical  Society) 


BRAY  MB, AVIS  PAGE,  PO  BOX  589,  66901 

17  F 702  60  00 

CORNELL  MB, EARL  G,  BOX  589,  66901 
243-1560 

54  M 1902  83  FP 

FOWLER  MB, WAYNE  L,  1010  3RD  PO  BOX  589,  66901 
243-1560 

23  M 1720  53  IM 

NEWMAN  MB, CARL  T,  PO  BOX  587,  66901 
243-2511 

49  M 64914  78  U 

RUZICKA  MB,L.AWF«;:NCE  j,  1115  FIILLSIBE,  66901 
243-1560 

13  M 3005  46  00 

STRYKER  JR  MB, HENRY  B,  717  FIRST,  66901 

19  M 3501  52  00 

TFIORNION  JR  MB,FOXHAL.L  P,  723  W 7TH,  66901 
243-1560 

25  M 5101  55  IM 


58 


(CLAY  CENTER-CONCORDIA) 


COUNCIL  GROVE  — 316 
(Flint  Hills  Medical  Society) 

BLACKBURN  MB,RDBERr  W,  22.1.  MOCKABAY,  A6846 
767-51.26 

22  M 1902  49  FP 

SIEGLE  MB,L.C)RA  A,  221  MOCKABAY,  66B46 
767-5126 

56  f-  1902  l-P 

CUNNINGHAM  — 316 
(Ninnescah  Medical  Society) 

ALLBRITTEN  JR  MB, FRANK  F,  PO  BOX  177,  67035 
290-2542 

14  M 4101  54  00 


DENTON  — 913 

(Northeast  Kansas  Medical  Society) 

YOBER  MB, EMERSON  B,  , 66017 
;'559-6531 

14  M 1902  49  FP 


DERBY  — 316 

(Sedgwick  County  Medical  Society) 

MCKERRACHER  MB, ROBERT  B,  400  A N BALT.IMORE,  67037 
788-1779 

2/  M 3901  56  FP 

MILLER  MB, ROGER  M,  5901  B GREENWICH  RB,  67037 
788-6270 

37  M 4102  83  BLB 

NIEBEREE  MB,BAUIB  W,  1410  N WOOBLAUN,  67037 
788-3741 

56  M 3006  84  FP 

SAEEB  MB,MOHAMMAB,  615  B N ROCK  RB,  67037 
788-5754 

42  M 70404  81  EM 

VIN7ANT  MB, MARK  N,  1410  N WOOBLAUN,  67037 
788-3741 

45  M 64914  77  FP 


DIGHTON  — 316 

(Southwest  Kansas  Medical  Society) 

OON  L.EONROB  JR  MB, GEORGE,  245  W L.ONG,  67839 
M 1902  43  00 


DODGE  CITY  — 316 
(Ford  County  Medical  Society) 

AMAUI  MBfMOHAMMAB  S,  2020  CENIRAL,  67801 
225-1371 

46  M 8'7501  76  GO, 

AVILA  MB, OSCAR  A,  2020  CENTRAL,  67801 
225-1371 

41  M 17603  75  IM 

AYUTHIA  MB,ISSARA  I,  2004  FREBERICK  BR,  67801 

40  M 89101  78  PATH 

CHOTIMONGKOL.  MB,ANUPONG,  2020  CENIRAL,  67801 
225-1371 

43  M 89102  76  OBG 


CONARB  MB, CLAIR  C,  2020  CENTRAL,  67801 
225-1371 

27  M 1902  55  IM 

GARCIA  MB,6UIL.L.ERM0  0,  1206  FRONTVIEW,  67801 
225-7710 

43  M 23101  77  ORS 

GREENBERG  MB, GEORGE  E.-,  1904  BURR  E'KUY,  6 7801. 

225-1033 

42  M 401  72  R 

JOHNSON  MB, HOWELL  B,  2020  CENTRAL.,  67801 
225-1371 

45  M 1902  72  IM 

KYI  MB, WIN  M,  PO  BOX  1517,  67801 
227-3141 

49  M 20901  GS 

LYNCH  MB,BARYL  A,  2020  CENTRAL,  67801 
225-1303 

55  M 1902  8'7  r'B 

MARPLES  MB,BOUGL.AS,  2020  CENTIYAL, , 67801 
225-1371 

00  M 1902  IM 

MCCOY  MB,RONALB,  PO  BOX  1517,  67801 
227-3141 

19  M 3901  49  FT' 

MCEE..HINNEY  MB , CHARLES  F,  2020  CENTRAL.,  67801 
225-1371 

36  M 1902  63  GS 

MCMIL.L.AN  MB, JON  M,  200  W L.A  MESA,  67301 
225-7710 

39  M 2101  87  ORS 

NIXON  MB, JAMES  E,  PO  BOX  1318,  67801 
225-1033 

40  M 4812  79  BR 

OHMAN  MB,RICHARB  J,  1810  1/2  FAIRWAY  BR,  67801 

15  M 240  7 50  00 

rai-BBY  MB,SAI'II  G,  2020  CENIRAL.,  67801 
225-1371 

35  M 49504  77  U 

SACHBEVA  MB,REKHA,  SOU'H-IWEST  CL  PO  BOX  1517,  67801 
227-2141 

54  M 49574  86  PB 

SCHWAR'IZ  MB, EUGENE  W,  2100  CAROUSEL,  67801 

24  M 1902  50  00 

STOCKWELL  MB, MORGAN  (.),  2020  CENTRAL  PO  BOX  1000,  67801 
225-1371 

24  M 1902  55  IM 

TREKEL.L.  MB , WIL.LI AM  V,  Ft)  BOX  1517,  67801 
227-3141 

25  M 1902  52  0E«:: 

TROTIER  MB, ROGER  COURINEY,  120  ROSS  BLVB,  67801 
225-6120 

47  M 1.902  76  H-' 

VIERTHAL.ER  MB, CARL.  A,  2020  CENTRAL,  6'7801 
225-1371 

53  M 1902  '78  IM 

vif:riiialer  mb, Stephen  l,  2020  n ceniral.  box  1000,  67soi 

225-1371 

51  M 1902  78  OBG 

WIN  MB, A YE  M,  PO  BOX  1517,  67801 
227-3141 

50  M 20901  IM 

EL  DORADO  — 316 

(Butler-Greenwood  County  Medical  Society) 

AHMAB  MB,ABB1.)  0,  720  W CENTRAL.,  67042 
321.-'7402 

32  M 16002  84  OTO 


(COUNCIL  GROVE-EL  DORADO)  59 


BRIAN  MB, ROBERT  M,  W FIRST,  A7042 

02  M :l.6(>6  31  00 

DELLET T MB , KENNEIH  B,  3RB  ^ VINE,  A7042 
32 1 -.1. 9:1.0 

30  M :l,902  55  OPH 

FANNING  MB,, .JANET'  I...,  123  N A'l'Cl-IISON  GTE  103,  A"^'0<12 
321-6051 

57  !■  :l.902  84  TT"' 

FANNING  M,B,KYI...E  W,  123  N AICHISON  S'TE  103,  67042 
321--6051 

56  M 1902  f:J4 

hlAFFNER  MB,l*III_,l..IAM  N,  123  N AICHISON,  67042 
321 -■5630 

35  M 1902  62  OS 

..JACOB  MB,J\ANNAMPALLY  J...,  123  N ATCHISON,  67042 
321  ■0056 

31  M 4953  "I’  76  l.J 

KASSEBAOh  MB, GLEN  E,  RR  #2  BOX  19,  67042 

98  M 1606  24  00 

LEE  MB,YONG  0,  123  N AICHISON,  6'/042 
321^^5630 

35  M 58310  77  GS 

OJ...SEN  MB, PHILLIP  S,  123  N AICHISON,  67042 
321-2100 

46  M 1902  73  IM 

PAIRON  MB,RICARBO  A,  123  N AICHISON,  6'/042 
321-7596 

3J.  M ','4808  83  OBG 

REBBY  MB,OENUMBAJ^A  C,  123  AICHISON  ROOM  302,  67042 
321-3300 

46  M 49511  79  IM 

SHIEL.BS  ,.JR  MB,. .JAMES  M,  119  N ..JONES,  67042 
321-2010 

:J.8  M 4802  46  J-H-' 

SIUEJs;  MB,CHRISIOPHER  W,  123  N A'lCJJISON  SIE  303,  67042 
321-521 1 

48  M 75911  78  ORS 


ELKHART  — 316 
(Seward  County  Medical  Society) 

lUAY  MB,BEU:N0  B,  411  SONSEI  BOX  878,  67950 
697-21/5 

42  M 74811  78  IM 

IWAY  MB, OLIVIA  N,  PO  BOX  8'/8,  67950 
697  2175 

43  F 74811  J:I0  I-' 

PERIBO  MB,BOMINABOR  I,  BOX  99/,  67950 
69/-215S 

44  M 7480.1  75  GS 


ELLINWOOD  — 316 
(Barton  County  Medical  Society) 

LAI/J  MB,FINBLEY,  PO  BOX  668,  67526 
564  -21 70 

22  M 1902  51  J=P 

UILLAj:w:i  EXEC  SEC  , JOBY , BARIUM  COl.JNI  Y MEB  GOCIE'IY,  67526 
792-4391 
00  J-' 


ELLSWORTH  — 913 
(Central  Kansas  Medical  Society) 

SEIIZ  ..JR  MB, ..JOSEPH  E,  308  KINGSJ...EY,  67439 
22  M 1902  46  00 


EMPORIA  — 316 
(Flint  Hills  Medical  Society) 

AMENB  MB,BOt.JGLAS  ,.J,  32  7 COMMERCIAL,  66801 
46  M 1902  79  OBG 

BARNET'I  MB,, JAMES  A,  919  J/J  12'IH,  66801 

342- 2521 

54  M 1902  82  IM 

BOSII...JEVAC  ,.JR  MB, JOSEPH  E,  2522  W 15TH,  66801 

343- 7043 

51  M 1902  81  TS 

BRABLEY  MB,H  JUJBSELJ... , 1601  SI  ATE , 66801 
343-2900 

35  M 1902  62  FP 

BROCKHOUSE  MB,. .JOHN  P,  1601  SI  A IE,  66801 
343 - ^VOO 

31  M 1902  57  IM 

BURGESON  MB,FRANJ<  G,  1601  STATE,  66301 

342- 6989 

40  M 3005  7.1  OPH 

BUTCHER  MB,TI-JOMAS  P,  2029  HIJN'IINGI UN  RB,  66801 
05  M :l.60.1  34  OCJ 

CAMJ-T-:<EEL  MB,EBWARB  G,  1601  SIATE,  66801 

343- 2900 

31  M 1902  62  FP 

BAVIS  MB,BAVIB  R,  2300  INBUSTRIAL.  RB  #108,  66801 
02  M 2101  28  00 

BICJ<  JR'  MB,HENf^'Y  ,.J,  25  JaJ  5'IJ-I,  66801 

342- 2341 

2'7  M 1902  59  FP 

EBUJARBS  MB,BAVIB  „J,  1601  STATE,  66801 

343-  I 191 

43  M 2803  77  OJI'S 

EI.LIS  MB, BOBBY  ,.J,  1601  STATE,  66801 
343-2900 

51  M 1902  78  IM 

GANN  MB,E  l.  AMONTE , RR  #2,  66801 

07  M 2802  44  CJO 

GARCIA  MB,GOUL.B  C,  919  W 12TH,  66801 
342- -2521 

32  M 360'7  65  IM 

GEITZ  MB,. JAMES  M,  919  W 12TI-I,  66801 

342- 2521 

46  M :l.902  73  :I:M 

GINAVAN  MB,BUANE  A,  1024  W 12TH,  66801 
342  5876 

35  M 1902  63  FP 

GLENN  MB, JAMES  N,  1601  STATE,  66801 

343- 119:1, 

40  M 4804  70  OJI'S 

HICKS  „JR  MIGIHOMAS  E,  1601  SIATE,  66801 
343-2900 

53  M 1902  GS 

HOPPER  MB, CHARLES  R,  1726  OJ.,,B  MANOR  RE,  66801 

17  M :J902  47  00 

HOWELI.  MB, BARBARA  JOYCE,  1601  SI'A'IE,  66301 
343-2900 

45  J-'  340  :l.  82  J-'B 

KNECHT  MB , STEPj-JEN  M,  NEWMAN  HOSI-'  12TH  6 CJ-IESTNI.J  1 , 66801 
342--7722 

44  M :J.902  72  R 

KJ^JJEISINGER  BO  ,W  BROCK,  919  JaJESI'  12IH,  66801 
342-2521 

48  M 2878  81  IM 

KUMAR  MB,RENI.J,  1601  STA'IE,  66801 
342--5881 

55  F 49610  82  PB 


60 


(EL  DORADO-EMPORIA) 


U,.(:)Yi;i  C,  B.27  COMMERCIAI...,  66B0.I, 

;^43-6S6S 

so  M 4S:l.4  86  OBG 

m:i:buei...:i:n(:)  md,(:)i,..:i.oer  m,  c/o  ni:;:wman  mem  iiosf'iiAi.., , aasoi 

3A:f-6800 

3S  M 7480:l.  /:l.  PATH 

MONITiOMERY  MD , MTCI  lAEI..  t. , :l.60:l.  STATE,  6680:1. 

34S-:i.:i.y:i. 

5S  M :l.902  86  ORS 

MDRPAN  M.TI , JOHN  L. , :l.7:l,0  YI..ICCA  l.,,ANE , 6680.1 

:l.s  M 4:1. 0:1.  42  00 

NAOARA,.JU  Mi:i,ARRAMRA...I(..l,  NEUMAN  MEM  HOST'  .1.2  A CHESJNU16  6680:1. 
;54;5-6T!00 

48  M 4952:1.  84  P 

NEUER  Mi:i,ER;EriERT(::K  S,  :l.2I'H  6 C:i'IESTNUT  , 66T!0:I. 

342--7722 

46  M ;J60:I.  7A  R' 

PASTOR  mtito:i:(:;tc)R  huoo,  :i.60:i.  state  ste  :i.o:i. , 6680:i. 

;^!42-77:l.5 

A3  M l.:5202  '/T!  I.l 

T':i:ersc)n  m.ti,mark  e,  .1.024  u .1.2T11,  6680.1 

;543-6ii)64 

so  M :l.902  82  FP 

schei...i.:i:nger  mti,r:i:c;harti  p,  :i.:i.28  t.aurence 668o:i. 

342- 0722 

22  M 3003  56  GS 

SNC:iUIT<ARGER  MBfMARVTN  B,  1.60.1  STATE,  66801 

343- 2900 

29  M :l.902  55  PP 


EUDORA  — 913 

(Douglas  County  Medical  Society) 

B0C:K  MD, peter  a,  lOl  U IOTH  PO  box  53'^,  66025 
542-2108 

57  M 1902  FP 

HCILLAHAV  MD, KENNETH  R,  PO  BOX  G,  66025 
542-2345 

34  M 1902  61  FP 


EUREKA  — 316 

(Butler-Greenwood  County  Medical  Society) 

CISKEY  MD, WILLIAM  J,  PO  BOX  310,  67045 
583-7401 

47  M 1902  74  FP 

SKAER  MD, STANLEY  ALLEN,  1 OO  E 16TH,  67045 
583-7486 

40  M 3901  78  GS 


FALL  RIVER  — 316 
(Sedgwick  County  Medical  Society) 

lARTER  MB, MACK  A,  RR  1 J9,  67’047 

18  M 1902  50  00 


SPEARS  MD, CHESTER  A,  NEWMAN  HOT:p  1 2TH  6 CHESTNUT,  66801 
343-6800 

50  M 2834  81  PATH 


SPORE  MB  , ..lOHN , 
343-7043 
56  M 


’522  U 1.5TH,  6680:1 
1.902 


(5S 


STEEOES  MB,. .JOHN  H,  :l.225  W 6TH,  66ES01 
343  :l. 065 

32  M 6'701.  R 

STONE  MDfC;HESTER  U,  1601.  JiTATE,  66801 
343-2900 

53  M 1.902  85  HEM 

tr:i:mbi...e  sr  mb,bav:i.b  p,  :e703  eiheruoobway,  66soi 

342-2572 

04  h 1902  32  (JFH 

I.INBERWOOB  MB, CHARLES  C,  25  WEST  5TH,  66801 

342- 2341. 

07  M 1902  32  IM 

OANBER  OELBE  MB,STANE.EY  LEROY,  1527  BERKLEY,  66801 
:l.6  M 1902  43  OO 

uir:i:oitt  mb , kenbtil.i.  m,  1024  west  12th,  66801 

343- 2376 

45  M 1902  72  FT’ 


ERIE  — 316 

(Southeast  Kansas  Medical  Society) 

BRYAN  MB, EMERY  C,  RT  2 BOX  171,  66733 

04  M 1902  32  Ot:) 

I’lANBSHY  MB,STANI...E:Y  E,  PO  BOX  256,  66733 
2.44-3291 

54  M 1902  82  FP 

ESKRIDGE  — 913 

(Flint  Hills  County  Medical  Society) 

WALKER  MD, WILLIAM  H,  2ND  6 CEDAR  BOX  218,  66423 
lO  M 2401  40  OO 


FORT  scon  — 316 
(Bourbon  County  Medical  Society) 

AKERS  MD,GUY  I,  618  MEADOW  L.N,  66701 

20  M 1902  53  00 

ALDIS  MD, HENRY,  6 E 13TH,  66701 
223-3100 

13  M 1902  41  OBG 

ALDIS  MD, WILLI AM,  1123  S CRAWFORD,  66701 

20  M 1902  44  00 

BASHAM  MD, JAMES  J,  702  MEADOW  LN,  66701 

14  M 1902  37  00 

BENAGE  MD,JOHN  F,  821  BURKE,  66701 
223-2200 

32  M 1902  59  OBG 

BRAUN  MD, EDWARD  W,  710  WEST  8TH,  66701 
223-3100 

42  M 1902  69  U 

BURKE  MD, JAMES  J,  710  W 8TH,  66701 
223-3100 

35  M 2834  67  IM 

CAMPBELL  JR  MD, WILLIAM  R,  710  U 8TH,  66701 
223-3100 

55  M 1902  83  GS 

CHOW  MD, STANLEY  Y,  1410  S EDDY,  66701 
223-2200 

18  M 24222  63  00 

DUNLAP  MD, PATRICK  S,  710  W 8TH,  66701 
223-3100 

53  M 3007  79  OBG 

nUNSHEE  MD,CARLYL.E  M,  710  U 8TH,  66701 
223-3100 

32  M 1902  57  GS 

DUNSHEE  MD, CHERYL  A,  710  W 8TH,  66701 
223-3100 

54  F 1902  82  IM 


(EMPORIA-FORT  SCOTT) 


GETTLER  MU, DEAN  T,  7.T0  U 8TH,  66701 
223-3100 

31  M 1902  57  GS 

GOOn  Mil, JAMES  T,  RR  1 BOX  140,  66701 

21  M 2802  62  GO 

GRANTHAM  MB, HERBERT  G,  710  U EIGHTH,  66701 
223-2200 

49  M 4501  84  PATH 

GRIMALDI  MB, GARY  A,  710  U EIGHTH,  66701 
223-3100 

49  M 1902  76  OBG 

GRIMALDI  MB, KENNETH  J,  710  U 8TH,  66701 
223-3100 

56  M 1902  PD 

IRBY  MB, PR ATT,  124  G CRAWFORD,  66701 

13  M 4705  40  00 

KERR  MB, GERALD  F,  RR  5,  66701 
223-6164 

44  M 1902  PATH 

MCCANN  MB, PATRICK  E,  710  WEST  8TH,  66701 
223-3100 

28  M 1902  60  IM 

MCKENNA  MB,MIC:HAEL  J,  323  S JIIDSON  STE  120,  66701 
223-3950 

38  M 1902  65  FP 

NELSON  MB,T  EUGENE,  710  W 8TH,  66701 
223-3100 

41  M 1902  69  FP 

NICHOLS  MB, ROBERT  R,  902  HORTON,  66701 
223-4100 

50  M 2803  77  FM 

PARRIS  MB, ROGER  B,  902  S HORION,  66701 
223-4100 

51  M 2803  FP 

PHELPS  MB, DAVID  WAYNE,  902  HORION,  66701 
223-4100 

51  M 1902  77  FP 

RABOM  MB, SANFORD  B,  RT  1 BOX  205B,  66701 
223-6029 

40  M 1642  83  R 

REEVES  MB,C  STEWART,  710  W 8TH,  66701 
223-3100 

37  M 1902  71  IM 

SF'ENCER  MB, JOHN  HAROLD,  902  S HORTON,  66701 
223-3100 

47  M 1902  76  FP 

THORNION  MB, JAMES  L,  710  W EIGHTH,  66701 
223-3100 

55  M 1902  83  PB 

WEDDLE  MB, DOUGLAS  P,  902  S HORTON,  66701 
223-3100 

43  M 1720  73  FP 

WOLF  MB, STEPHEN  B,  323  S JUDSON,  66701 
223-3950 

51  M 1902  PD 


FREDONIA  — 316 

(Southeast  Kansas  Medical  Society) 

BAYLES  MB, HUGH  G,  PO  BOX  30,  66736 

25  M 1902  52  OO 

RINBT  MB, PHIL;.  IP  L,  432  N SEVENTH,  66736 
378-3341 

45  M 1902  81  FP 


GARDEN  CITY  — 316 
(Southwest  Kansas  Medical  Society) 

ARROYO  MB,ZEFERINO,  2124  ANTLER  RIDGE  DR,  67846 
275-3700 

OO  M 74802  75  GS 

AUSTIN  MB, JOHN  O,  311  CAMPUS  *101  XBEAN  RYAN,  67846 

14  M 1601  46  00 

BAUGHMAN  MB, MICHAEL  J,  603  N 5TH,  67846 
2 75-3700 

56  M 1902  87  ORS 

BEGGS  MB, DAVID  F,  603  N FIFTH,  67846 
275-3700 

39  M 1902  65  IM 

BIGLER  MD,F  CALVIN,  801  N FIFTH,  67846 

275- 2141 

31  M 801  66  GS 

BRUNO  MB, JAMES  W,  1133  KANSAS  PLAZA,  67846 

276- 8201 

42  M 4706  73  FP 

CALBECK  MB, JOHN,  603  N FIFTH,  67846 
275-3700 

50  M 1902  78  IM 

COLLINS  MB, SHARON  A,  603  N FIFTH,  67846 

275- 3700 

51  F 2512  81  PD 

EICFIHORN  MB, FRANK  B,  BOX  719,  67846 

276- 8132 

25  M 1902  56  FP 

FENTON  MB, ROBERT  M,  1106  E HACKBERRY  ST,  67846 
275-3'700 

20  M 1902  54  FP 

FRY  MB,L.UTHER  L. , ST  CATHERINE  HOSP  BOX  1928,  67846 
275-7248 

41  M 1902  68  0F4I 

GII.BERT  II  MB, JOHN  H,  603  N FIFTH,  67846 
275-3700 

46  M 1902  72  OR'S 

GREENWOOD  MB, JAMES  F,  PO  BOX  419,  67846 
275-3700 

33  M 1611  67  FP 

HANSEN  MB, FRANK  W,  603  N FMEIH,  67846 
275-3700 

49  M 1902  7B  I'M 


HUNSBERGER  B,0.  , TERRY  R,  602  N THIRB,  67846 

275- 7128 

47  M 2878  74  H--' 

KOKSAL  MB, TOM,  1133  E KANSAS,  67846 

276- 8201 

00  M 1902  77  FP 

LE  MB,CHUONG  BUG,  912  N 5TH,  67846 
275-4486 

48  M 94101  83  GP 

MATHEWS  B 0, THOMAS  G,  608  N 5TH,  67846 

00  M 2878 

MATTHEWS  B.O,  , GEORGE  E,  608  N 5TH,  67846 

275-9752 

48  M 2878  83  OBG 

MEL., IN  MB, BRUCE  B,  608  N FIFTH,  67846 
275-61 11 

51  M 5605  82  PATH 

MEYERS  MB , STEPHEN , 603  N l"IFTH,  67846 
275-3700 

48  M 2834  77  PB 

MILLER  MB, ROBERT  E,  603  N FIFTH,  67846 
275’-3700 

26  M 4812  75  GS 


62  (FORT  SCOTT-GARDEN  CITY) 


ROHi;.-Ris  m)i:i,siieij:i(:in  n,  <<>03  n hiii, 

275-:f>740 

SS  M 3840  8?  (J 

r(:)i:ir:i:guc::z  mi;i,pai.jl  l,  box  :i.?29,  67B4a 

27S  •■6:1. 

39  M 47'06  71  R 

SNORTUM  MD, ROBERT  A,  603  N F:i:FIH,  6/846 
275-3700 

52  M 2604  86  FI'-' 

TEARE  MB, MAX  E,  .1.007  BAO:i:S,  6/846 
2/6-76B9 

28  M :l.902  54  F' 

tr:i:(:u.o  mb, peter  a,  box  .1.729,  6/846 

2/5-7445 

43  M 64933  82  BR 

TURNER  MB, JOHN  W,  .1.505  SPRUCE  145,  67846 

.1.3  M :l.902  39  00 

'n.lRNER  MB, KENNETH  B,  603  N 5TH,  6/846 
275-3/80 

5/  M 40:l.  8/  FT-' 

OACHAF.  MB,EOA,  608  N F:i:F  rH,  67846 
275-6  :U.:l. 

00  F :l.902  77  PATH 

UIEI...CI-I  Mj;i,L..AUREN  A,  508  N 7TH,  67846 
275-6:l.  1.:l. 

45  M :l.902  72  OS 

UEl.CII  MB, MAURA  S,  508  N /Til,  67846 

SO  F :l.902  78  00 

ZAUCTIE  MB, JAMES  T,  603  N F:I:F"ITI,  6/846 
275-3730 

53  M 2604  86  T-'B 

ZEI...I...ER  MB, MYRON  ,..l,  603  N r-TFTH,  67846 
2/5-3700 

38  M :l.902  65  OM 


GARDEN  PLAIN  — 316 
(Sedgwick  County  Medical  Society) 

i...:i:nb  :i::i:  mb,ebwarb  j,  72B  b:i:ermann,  6705o 
535-22:l.8 

53  M :l.902  79  FP 

re:i;ni-iarbt-wi.)i.t-  mt:i,  ia:i;ss:i:a  i... , po  box  2/3,  6/050 
.1.9  l=-  9:1.302  60  00 


GARDNER  — 913 
(Johnson  County  Medical  Society) 

n:i:kn:i:a  mb,morteza,  po  box  5/6,  66030 

8!;i4-/822 

38  M 5:1.70:1.  78  GS 

REECE  MB, A IHOMEN,  PO  BOX  576,  66030 
884  ■8  /22 

3/  M :l.902  64  FF' 


GARNETT  — 913 

(Anderson  County  Medicai  Society) 

i:iOUGHERTY  MB,  THOMAS  M,  117  W 6'TH,  66032 
448-542:l. 


28 

M 

:l.902 

55 

F'l-' 

harr:i:s 

JR  mi:i,ci...a:i:b  b. 

320  S OAK  ST, 

66032 

:i.7 

M 

:l.902 

44 

00 

LETTCFI  MB,BAO:i:i:i  A,  GARNE'T'T  MEB  CFT'R  1:1.7  W 6I'H,  66032 
448-542:l. 

3FI  M :l.902  64 


S'T'EOENS  MB,M:i:t..BREi:i  J,  202  W 4T'H,  66032 
440-5454 

23  I"'  :l.902  47  FP 


GIRARD  — 316 

(Crawford-Cherokee  County  Medicai  Society) 

HAl.l...  Mi:i,WESI...EY  H,  PO  BOX  :I.5B,  66/43 
■/24-6:l.54 

25  M 1.902  57  FP 


GLASCO  — 913 

(Cloud  County  Medical  Society) 

HARWOOB  MB , a.Al.lBE  J,  I'T:)  BOX  428,  6/445 
568-2245 

25  M :l.902  55  FI"' 


GODDARD  — 316 

(Sedgwick  County  Medical  Society) 

PAT^MAN  mb,c;ra:i:g  r,  2:1.6  n ma:i:n  box  s60,  6/052 

■/94-!:t655 

56  M :l.902  FI7  FI-' 

PUL.iUM  B.o,  ,r:i:charb  w,  3/3/  s 247111,  6/052 
/94-  2/2:1. 

2/  M :l.8/5  FIO  R 


GOODLAND  — 913 
(Northwest  Kansas  Medical  Society) 

1..0NG  mt:i,i..i...dyt.i  0,  520  ma:in,  6/735 
FI99  ■■■565:1. 

37  M :l.720  76  FP 

MC(:;UI...I,.01.IGH  Mi;i,R0BEI/l'  C,  520  MAIN  I'O  BOX  :l.80,  67/35 
899-565  I. 

25  M 702  66  GP 


GREAT  BEND  — 316 
(Barton  County  Medical  Society) 

BEAHM  MB,ANOI...  W,  3923  BROADWAY,  6/530 
■/93 -'/FIZ 7 

:l.6  M :l.902  43  n-' 

BEAHM  Mi:i,DOMAI...i:i  E,  MED  ARTS  DI..T:iG  3923  BROAI.iUAY,  67530 
792-3626 

45  M :l.902  72  OITI 

BROWN  Ml:i,c;  RE:i:I-'F,  3623  BROAT.IWAY,  67530 
/92-:l.248 

3:1.  M 390:i.  or«;i 

Bfi;OZEK  MI.I,  JEI-'FREY  E,  :l.309  F'CU.K,  6/530 
792  ■5:54:1. 

57  M :l.902  84  FF' 

CAOANAUGH  MD,a..A:iR  J,  C K M C 35:15  BROADWAY,  6'/530 
792-26:l  / 

23  M :l.803  52  R 

EVANS  mj:ii.w:i:i...i...i:am  r,  :i9:i.2  i.. .t.n(::oi...n,  67530 

25  M ,1.902  S3  CIO 

F:I.ESER  MD,CARI,..  W,  35:l,5  BROADWAY,  67530 
■/92-26:l  7 

45  M :l.902  '/5  R 

FLESKE  mb, LEONARD  T,  1514  K 96  HUY,  67530 
792-4383 

49  M 1902  75  ORS 


(GARDEN  CITY-GREAT  BEND)  63 


6ATEN0  MD, JOSEPH,  1031  .JACKSON,  67530 
793-8429 

25  M 64901  76  OBG 

HILL  MIi,LARY  MICHAEL,  1309  POLK,  67530 
793-3141 

51  M 1902  78  FP 

HOLT  Mil,  JOHN  M,  PO  BOX  1328,  67530 
793-8429 

35  M 1902  62  IM 

JONES  MIi,EBUARB  L,  3515  BROADWAY,  67530 

792- 2511 

35  M 1902  62  PATH 

KING  MD, WILLIAM  T,  3421  FOREST,  67530 

793- 3501 

35  M 1902  62  OBG 

MCALLASTER  MD,WENDALE  E,  2111  FOREST,  67530 
793-3591 

24  M 1902  54  GS 

PECK  MD, ROGER,  PO  BOX  1328,  67530 
793-8429 

54  M 1902  84  IM 

POLSON  MD, ROBERT  C,  BOX  A 1422  POLK,  67530 
793-8414 

17  M 1902  42  OPH 

PRESTON  MD, RICHARD,  PO  BOX  1328,  67530 
793-8429 

42  M 1902  70  IM 

REPL06LE  MD, CHARLES  B,  2111  FOREST,  67530 
793-3591 

27  M 1902  53  FP 

RUIZ  MD, CARLOS  M,  PO  BOX  1348,  67530 
792-3210 

25  M 27501  70  P 

SAYLER  MD, JEROME,  CTRL  KS  MED  CTR  3515  BROADWAY,  67530 

792- 2511 

20  M 4113  64  PATH 

SCHUETZ  MD, PERRY  N,  1422  POLK  BOX  A,  67530 

793- 8414 

45  M 1902  72  OPH 

SCHUKMAN  MD,JAY  S,  1309  POLK,  67530 

792- 5341 

50  M 1902  76  FP 

SHIVEL  MD, DAVID  G,  3523  FOREST,  67530 

793- 3523 

28  M 1902  55  FP 

SMITH  MD, PERRY  MILTON,  1309  POLK,  67530 
792-5341 

52  M 1902  78  FP 

UNREIN  MD, ROBERT  J,  101 7A  JACKSON,  67530 
792-2504 

29  M 1902  59  FP 

WHITE  MD, CHARLES  L,  2412  DOVE  TERR,  67530 

06  M 1902  36  00 

WIKOFF  MD, DONALD  L,  925  RATION  RD,  67530 
792-7353 

49  M 3005  82  U 

YOUN  MD,HWAN,  3515  BROADWAY,  67530 
792-2617 

48  M 58310  82  DR 


GREENSBURG  — 316 
(Iroquois  County  Medical  Society) 

BRADLEY  MD,J  RODERICK,  502  S WALNUT,  67054 
723-2127 

23  M 1902  47  FP 

CANNATA  MD,GENE,  502  S WALNUI , 67054 
723-2127 

54  M 1902  81  FP 


WALDORF  JR  MD, MELVIN  FI,  BRADLEY-WAL.DORF  502  S WALNUT,  6 
723-2127 

23  M 1902  47  FP 


HALSTEAD  — 316 
(Harvey  County  Medical  Society) 

A I LION  MD, ALEJANDRO  J,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

39  M 26402  74  TS 

BEUGELSDI„)K  MD, HENRY  PETER,  421  SPRUCE,  67056 
835-2241 

49  M 1902  77  ANES 

BOUDREAUX  MD,VELTIN  J,  PO  BOX  53,  67056 
835-2241 

37  M 4812  72  R 

BURNETT  MD,A  DEAN,  504  COLLEGE,  67056 

21  M 1902  52  00 

DECKER  MD, DONALD  D,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

31  M 1902  56  00 

EASIES  MD,GARY  DEAN,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

44  M 4812  78  U 

GNAU  MD,FR'E:DRIC  B,  803  MAIN,  67056 
835-2241 

42  M 1902  69  OTO 

HARMS  MD,WILMER  A,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

22  M 1902  56  OPH 

HOOFER  MD,WILFORD  D,  HERTZLER  CL  320  WAL.NUI,  67056 
835-2241 

30  M 1902  55  IS 

KIMMEL  MD, KENNETH  K,  41 H 6 CHESTNUT,  67056 
835-2241 

52  M 1902  78  IM 

MALONE  MD, EUGENE  M,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

23  M 1902  56  IM 

MONTGOMERY  MD,U..OYD  DAN,  HERTZLER  CL  320  WALNUT,  67056 
835-2241 

43  M 3601  ?5  P 

SHAH  MD,SHAR'F'UDDIN,  HERIZI...ER  CL  320  WAL.NUI,  67056 
835-2241 

31  M 70401  71  IM 

SiofFER  MD,R0BERI  P,  FIERIZt..ER  Cl...  320  WAI..NUT,  61'056 
835-2241 

26  M 1902  48  IM 

1E,.)AN0  MD,NF:0NIL.0  a,  HERTZLER  CL.  320  WAL.NUI',  6'7056 
835-2241 

43  M /4808  72.  ORS 

WELCH  MD,JACK  W,  HERTZLER  CL.  320  WALNUT,  67056 

18  M 1902  51  00 

WILSON  MD,H  RANDOLPH,  HERTZLER  CL.  320  WALNUT,  67056 
835-2241 

20  M 4112  77  GYN 


HANOVER  — 913 

(Northeast  Kansas  Medical  Society) 

WAFUREN  MD, LINDA  D,  BOX  38,  66945 
337-2214 

44  I-"  1902  7 1 Fl=' 

WARREN  MD, ROGER  D,  BOX  38,  66945 
337-2214 

31  M 1902  57  GS 


64  (GREAT  BEND-HANOVER) 


HAYS  — 913 

(Central  Kansas  Medical  Society) 

ALRERB  Mi:i, ROBERT  0,  250:1,  E .15TH  STE  :I.O,  67601 
625--4224 

48  M 82  :iM 

APPLEGATE  JR  MB, FRANC ,I:B  R,  :I, 0.1.0  BOUIN.ING,  6760i 
628-82:1.0 

50  M :l.‘i>02  55  OF'II 

BAUER  MB, RICHARD  B,  .15:17  E 27TH,  6760.1. 
625-0044 

54  M :l.902  e:l.  OBG 


BOWERMAN  MB, ROBERT  F,  250:1.  E .1.3 TIT,  6760.1. 
628-67:l,8 

44  M .1.1.02  85  R 

BULA  MB, RALPH  E,  320yA  W.ILLOW,  6760:1. 

:12  M ,1.902  37  00 

CARLSON  MB, EARL  0,  DRAWER  430,  6760:1. 
628-8221. 

31.  M 3005  65  ORB 


CECIL  III  MB, JOHN,  BOX  833,  6760.1. 
625-652I 

43  M 4804  72  R 

COOK  i:i  0,  RANDY  A,  105  W .1.3'ni,  6760 :l. 
628'3608 

52  M 2878  IM 

DYCK  MB, ERIC  LEE,  .1.605  OAKMONT,  6760,1. 
628-6:l.5:l, 

52  M 1.902  80  FP 

EDDY  MB,  VIC  I OR  M,  .1.05  W .1.3TH,  6760:1. 
625-2551 

29  M 1902  56  OB 

GRAY  MB, PATRICK  Ul,  105  Ul  13TH,  67601 
628-3608 

55  M 390:l.  83  IM 

HAIGl.ER  MB, JAMES  P,  217  W 24TH,  67601 


13  M 3006  39  00 

HALLING  MB,I...  WII..LIAM,  1300  EAST  13TH,  67601 
625-5646 

27  M 5002  68  PATH 

HUTCHISON  MB, GLEN  C,  3200  COUNTRY  L.ANE , 67601 
628-8251 

21  M 1902  50  ANES 

Hl.nt;HIBON  MB, MARC  K,  213  CASI ILLI AN  GARDENS,  6 7601 
628-6760 

00  M 82  ANES 

HUTCHISON  MB, MICHAEL.  C,  #4  STONEUOOB  ESTATES,  67601 
628-1160 

53  M 1902  80  ANES 


KANE  JR  MB, WILL. I AM  M,  2503  CANTERBURY  RB,  6 7601 
628-3245 

27  M 1001  62  OBG 

KELI..Y  MB, A CHRISTINE,  1517  E 27TH,  67601 
625—8553 

49  r-  2846  8:1.  (.IS 

KIFER  MB,C  JAMES,  BOX  833,  67601 
625-6521 

45  M 1902  '72  BR 


L.ASL.EY  Mi:i,MI(:;i'1AEL.  B,  2501  EAST  13  S'TE  '7,  6'7601 
628-321 '7 

45  M :l.902  '76  GS 

LOEB  MB,EI„.BIE  L.,  2501  E 13TH  STL:  10,  6'7601 
625-4224 

51  M 1902  79  IM 

MATTICK  MB, IRVIN  H,  2818  N VINE,  67601 
628-8221 

1.8  M 2802  54  ORS 


MCBONAI..B  MB, KEVIN  R,  PC)  BOX  1176,  67601 
628'"6014 

52  M 3006  83  U 

NEIL  MB, ROY  N,  105  W 13TH,  6'7601 
628-8341 

38  M 3005  "71,  F'ATH 

NEWCOMB  MB, WARD  M,  1300  E 13TH,  67601 
625-5646 

37  M 3005  75  PATH 

RAMSEY  MB, JOE  A,  2501  E 13TH,  67601 
625-4224 

55  M 1902  IM 

RICHARBS  MB,BALLAS  LEE,  2501  E 13TH  STE  10,  67601 
625-4224 

49  M 1902  76  IM 

SILER  MB, EUGENE  T,  lOlO  BOUNING,  67601 
628-8218 

24  M 1902  52  OPH 

STABALMAN  MB, ROSS  EUGE^E,  2501  E 13TH  STE  7,  67601 
628-3217 

47  M 1902  74  GS 

STUMP  MB,HARL  G,  105  W 13TH,  67601 
625-2551 

39  M 1902  66  GS 

TAN  MB,LOUF«BES  R,  208  E 7TH,  67601 
628-2871 

34  F 74811  88  P 

VILLARANTE  MB,FE  T,  201  E 7TH,  67601 
625-4154 

28  F 74807  RM 

WATTS  MB, HARRY  E,  1010  DOWNING,  67601 
628-8218 

27  M 702  60  OF>H 

WEBER  MB, WALLACE  N,  2707  VIT«:  STE  lO,  67601 
628-3231 

43  M 1902  70  D 

WERTH  MB, DARREL  B,  PO  BOX  1176,  67601 
628-6014 

50  M 1902  76  U 

WILCOX  JR  MB, HOWARD  L,  PO  DRAWER  430,  67601 
628-8221 

44  M 1902  71  ORS 


HAYSVILLE  — 316 
(Sedgwick  County  Medical  Society) 

MAGSALIN  MUfROMULO  D,  141  N MAIN,  67060 
529-2151 

40  M 74808  78  PATH 


HERINGTON  — 913 
(Dickinson  County  Medical  Society) 

BI.ISTGS  MB,  JONAS  G,  L005  NOR  TH  B,  67449 
258-3705 

4:1,  M 748:1.0  76  GS 

DOZIER  MB, FRED  S,  :l.005  NOfilTH  B,  67449 
:l,0  M 4804  4'/  00 


HESSTON  — 316 
(Harvey  County  Medical  Society) 


BIENER  MB,CL.AYIC)N  H,  ,1.0.1.  W VESI'JIR , 67062 
32'/-4:l.22 

:l,8  M 1902  54  OS 


(HAYS-HESSTON) 


HOXIE  — 913 

(Northwest  Kansas  Medical  Society) 


YODER  MD, VERNON  E,  ROUTE  #1.,  67062 
283-2400 

3.1.  M 4802  68  I-' 


HIAWATHA  — 913 
(Northeast  Kansas  Medicai  Society) 

DUCKETT  MDfl  HOMAS  G,  20.1.  MIAfTi: , 66434 

10  M 1.V02  34  00 

HAYES  MD.KR.TS  A,  200  DELAWARE,  66434 
742-2:1.31 

54  M 1902  81  88 

LARSON  MD, DELBERT  I...,  314  OREGON,  66434 
742-2161 

30  M 1803  66  FP 

MEIDINGER  MD,RAY,  111  8 FOURTH,  66434 
742--2135 

03  M 3005  32  TT-' 

s:i:nning  md,gary,  314  Oregon,  66434 
742-2161 

49  M 1902  77  FP 


HILL  CITY  — 913 
(Centrai  Kansas  Medicai  Society) 

REDDY  MD,B  N,  114  E WAI...NU  I , 67642 
674-2191 

38  M 49557’  80  RT 

REDDY  MD,P  JAGANNADHA,  80  WAl.NUT  DR,  67642 
42  M 49511  7'3  08 


HILLSBORO  — 316 
(Marion  County  Medical  Society) 

ENS  MD, GERHARD  GEORGE,  613  8 MA:I:N,  67063 
947'-5931 

20  M 1902  55  FP 

ENS  MD, PETER  D,  209  8 MAIIN,  67063 
947'-3671 

14  M 1902  51  FP 


HOISINGTON  — 316 
(Barton  County  Medical  Society) 

PLANNER  MD, FRANK  R,  353  U lEN'lH,  67544 
653-4138 

43  M :l.902  83  FT' 

MOORE  MD, ROBERT,  814  NORTH  ELM,  67544 
653-2151 

22  M 3901  53  FP 


HORTON  — 913 

(Northeast  Kansas  Medical  Society) 

FRANC :i: SCO  MD,EDGARDO,  PO  BOX  6,  66439 
486-2646 

3.1  M 7’4802  T'4  Gl”' 

WALTON  MD,PHIL.1P  D,  .1903  EUCLID,  66439 
486-2828 

32  M :l.902  64  I'T"' 


NEUENSCHWANDER  MD,,..IOHN,  PO  BOX  258,  67740 
675-3292 

26  M 2802  52  l-T-' 

NEUENSC:HWANDER  MD,J0HN  rand,  PO  box  258,  67740 
675--3292 

4/  M 1902  73  FF' 


HUMBOLDT  — 316 
(Southeast  Kansas  Medical  Society) 

I...ONG  MD, EDWARD  E,  8TFI  ^ NEW  YORK,  66748 
473-2411 

21  M 1902  50  FP 


HUTCHINSON  — 316 
(Reno  County  Medical  Society) 

ADAMS  JR  M.D,MAR(:;US  W,  2101  N WAl.DRON,  6 7502 
663-6121 

33  M 3901  6 7 F'D 

albr:i:ght'  md,jerol.d  d,  2101  n wal.dron,  67502 

663-6121 

39  M 1902  6 7 F"P 

BARKER  MD,  ST  ANT  ON  1.,  2101  N WALDRON,  6 7502 
663-6121 

54  M 1902  82  FP 

BAUER  MD, THOMAS  A,  2101  N WAL.DRON,  67502 
663-6121 

41  M 1902  68  IM 

BI...ANK  MD,JOI-IN  N,  ROUTE  5 BOX  220,  67502 

0'7  M :l.902  38  00 

BORRA  MD,MAR:I:0  J,  1 WEST  8TFI,  67501 

662- 1 751 

24  M 240  :l.  54  U 

BOS  MD, NORMAN  C,  2101  N WAL.DRON,  67502 

663- 6121 

24  M 1611  61  OR’S 

BOIIDA  MD,LIAV1D  W,  115  COLINTRYSHiE  DR,  67502 
663-6121 

45  M 1902  81  IM 

BYE:RS  MD, MARTHA  S,  1100  N MAIN,  67501 
663-2:1.51 

54  F 1902  31  FP 

CASEY  MD, JAMES,  1100  N MAIN,  67501 
663  2151 

42  M 3005  77  PD 

(::herven  md,phil.ip  l,  iioo  n main,  67soi 

662- 3364 

45  M 2501  77  PD 

COKER  JR  MD, GRADY  N,  1100  N MAIN,  67501 

663- 2151 

25  M 1201  OBG 

DEPENBLISCH  MD,  FRANC  1 8 L,  1708  E 23RD,  67502 
663-7187 

38  M 1902  66  OPH 

ECKY^RT  MD,DE  MERLE  E,  2517  E 45TH,  67502 

14  M 1902  40  00 

FALTER  MD, RICHARD  T,  1708  E 23RD  ST,  67502 
663-7187 

38  M 1902  68  OPH 

GRAVES  MD, KATHRYN,  2101  N WALDRON,  67502 
663-6121 

49  1“  1902  76  D 


66  (HESSTON-HUTCHINSON) 


HALE  MD, RALPH,  IS V LINKSL.ANU  DR,  <f-7S01 

IB  M L902  4A  GO 

HEDRICK  HD,KENNE1H  E,  2101  N WALDRON,  67502 
66S  ■612:1. 

27  M 1902  S3  GS 

HOL.DERMAN  MD, WALLACE  D,  2101  N WALDRON,  67502 
66S-4406 

28  M ,1902  54  OR'S 

JARROI  T M.D,JOHN  D,  1100  N MAIN,  67501 
66S--2151 

16  M 1902  40  ORS 

JOHNSON  MD, RICHARD  L,  2101  N WALDRrON,  67502 
6613 - 6 121 

00  M 82  R 

KL.OSTERHOFE  MD,FiRUCE  E,  1715  E 23RD,  67502 

662- 6041 

45  M 1611  72  P 

LESSER  MD,DANE  A,  2101  N WALDRON,  67502 

663- 6121 

49  M 3901  81  U 

LETTNER  MD,HANS  T,  DOX  159,  67504 

662- 7801 

23  M 40716  64  PATH 

MATLOCK  MD,MARK  S,  2101  N WALDRON,  67502 

663- 6121 

56  M 3901  87  D 

MCCOY  MD, CHARLES  T,  310  WOLCOTT  DLDG,  67501 

16  M 1902  41  00 

MCMULLEN  MD, JOSEPH  E,  2101  N WALDRON,  67502 
663-6121 

33  M 1902  63  GS 

MILLS  MD,£iTEPHEN  C,  1100  N MAIN,  67501 
663-2151 

44  M 3901  87  DR 

NANNEY  MD, GREGORY  D,  21 Ol  N WALDRON,  67502 
663-6121 

■55  M 3901  86  HEM 

NUNEMAKER  MD, MARION  E,  F'O  DOX  1129,  67504 
21  M 1902  46  00 

OF-ENSHAW  MD,CAL01N  R,  1824  N MAIN,  67502 

662- 0952 

21  M 4901  53  00 

OYER  MD,  FF^EDERICK  R,  2101  N WALDRON,  67502 

663- 6121 

43  M 1606  DR 

PEASE  MD,GARY  L,  1712  E 23RD,  67502 

662- 4458 

41  M 3005  77  OTO 

PERKINS  MD,JACK  L,  2101  N WALDRON,  67502 

663- 6121 

24  M 1902  53  FP 

SAYLOR  MD,FCANDEL.  L,  2101  N WALDRON,  67502 
663-6121 

53  M 1720  85  OPH 

SHEARS  MD,RODERT  N,  1100  N MAIN,  67501 
662  ■3364 

20  M 1902  44  PD 

SHERVIN  MD,ADEL,  PO  DOX  369,  67504 
662-1742 

47  M 51703  OPG 

SMITH  MD, THOMAS  WILLIAM,  1712  E 23RD,  67502 

662- 4458 

43  M 1643  80  OTO 

SPITZER  MD,wJEROME  S,  1100  N MAIN,  67501 

663- 2151 

33  M 3005  62  FP 

STAFFORD  MD, ROBERT  W,  2101  N WALDRON,  67502 
663-6121 

43  M 2101  74  IM 


STOUT  MD, JAMES  M,  2101  N WALDRON,  67502 
663-6121 

M 1902  55  FP 

SUMNER  MD, JOYCE  R,  301 1-D  NUTMEG  LN,  67502 

26  F 1902  51  00 

SUMNER  MD, MARION  M,  3011  D NUTMEG,  67502 

26  M 1902  52  IM 

TAYLOR  MD,ELWYN  J,  1100  N MAIN,  67501 
663-2151 

34  M 1902  62  FP 

TWEITO  MD,DAOID  H,  1100  N MAIN,  67501 

662- 3364 

38  M 1803  69  PD 

OIERTHALER  MD,LYLE  D,  PO  DOX  731,  67504 
665-7211 

54  M 1902  ANES 

WEIDENSAUL  MD,D  N,  2101  N WALDRON,  67502 

663- 6121 

50  M 1902  76  IM 

WORTMAN  MD,JACK  A,  2101  N WALDRON,  67502 
663-6121 

34  M 1902  63  IM 


INDEPENDENCE  — 316 
(Southeast  Kansas  Medical  Society) 

ATWOOD  MD, LARRY  C,  800  W MYRTLE,  67301 
331-8610 

54  M 1902  80  FP 

BAIR  MD, ALBERT  E,  PO  BOX  925,  67301 

16  M 1902  44  00 

BARBER A MD, PORTER  E,  PO  DOX  1157,  67301 

19  M 4707  47  00 

EMPSON  MD, CHARLES  L.,  PO  DOX  848,  67301 
331  ■■■■60 19 

37  M 1902  68  FP 

KNUTH  MD, KENNETH  L,  2900  TERRA  OISTA,  67301 
331  ■■•■2200 

22  M 1902  SO  R 

MYERS  JR  MD,EARL.  B,  DOX  548,  67301 
331  ■•••3420 

32  M 2803  69  GS 

STACEY  MD,KIMDALL.,  209  N SIXTH,  67301 
331  •6350 

00  M 82  IM 

TONG  MD, ROLANDO  M,  PO  DOX  425,  67301 
331-6573 

49  M 74801  82.  GS 


lOLA  — 316 

(Allen  County  Medical  Society) 

COPENING  MD,TEL.L.  D,  DOX  386,  66749 
365-2134 

43  M 1902  70  F7-' 

DICK  MD, WILLIS  G,  4 EAGL.E  DR,  66/49 

13  M 512  71  08 

LENSKI  JR  MD, FRANCIS  X,  PO  DOX  848,  66749 
365-3901 

26  M 1606  50  00 

MYERS  MD,W  EUGENE,  401  E JACKSON,  66749 
12  M 1902  46  00 


(HUTCHINSON-IOLA) 


JEWELL  — 913 

(Mitchell  County  Medical  Society) 

PLOWMAN  Mi:i,CARL  W,  , 669 A9 

99  M .1.606  29  00 


JUNCTION  CITY  — 913 
(Geary  County  Medical  Society) 

BOLL..MAN  MIL  CHARLES  S,  PO  BOX  397,  6644.1. 

762-4575 

41  M 3901  74  GS 

BRETHDUR  MB, LESLIE  J,  1106  ST  MARYS  RB,  66441 
230-4151 

13  M 3006  41  EF" 

BUNKER  JR  MB, HERBERT  L,  1106  ST  MARYS  RB,  66441 
230-5131 

20  M 1606  4 7 FT^' 

CRAIG  MB, THOMAS  A,  1106  ST  MARYS  RB  STE  102,  66441 
762-4255 

53  M 1902  01  IM 

LABHSETUAR  MB,S  A,  MEB  ARTS  BL.BG  PO  BOX  1005,  66441 
762-4147 

39  F 49520  74  OBG 

MACE  MB,RONALB  B,  1106  S ST  MARYS  RB  STE  305,  66441 
762-4004 

42  M 3901  75  I'P 

OLDONNEL.L  MB,F1ARRY  E,  703  WESI  CHESTNUT,  66441 

14  M 4113  42  00 

SCOTT  MB, ALEX,  507  WEST  6TH,  66441 
230-2510 

23  M 5605  50  FP 


KANSAS  CITY  — 913 
(Wyandotte  County  Medical  Society) 

ABAMS  MB, JOYCE  A,  KU  MEB  Cl R 39TH  ^ RAINBOW,  66103 
580-6325 

00  F PB 

ALEXANBER  JR  MB,L  GEORGE,  UKMC  39TH  K RAINBOW,  66103 
508-2840 

48  M 3607  86  CBTS 

Al.GIE  MB, WILLIAM  H,  7050  FF^'EEMAN,  66112 

02  M 1902  27  00 

ALLEGRE  MB, ANN,  1969  N 33RB,  66104 
321-0341 

50  F 1902  70  IM 

ALLEN  JR  MB,  WILLIAM  R,  9201  PARALL.EL , 66112 
334-4110 

46  M 1902  00  R 

ALLEN  SR  MB, WILLIAM  R,  9201  PARALLEL.,  66112 
334-4110 

22  M 1902  R 

ARAKAWA  MB,KASUMI,  KU  MEB  CENTER,  66103 
500-6670 

26  M 57211  64  ANES 

ARMSTRONG  MB, JEFFREY  A,  KU  MEB  CENTER,  66103 
588-6670 

54  M 1902  00  ANES 

ASHER  MB, MARC  A,  K U MEB  CENTER,  66103 
500-6130 

M 1902  63  ORS 

BATNITZKY  MB, SOLOMON,  K U MEB  CENTER,  66103 
588-6035 

40  M 03601  77  BR 


BECKER  MB, LESLIE  E,  600  NEBRASKA  STE  104,  66101 
342-4010 

23  M 1003  65  LI 

BENSON  MB, KIRK  T,  KU  MEB  CENTER,  66103 
500-6670 

54  M 1902  80  ANES 

BERGIN  MB, JAMES  J,  BETHANY  MEB  CTR  51  N 12TH,  6610 
281-8767 

28  M 2407  76  IM 

BICHLMEIER  MB, FRANKLIN  G,  155  S lOTH,  66102 
371-6000 

33  M 1902  59  CBS 

BOLINGER  MB,R-OBERT  E,  KU  MEBICAL.  CENTER,  66103 
500-6022 

19  M 1902  43  END 

BOSIL.EUAC  MB,FREB  N,  155  S 18TH,  66102 

16  M 1902  44  OPH 

BRACKEIT  JR  MB, CHARLES  E,  460  TERRACE  TRAIL.  EAST, 

20  M 3501  52  00 

BRILL.HART  MB, MAXINE  I,  4540  COUNTY  LINE  RB,  66106 
262-9005 

15  F 1902  50  00 


BROOKS  MB, CHARLES  L,  0919  PARALLEL.,  66112 
297-2400 

54  M 1902  05  GE 

BROOKS  MB, WILL. I AM  HENRY,  155  S 18TH  STE  101,  66102 
371-4343 

49  M 1902  70  R 

CALBERON  MB, JAIME,  4631  OFs-VILLE  STE  201,  66102 
287-5556 

39  M 26401  75  CB 

CALKINS  MB, JOHN  W,  KU  MEB  CENTER,  66103 
588-6236 

51  M 1902  76  OBG 

CAMERON  MB, WILLIAM  J,  KU  MEBICAL  CENTER,  66103 
588-6200 

29  M 2501  62  OBG 

CARPENTER  MB, PAUL  R,  155  S lOTH  STE  105,  66102 
3'7 1-6800 

24  M 1902  50  GS 

CHAFFEE  MB, TERRY  L,  39TH  i!.  RAINBOW,  66103 
588-6670 

53  M 1902  ANES 

CHALIAN  MB, ALEXANBER  R,  2648  MINNESOTA,  66102 

03  M 3509  57  00 

CHANG  MB,C  H JOSEF'H,  KU  MEB  CENTER,  66103 
588-6807 

29  M 58301  71  R 

CHERNOFF  MB, MARY  A,  8929  F'ARAL.L.EL.  PKWY,  66112 
596-4100 

56  F 1902  84  ANES 

CHIN  MB, TOM  B,  KUMC  - HUMAN  ECOLOGY  BERT,  66103 
588-7175 

22  M 2501  73  IB 

CHO  MB, CHENG  T,  K U MEB  CENTER,  66103 
588-6336 

37  M 38501  74  PB 


CHONKO  MB,ARNOLB  M,  KU  MEB  CENTER,  66103 
588-6076 

43  M 3840  74  NEP 

CLAWSON  MB,B  KAY,  K U MEB  CENTER,  66103 
588-1400 

27  M 2401  83  ORS 

CDALE  MB,LL.OYB  H,  5020  GREELEY,  66104 
13  M 1902  43  00 


68  (JEWELL-KANSAS  CITY) 


COHN  MD, STEVEN  G,  8929  PARAL  LEL.  PKWY , 66:1.1.2 
596-4100 

41  M 1902  68  ANES 

FOSTER  MB, FRANCES  J,  4601  ORVILLE  STE  12,  66102 
287-2226 

41  F 4707  68  OPH 

C0R8IN  Mil, MURRAY  8,  8919  PARALLEL,  66112 
492-6200 

39  M 1902  66  CD 

FOX  MD, DEANNA  K,  K U MED  CENTER,  66103 
588-6670 

48  F 1902  76  ANES 

COWLES  MD, TRACY  A,  KUMC  OBG/GYN  DEPT,  66103 
5B8-6249 

56  F 1902  83  ODG 

FRANCISCO  MD,W  DAVID,  K U MED  CTR  ORS  DEPT,  66103 
588-6000 

21  M 1902  44  ORS 

COX  i:tl  MD,IRA  L,  155  S IBTH,  66102 
371-4343 

43  M 1902  69  DR 

FRENKEL  MD, JACOB  K,  KU  MED  CENTER,  66103 
588-7075 

21  M 502  86  PATH 

COX  MD,GL.ENDON  G,  KU  MED  C:ENTER  DJ.AG  RAD  DEPT,  66103 
580-6883 

55  M 1902  84  DR 

FRIEEiEN  MD,S1ANLEY  R,  KU  MED  CENTER,  66103 
588-6108 

18  M 1902  43  GS 

CROCKETT  MD , CHAF^'LES  A,  155  S 18'1H,  66102 
342-2200 

19  M 401  49  OPH 

GABA  MD, JAMES  E,  4631  ORVILLE  STE  103,  66102 
596-2774 

30  M 4706  86  GS 

CULP  MD, LOUTS  M,  8919  PARALLEL  PKWY  STE  208,  66112 
334 -6801 

24  M 1902  53  FP 

GAFFNEY  MD,GARY  R,  39TH  6 RAINBOW,  66103 
5il!8-6454 

55  M 1803  86  P 

D'AGOSTINO  MD,MARK  L,  KUMC  ANES  DEPT  39TH  6 RAINBOW,  66103 
341-3734 

58  M 3006  84  ANES;! 

GILHOUSEN  MD, FREDERIC  M,  1029  N 32ND,  66102 
281-5252 

40  M 1902  67  ORS 

DANIELS  MD, HERBERT  A,  KUMC  39TH  6 RAINBOW,  66103 
588-6700 

46  M 4002  86  ENT 

GILLILAND  MD, CRAIG  L,  39TH  6 RAINBOW,  66103 
588-6670 

56  M 1902  86  ANES 

DARR  MD, RICHARD  B,  320  TEFiRACE  TR  WEST,  66106 
676-2097 

42  M 3401  72  IM 

GOERTZ  MD,LEO  R,  155  S 18TH  ST,  66102 
371-4343 

22  M 1902  52  R 

DAVIS  MB,CHRISTOF'HER  G,  8010  PARALLEL  PKWY,  66112 
299-6075 

09  M 1902  40  FP 

GOLLIIB  MD, STEVEN  B,  KU  MED  CTR  DEPT  OF  MED,  66103 
588—6015 

53  M 1205  80  CD 

DEMOTT  MD, WAYNE  R,  PROVIDENCE-ST  MGT  HLTH  CT,  66112 
334-2500 

34  M 4002  68  PATH 

GOODWIN  MD, DONALD  W,  KU  MED  CENTER,  66103 
588-6402 

31  M 1902  76  P 

DUJOVNE  MD, CARLOS  A,  K U MED  CENTER,  66103 
588-6061 

3/  M 13201  73  CP 

GOTO  MD, HIROSHI,  KUMC  - ANES  DEPT,  66103 
588-6670 

42  M 57241  76  ANES 

DULIN  MD,JOSE  I,  6013  LEAVENWORTH  RD,  66104 
299-0089 

51  M 84711  81  IM 

GRANTHAM  MD, JARED  J,  K U MED  CENTER,  66103 
588—6075 

36  M 1902  69  NEP 

DUNN  MD, MARVIN  I,  KU  MED  CENTER,  66103 
588-6015 

27  M 1902  54  CD 

GREENBERGER  MD,N  J,  KU  MEDICAL  CENTER,  66103 
588-6001 

33  M 3806  72  IM 

EGEA  MD, FERNANDO  M,  8919  PARALLEL.  PKWY  STE  301,  66112 
334 -3400 

37  M 13206  72  N 

GREENE  MD, LAWRENCE  S,  6013  LEAVENWORTH  RD,  66104 
299-2069 

33  M 3506  81  GE 

EMAMI  MD, ABBAS,  KU  MED  CENTER  F-'ED  DEPT,  66103 
588-6340 

45  M 51703  PD 

GRUENDEL  MD, RICHARD  A,  1029  N 32ND,  66102 
281-5252 

29  M 1902  55  ORS 

ESTES  MD, NORMAN  C,  KU  MED  CENTER  SURG  DEPT,  66103 
588-6150 

40  M 1902  84  GS 

GRUENDEL  MD, VIRGINIA  T,  6926  GARFIELD,  66102 
299-2787 

30  F 1902  55  PD 

EVANS  MD, RICHARD  G,  KU  MED  CTR  ONCOLOGY  DEPT,  66103 
588-3670 

35  M 511  85  TR 

GUMUCIO  MD, MARIO  L,  6013  LEAVENWORTH  RD,  66104 
299-2069 

30  M 64901  67  IM 

EWING  MD, LESLEY  L,  KUMC  39TH  & RAINBOW,  66103 
588-6311 

54  E 1902  PDC 

HALL  III  MD, THOMAS  B,  KU  MED  CENTER,  66103 
588-1330 

43  M 2802  78  IM 

FINLEY  MD, BRENT  E,  KU  MED  CENTER  OD/GYN  DEPT,  66103 
432-9326 

52  M 1902  81  MEM 

HANCOCK  MD,ALAN  C,  9201  PARALLEL,  66112 
299-1474 

35  M 1902  65  FP 

FL.OERSCH  MD, HUBERT  M,  8919  PARALLEL  PKWY  SIE  304,  66112 
371-2020 

08  M 1902  35  OBG 

HARA  MD, GLENN  S,  KU  MED  CENTER,  66103 
588-6200 

43  M 514  73  OBG 

FORET  MD,JOHN  D,  KU  MED  CENTER,  66103 
588-6147 

26  M 1602  59  U 

HARDIN  MD, CREIGHTON  A,  KU  MED  CENTER,  66103 
588-6106 

18  M 5605  48  GS 

(KANSAS  CITY) 


HART  MD, KELLY  Z,  155  S 18TH,  66102 
371-4343 

50  M 1902  76  DR 

..JEWELL  MD, WILLIAM  R,  KU  MED  CENTER,  66103 
588-61 12 

35  M 1611  72  GS 

HARTMAN  MD , CHARLES  R,  K U MEH  CENTER,  66.1.03 
58B- 1.205 

3'7  M 1.902  6?  END 

..jonf::s  jr  md,fierman  fi,  600  Nebraska,  66101 

342-4010 

25  M 4707  56  GS 

HARWOOD  MD, MICHAEL  R,  8919  PARALLEL,  66112 
788-7099 

55  M 1611  87  IM 

KEI-'ES  MD,..JOFIN  ..J,  K U MED  CENIT;::R'  - F'ATFI  DEI-',  661.03 
5T:I8--7076 

28  M 4 7301  62  F'ATTI 

HENDRICKS  MD,K  .DWIGHT,  8919  PARAL.LEI...  F'KWY  STE  226,  66112 
299-8800 

53  M 161.1  80  OI-'H 

KHARE  MD,PRATIBHA,  8929  PARAL.L.EL.  PKWY , 66112 
596-4100 

47  F-  7B  ANES 

HENNEY  MD,  JANE  E,  KU  MED  CENTER,  66103 
588-1440 

4/  F-  1/20  85  XM 

KIM  M.D,..IONG  M,  UKMC  39TT 1 S,  RAINBOW,  66103 
588-6670 

40  M 58302  74  ANES 

HERMRECK  MD,AFa..O  S,  K I.J  MED  CENTER,  66103 
588-7232 

38  M 1902  66  GS 

KING  MD,CI-IARL.ES  R,  K I.J  MEDICAI...  CENTER,  66103 
588-6200 

4'7  M 1.902  '73  OBG 

HIEBERT  MD,JOHN  M,  KU  MED  CTR  PLASTIC  SURG,  66103 
588-6143 

42  M 2405  80  PS 

KIRCHNER  MD, FERNANDO  R,  155  S 18TH  SUITE  270,  6610 
■■■■ 

30  H 6A901  63  nrn 

HOADLEY  MD, WILL. I AM  D,  KU  MED  CENTER-MEDICINE,  66103 
588-3974 

31  M 1902  56  IM 

KOVAC  MD, ANTHONY  1...,  KU  MED  CENTER  ANES  DEPT,  66103 
588-6670 

52  M 1902  81  ANES 

HODGSON  MD, JAMES  F,  8919  PARAL.L.EL.,  66112 
299-8000 

45  M 4813  81  ODG 

KRANTZ  MD, PERMIT  E,  KU  MED  CJENTER,  66103 
588-6201. 

23  M 1.606  59  OBG 

HOL.DC'RAFI  MD , JACOUEI...YNE , 255  NEW  BP'OTHE.- RHOOD  BI....DG,  66101 
321-1161 

36  E"  2105  68  ENt 

KRUG  MD,PAUL.  E,  K I.J  MED  CENTER,  66103 
588-6670 

54  M 1902  ANES 

HOLL.OWEL.L  MD, JOSEPH  G,  KU  MEDIL;AL.  CENTER  PED  DEPT,  66103 
588-5906 

32  M 4501.  70  PD 

KWEE  MTUSIOE  T,  8929  PARAL.L.EL.  PKWY,  66112 
596-4723 

36  F 172.0  70  PATH 

HOLMES  MD, FREDERICK  F,  KI.IMC,  66103 
588-6005 

32  M 5404  69  IM 

LAING  MD, ROBERT  R,  155  S 18TTI,  66102 
371-4301 

37  M 1643  62  GE 

HOLMES  MD, GRACE  E,  KUMC,  66103 
588-6325 

32  F 5404  68  PD 

LAWWILL.  MD,  THEODORE,  K I.J  MED  CENTER,  66103 
588-6605 

3'7  M 4705  80  OPH 

HOLMES  MD,JOHN  A,  155  S 18TH,  66102 
621-1188 

47  M 1902  78  IM 

I...AYBOURNE  ..JIY  MD,PAUL.  C,  525  MOFIAWK  WEST,  66106 
1.9  M 3509  49  00 

HUERTER  MD, QUENTIN  C,  8919  PARALL.EL.  STE  226,  66112 
299-8800 

31  M 1902  60  OPH 

LEE  MD,..IAE  M,  155  S 18TT-I  1LI.05,  66102 
371-6800 

40  M 58302  74  GS 

HUNT  EXEC  SEC  , MARTHA,  WYANDOTTE  COUNTY  MED  SOC,  6610.2 

321-9460 
00  F 

L.Ei;;:  m.d,kyo  i-;,  kumc  39Tt-i  6 i-;ai:nbow,  66103 
588  6800 

33  M 58302  73  R 

IBARRA  MD, RICHARD  C,  754  PACIFIC,  66101 
342-3969 

26  M 64902  63  FT:' 

LEMOINE  ..JR  MD, ALBERT  N,  K I.J  MED  CENTER,  66103 
588-6600 

18  M 2802  4 7 Ol-'l-l 

IL.IOPOUL.OS  MD,.JOHN  I,  KU  MED  CENTER,  66103 
588-6197 

44  M 41801  81  GS 

LEVINE  MD, ERROL,  K I.J  MED  CENTER,  66103 
588-6800 

41  M 83601  77  DR 

INGRAM  MD,JOHN  E,  1428  S 32ND,  66106 
384-1630 

24  M 3006  57  FT"' 

L.IEBERMAN  MD, BRUCE  IRWIN,  KU  MED  CENTER,  66103 
588-6300 

49  M 381.9  '79  l-'D 

ISERN  MD, HENRY  J,  4601  ORVIL.LE  STE  12,  66102 
287-2226 

43  M 84706  OPH 

L.INDSL.EY  MD , CAROL  B,  K I.J  MED  CENTER,  66103 
588-5907 

41  F 5404  74  PD 

..JACOBS  MD,DAOID  S,  8929  PARALLEL.  PARKWAY,  66112 
596-4725 

31.  M 2501.  65  F'ATH 

L.INN  MD, CATHERINE  P,  8919  PARALLEL  STE  440,  66112 
299-2229 

52  F 1902  80  OBG 

..JAYARAM  MD,MARANDAPALL.I  R,  8919  PAF:;AL.LEL. , 66112 
492-6200 

42  M 49509  ’/S  PD 

LIU  MD,AL.BERT  T,  8919  PARALLEL.,  66112 
788-9797 

49  M 1902  80  OBG 

..lERMSTROM  MD, VANCE  R,  39TH  6 RAINBOW,  66103 
588-6700 

55  M 3007  86  OTO 

I...IU  MD,CHIEN,  UKMC  F-JED  CTR  39TT 1 ^ RAINBOW,  66103 
588-6035 

21  M 24217  59  ID 

70  (KANSAS  CITY) 


l.I.IKERT  MDfBARBARA  Pf  Kl.J  MEn  CENTER,  AA:l.03 
5B!T-A04f;i 

34  T :l,V()2  ,4.1  END 

NEIGHBOR  MD, GAYLORD  P,  1420  S 42ND,  66106 
831-3433 

13  M 1902  41  FP 

L.YNCH  MD,SEAN  R,  KU  MED  CENTER,  A6:K)3 
Saa -603:1. 

3a  M a360:l.  77  HEM 

NIBBELINK  MD, LARRY  WAYNE,  8919  F'ARALLEL  STE  440,  66112 
299-2229 

48  M 2803  79  OBG 

ma:i:nster  md,mart.tn  a,  ku  me.d  center,  66.1.03 
5aa-660o 

42  M 4B02  i;i4  OPH 

NOBLE  MD,MARK  J,  KU  MED  CENTER-UROLOGY,  66103 
588-6148 

49  M 2501  81  U 

MANGOLD  MD,JOEL  OOYCE , KU  MED  CENTER,  66:1.03 
5aa-667o 

so  M 1.902  77  ANES 

NORRIS  MD, CHARLEY  W,  KUMC,  66103 
588-6700 

33  M 1902  65  OTO 

MAN.i:  m.d,man:i:  m,  kumc  39th  6 ra:i;nbow,  66.1.03 
ss;)a-6i.42 

37  M 49527  74  PS 

O'BOYNICK  II  MD,PAUL  LEONARD,  KU  MED  CENTER,  66103 
588-5000 

48  M 1902  79  NS 

MAR'r:i:N  md, Joseph  p,  B9:i.9  paral.i...ei...  pkwy,  66:1. :i.2 
334- :i.  5:1. 5 

49  M 1.902  "/a  :i:m 

O'DELL  MD, MICHAEL  L,  KU  MED  CTR  DEPT  OF  FP,  66103 
588-1908 

51  M 1902  83  FP 

mart:i:n  md,norman  i...,  k u me,i:i  center,  66.103 
saa-  -6000 

36  M :l.902  63  DR' 

OXLER  w)R  MD,JOHN  EDWARD,  155  S 18TH,  66103 
722-4240 

46  M 1902  74  IM 

MASTERS  MD,ERANC:i;S  Ul,  KU  MED  CENTER,  66:1.03 
Saa-6:l.42 

20  M 3545  Sa  l-'S 

PARDO  MD, LILLI AN  G,  KU  MEDICAL  CENTER,  66103 
031-6373 

39  F T’4802  79  T'DN 

MATHEWSON  M.D,HUOH  S,  KUMC  39TH  6 RA:i:NBOW,  66:1.03 
Saa-6675 

2:1.  M :l.902  44  ANES 

PARDO  MD, MANUEL  P,  K U MEDICAL  CENTER,  66103 
508-6464 

35  M 74001  73  P 

MATT:roi.:i:  md, leone,  ku  med  (::eniei'^  66I.03 

580-63  :l.:l. 

32  M 56:1.  :l.5  69  PDC 

PAREKH  MD,AJITKUMAR  M,  6013  LEAOENWORTH  RD,  66104 
299-2069 

47  M 49501  77  PUD 

MCCAR1IIY  MD, ROBERT  P,  09:1.9  PARALl.El..  STE  23:1.,  66:I.:I2 
334-9003 

25  M 2034  54  0 

PAREKH  MD,MADHAOI  A,  6013  LEAUENWORTH  RD,  66104 
299-2069 

47’  F 49501  85  FP 

Mt::M:i:LLAN  md,john  h,  ku  med  center,  66.1.03 
580-6000 

52  M :L645  80  DR 

PARRA  MD, DANIEL  C,  6013  LEAVENWORTH  RD,  66104 
299-2069 

43  M 04703  03  FM 

MEBUST  MD,W:i:NS'IC)N  K,  ku  MED  CENIER,  66:1.03 
51;ia"“6 1. 46 

33  M 5404  66  U 

PARRA  MD, MIGUEL  D,  6013  LEAVENWORTH  RD,  66104 
299-2000 

37  M 84710  70  FP 

MEDHAT  MD.MOHAMED  A,  KU  MED  CENIER  REHAB  MED,  66:1.03 
5aa-679a 

32  M 33002  00  R'M 

PAZELL  MD,JOHN  A,  4631  ORVILLE,  66102 
207-6464 

40  M 2501  73  ORS 

m:i:i..ler  md,dennts  w,  60o  Nebraska  sie  :i.02,  66:io:i. 

62.1.-400:1. 

49  M 4?0/  02  OBG 

PERRY  JR  MD, LAWRENCE  L,  KUMC  39TH  AT  RAINBOW,  66103 
500-6522 

34  M 1902  73  FP 

MILLIGAN  MD, DONALD  B,  KU  MED  CENTER,  66.1.03 
588-.1937 

48  M 2307  75  FP 

PIERCE  MD, GEORGE  E,  KUMC  - PO  BOX  255,  66103 
500-6115 

33  M 2307  72  TS 

MOELLER  MD, DONALD  D,  .155  S 18TH,  66102 
371-4301 

34  M 1902  61  GE 

PORTER  MD, DAVID  M,  4517  TROUP,  66102 
207-8000 

39  M 4707  69  PD 

MOORE  MD, WAYNE  0,  K U MED  CENTER,  66103 
588-6336 

42  M 2604  74  PD 

PORTER  MD, SUSAN  S,  KU  MED  CTR  ANES  DEP I , 66103 
500-6670 

54  F 1902  01  ANES 

MORAN  MD,JON  FREDERICK,  KU  MED  CTR  THOR  6 CD  SURG,  66103 
588-6107 

46  M 2802  85  TS 

POTTER  MD,ROBERI  1..,  1969  N 33RD,  66104 
321 -0341 

30  M 1902  64  IM 

MORFFI  MD,RAUL  R,  8919  PARALLEL  STE  206,  66112 
287-8300 

25  M 27501  67  IM 

POWERS  MD,G  ROBERT,  0919  PARALLEL  PKWY,  66112 
299-0000 

33  M 1902  67  FI-' 

MURPHY  MD, ROBERT  C,  KUMC  39TH  6 RAINBOW,  66103 
588-6136 

53  M 4705  86  PS 

PREMSINGH  MD,NAL.INI  G,  4631  ORVILLE  STE  202,  66102 
596-2000 

39  F 49508  76  CD 

NEFF  MD, JAMES  R,  KU  MED  CENTER,  66103 
588-6198 

40  M 1902  67  ORS 

PRESTON  MD, DAVID  F,  KU  MED  CENTER,  66103 
500-7>010 

33  M 3041  74  NM 

NEIGHBOR  MD, ERNEST  H,  1420  S 42ND,  66106 
831-3433 

40  M 1902  67  ORS 

PRETZ  MD, JAMES  B,  1610  WASHINGTON  BLVD,  66102 
342-2442 

24  M 1902  47  FP 

(KANSAS  CITY)  71 


PRICE  Mi:i, JAMES  GORUON,  K II  MEH  CENTER,  66103 
538-1900 

26  M 702  78  FP 

SHERMAN  MD, ROBERT  P,  9201  PARALLEL,  66112 
334-0040 

34  M 1902  64  PUD 

PRIETO  Mi:i, JORGE  N,  6013  LEAVENWORTH  RD,  66104 
299-2069 

45  M 26401  76  GS 

SNYDER  MD, THOMAS  E,  UKMC  39TH  6 RAINBOW,  66103 
588-6243 

47  M 1902  82  OBG 

PUGH  MD, DAVID  M,  K U MED  CENTER,  66103 
588-6015 

29  M 801  64  CD 

SOUCEK  MD, CHARLES  D,  155  S 18TH,  66102 
371-4343 

31  M 3005  64  R 

QUINN  MD, CHARLES  E,  4601  ORVILLE,  66102 
287-6604 

43  M 4707  75  OBG 

SPEER  MD,LELAND,  910  N WASHINGTON,  66102 
12  M 1902  36  00 

RECKLING  MD, FREDERICK  U,  KU  MED  CENTER,  66103 
588-6129 

34  M 3545  66  ORS 

STEELE  MD, CLARENCE  H,  745  STATE  STE  255,  66101 
321-1161 

14  M 1902  40  OTO 

REDFORD  MD,JOHN  W B,  K U MED  CENTER,  66103 
588-6777 

28  M 6501  74  PM 

STEHR  MD, CHRISTIAN  H,  51  N 12TH,  66102 
281-7774 

41  M 1606  ANES 

REDMON  DO, MARY  L,  KU  MED  CENTER,  66103 
588-1908 

44  F 2878  FP 

STEINZEIG  MD, SHERMAN  M,  155  S 18TH,  66102 
621-1151 

25  M 1902  52  CD 

REED  MD, RONALD  JOSEPH,  155  S 18TH,  66102 
371-4343 

46  M 3006  79  DR 

STUBBLEFIELD  MD, CHARLES  T,  8919  PARALLEl..  STE  440,  6611 
299— 2229 

32  M 1902  59  OBG 

REED  MD, KENNETH  L,  KU  MED  CENTER  ANES  DEPT,  66103 
588-6620 

56  M 4802  81  ANES 

TAYLOR  MD, WILLIAM  F,  8919  PAFUALLt-'L  F'KWY,  66112 
299-8000 

53  M 2846  82  IM 

RHODES  MD, JAMES  D,  KU  MEDICAL  CENTER,  66103 
588-6019 

28  M 1 902  66  GE 

TEMPLEION  MD,ARCH  W,  K LI  MEDICAL  CENTER,  66103 
588-6805 

32  M 3005  69  R 

RICE  JR  MD, FREDERICK  A,  1029  N 32ND  ST,  66102 
281-5252 

36  M 4302  68  ORS 

THEROU  MD, LEONA  F,  K U MED  CENTER  PED  DEPT,  66103 
588-5908 

41  F 6701  71  PD 

RICHARDSON  MD,JAY  L,  8919  PARALLEL,  66112 
299-8000 

38  M 1902  66  GS 

THOMAS  MD, JAMES  H,  K LI  MED  CENTER,  66103 
588-5901 

41  M 2012  75  GS 

RILEY  MD,RAY  B,  2020  ORVILLE,  66102 

THOMF'SON  MD, DANNIE  M,  TWO  GATEWAY  CTR  STE  917,  66101 
321-3355 

06  M 1902  36  00 

35  M 4707  68  OBG 

RISING  MD, JESSE  D,  KU  MEDICAL  CENTER,  66103 
588-1934 

14  M 1902  38  IM 

TIOJANCO  MD,R'EYNALDO  R,  6013  LEAVENWORTH  RD,  66104 
799-2069 

44  M 65  FP 

ROBINSON  MD, RALPH  G,  KU  MEDICAL  CENTER,  66103 
588-6810 

37  M 1902  63  NM 

TOMLINSON  MD, DAVID  L,  39TH  ^ RAINBOW,  66103 
588-6670 

56  M 1902  83  ANES 

ROBINSON  MD, RICHARD  C,  KUMC  39TH  6 RAINBOW,  66103 
588-6798 

52  M 2604  87  PM 

TRUEWORTHY  MD, ROBERT  C,  KU  MED  CENTER,  66103 
588-6340 

40  M 2802  73  PD 

ROOK  MD,LEE  E,  1111  S 55TH,  66106 

TSAI  Mri,L.LIKE  Y,  39TH  6 RAINBOW,  66103 
588-6475 

09  M 1902  38  OO 

45  M 38503  86  P 

ROSENBERG  MD, ALLAN  J,  KU  MED  CENTER  PED  DEPT,  66103 
588-6339 

38  M 2407  PD 

LINRLIH  MD, GREGORY  K,  KUMC  ANES  DEPT,  66103 
588-6670 

55  M 1902  82  ANES 

ROSENTHAL  MD, STANTON  J,  K U MED  CENTER,  66103 
588-6800 

46  M 1902  72  DR 

VACEK  MD, JAMES  L , UKMC  39TH  6 RAINBOW,  66103 
588-6015 

51  M 3006  86  CD 

ROTH  MD,ALAN  E,  BETHANY  HOSP  51  N 12,  66102 
281-8814 

35  M 1902  63  PATH 

VARGHESE  MD, GEORGE,  K U MEDICAL  CENTER,  66103 
488-6798 

44  M 49509  77  PM 

SANTOS  MD,FERMIN  M,  6013  LEAVENWORTH  RD,  66104 
299-0538 

49  M 84706  82  P 

VATS  MD,TRIBHAWAN  S,  K U MED  CENTER  PED  DEPT,  66103 
588-6340 

40  M 49529  75  PD 

SCHWEGLER  MD, RAYMOND  A,  8919  PARALLEL  PKUY,  66112 
492-6200 

37  M 1902  64  CD 

WALSH  MD, DAVID  J,  KU  MED  CENTER  PED  DEPT,  66103 
588-6371 

46  M 4501  82  PDN 

SCHUORM  MD, CURTIS  P,  155  SOUTH  18TH,  66102 
371-4343 

47  M 3005  77  DR 

WEED  MD,JOHN  C,  39TH  ^ RAINBOW,  66103 
588-6244 

43  M 2101  86  GYN 

72  (KANSAS  CITY) 


WETREL  Mil, JOHN  W,  UROLOGY  DEF'T  KU  MEM  CTR,  6<f.l03 
SB0-A:l,47 

29  M 1.902  54  U 

KINDREB  MB, LYNN  H,  4320  WORNALL  RD  STE  40-11,  64111 
531-5510 

37  M 1902  CD 

UIE<L,E  MIUKENNEIH  L,  KUMC  39TH  ^ RAINBOW,  <'.61.03 
588-5908 

43  M 4102  87  PD 

KINPORTS  SR  MD, EDWARD  B,  F'O  BOX  1823,  64141 
15  M 1602  77  00 

WILLIAMS  MB, FENTON  A,  701  WASHINGION,  66101 
281-0361 

40  M 1003  83  R 

LI.IETJE  MD, CHARLES  MARION,  3100  BROADWAY  STE  509,  64111 
531-7373 

41  M 2803  78  OTO 

WILSON  Mi:i,i:iAOIl.i  B,  KU  MEM  CT-NTER  CARMOO  BIB  BPT , 66103 
588-6015 

54  M 4706  81  IM 

MCDONALD  MB, LARRY  V,  4240  BLUE  RIDGE  BLVD  *1000,  64133 
737-2800 

46  M 1902  76  PD 

WOLF  MB, KARL  T,  621  NORTHROP,  66101 

ORR  MD, STEVEN  M,  4544  N OLIVE,  64116 
281-8881 

14  M 1902  48  00 

55  M 1902  81  EM 

ZAREMSKI  MB, SHERMAN  C,  1200  N 38IH  STE  209,  66102 
596-1185 

33  M 1720  64  IM 

PAYNE  MD,J  RALPH,  3101  BROADWAY  *1000,  64111 
334-2500 

40  M 1902  67  EM 

ZINN  MB, THOMAS  W,  155  S 18TH,  66102 
371-4343 

41  M 1902  68  R 

POONAWALA  MD,HUSENI,  11201  COLORADO,  64137 
763-5200 

33  M 49528  71  P 

KANSAS  CITY  MO  — 816 

RYSER  MD, CAROL  A,  7447  HOLMES,  64131 
363-3313 

37  F 1902  63 

AHMIEB  MD,IFTEKHAR,  2900  BALTIMORE  ■S390,  64108 
756-2651 

45  M N 

SHECHTER  MD, NATHAN,  6724  TROOST,  64131 
333-1700 

18  M 1611 

THEDINGER  MD,BRADl.EY  S,  3100  BROADWAY  STE  509,  64111 

AL.LIN  MB,BENNIS  M,  3101  BROABWAY  *1000,  64111 
561-1025 

5'7  M 1902  EM 

588-6700 

53  M 1902  83  NOTO 

UTLEY  MD, JAMES  HARMON,  4951  WESTWOOD  TERR,  64112 

BARELLI  MB, PAT  A,  2929  BALIIMORE,  64108 

281-8880 

51  M 1606  77  EM 

19  M 1902  44  ENT 

YOST  JR  MD,JOHN  G,  6420  PROSPECT,  64132 

BLIM  MB,R  BON,  4400  BROABWAY,  64111 
561  8100 

27  M 1902  PB 

444-9000 

53  M 3005  ORS 

ZARR  MD, JAMES  S,  6650  TROOST  STE  306,  64131 

BRIBGENB  MB, JAMES  G,  1025  HUNTINGTON  RB,  64113 
363-1123 

22  M 1902  47  PATH 

276-7035 

55  M 2803  86  PM 

CHRISTENSEN  MB, SHANE  R,  4822  RIDGEWAY  CT,  64133 
281-8881 

55  M 1902  33  EM 

KINGMAN  — 316 
(Ninnescah  Medical  Society) 

BAOIB  MB, RICHARD  E,  1010  W 56TH,  64113 

26  M 1902  54  00 

BOYER  MD, ROBERT  E,  760  AVENUE  D WEST,  67068 
532-5145 

BEVINS  MB, GEORGE  S,  6700  TROOST  *520,  64131 

36  M 1902  63  FP 

36  M 1902  62  IM 

BURKET  JR  Mil, GEORGE  E,  SPRING  LAKE  RT  1,  67068 

BIEHL  MB, ANTONI  M,  4320  WORNALL  RD,  64111 
753-4414 

24  M 2604  53  PDC 

12  M 1902  37  00 

GODFREY  MD, WILLIAM  A,  4320  WORNALL  RD,  64111 
561-2289 

38  M 1902  66  OPH 

KINSLEY  — 316 

(Iroquois  County  Medical  Society) 

GF<;AHAM  mb, WALLACE  H,  5157  WARD  PARKWAY,  64112 
363-6707 

10  M 3006  GS 

ATWOOD  MB,M  DALE,  616  NILES,  67547 
659-2114 

19  M 1902  51  FP 

HARD  MB, BEN JAM IN  F,  8400  HAWTHORN  RD,  64120 

242-2525 

28  M 4802  64  OM 

SCHNOEBELEN  MB,F;;ENE  E,  807  EAST  41 H,  67547 
659-2141 

16  M 3901  46  FP 

HEIM  MD,MARY  LEE,  9705  NW  77TH  TERR,  64152 
596-4184 

42  F 2846  35  EM 

HOPKINS  MB, JAMES  P,  6650  TROOST,  64131 
523-7811 

22  M 2407  85 

KIOWA  — 316 
(Ninnescah  Medical  Society) 

HUNKELER  MB, JOHN  D,  2900  BALIIMORE  STE  650,  64108 

CFIRISTENSSEN  MB, MARION  B,  220  S 8TH,  67070 
825-4121 

41  M 1902  85  OPH 

25  M 3901  53  FP 

(KANSAS  CITY-KIOWA)  73 


LA  CROSSE  — 913 
(Central  Kansas  Medical  Society) 

BHARGAVA  MI.t,ASHOK  KUMAR,  PO  BOX  490,  A7G48 
222-2564 


37  M 49547 

78 

FP 

BHARGAVA  MD,SHOBHANA, 

Ft)  BOX  490, 

67548 

222-2564 

38  F 49547 

81 

FP 

LARNED  — 316 

(Pawnee  County  Medical  Society) 

CRAM  JR  MB, OLE  R,  521  CARROLL,  67550 

18  M 1902  43  00 

BAOIS  Mi:i,i:iAVlB  H,  815  W 6TII,  67550 

04  M 1902  30  00 

EUJI  NG  MB, THOMAS  D,  804  CARROLi. , 67550 
285-3133 

22  M 1902  46  FP 

JONES  MB,BAOIB  B,  804  CARROLI. , 67550 
285-3133 

58  M 1902  87  Gl-' 

SHAH  MB, MIAN,  SHAH  CLINIC  PO  BOX  30,  67550 
285-3173 

32  M 70403  76  GS 

SHAH  MB,NASREEN,  SHAH  CLINIC  PO  BOX  30,  67550 
285-3173 

39  F 70409  76  OBG 

SHEPARB  MB, LEROY  U,  603  U 5TH,  67550 
04  M 3006  30  00 

SMITH  MB, JOHN  B,  904  U 4TH,  67550 

22  M 3901  52  00 


LAWRENCE  — 913 
(Douglas  County  Medical  Society) 

BAILEY  MB, WILLIAM  A,  PO  BOX  127,  66044 
843-9125 

40  M 1902  67  ORS 

BEL.OT  JR  MB, MONTI  L,  LAURENCE  NATIONAL.  BK  BL.BG,  66044 
843-3640 

13  M 1902  40  FP 

BISHOP  MB,ROBNEY  LEE,  3310  CLINTON  PKY  Cl,  66044 
842-7200 

49  M 1902  75  IM 

BOYBEN  MB, MARY  S,  621  CAL.IFORNIA,  66044 
842-3778 

14  F 2604  42  PBA 

BRANSON  MB,9ERN0N  I...,  346  MAINE,  66044 
842-4477 

17  M 1902  42  PB 

BRUNFELBI  MB, JOAN  KRAUS,  404  MAINE,  66044 
842-3635 

52  F'  1902  78  IM 

BUCK  JR  MB, HENRY  U,  WATKINS  MEM  HSOP,  66045 
864-9500 

34  M 1902  61  OBG 

CHEBIAK  MB, ELIAS,  601  MISSOURI,  66044 
841-7430 

39  M 84704  71  P 


BUNLAP  MB,RICHARB  L,  711  SUNSET  BR, 

842-4344 

1.2  M 3005  38  EE:NT 

FRIESEN  MB, BALE,  PO  BOX  521,  66044 
842-7026 

47  M 1902  75  ANES 

FUNK  MB,EBWAH^B  B,  2725  MAYERICK  LN,  66046 

04  M 1902  41  00 

GILL.ES  MB, HELEN  M,  1301  IOWA,  66044 

22  F 1902  45  00 

GOBUIN  MB, PHILLIP  A,  500  ROCKL.EBGE,  66044 

841-6540 

28  M 1902  55  ANES 

GRAY  MB, SCOTT  E,  F’O  BOX  26,  66044 

841-  0326 

50  M 1902  83  OBG 

HAGGAN  MB, MARGARET  E,  1746  N H,  66044 
00  F 2501  69  00 

HASSELL.E  III  MB, JAMES  E,  346  MAINE,  66044 

841- 7430 

35  M 4'706  69  P 

NATION  MB,BONAL.B  W,  404  MAINE  STE  3,  66044 

842- 3635 

42  M 1902  69  IM 

HIEBERT  MB,BAOIB  L,  1112  W SIXTH,  66044 

841- 3211 

36  M 1902  62  R 

HOFFMAN  MB,J  PHILIP,  404  MAINE,  66044 
842  ■ 3635 

00  M IM 

INGHAM  ,.JR  MB,H  L.AIRB,  404  MAINE  STE  3,  66044 
842  •3635 

45  M 3901  73  IM 

JETER  MB, JOHN > 4224  WIMBLEBON  BR,  66044 

842- 9176 

55  M 1902  82  EM 

JONES  MB,H  PENFlELD,  MEB  ARTS  CTR  346  MAINE, 

06  M 2401  33  GS 

Jt»SEPH  MB, HOWARD  F,  308  MAINE,  66044 

843- 3981 

26  M 1902  51  U 

KENNEDY  MB,L  ELAINE,  404  MAINE,  66044 

842- 3635 

00  M IM 

LEARNED  MB, GEORGE  R,  401  ARKANSAS,  66044 

843- 5502 

22  M 1902  56  GS 

LOVELAND  MD,G  CHARLES,  346  MAINE,  66044 
842-4477 

47  M 1902  74  PD 

MADSEN  MB, GLENN  L,  1112  U SIXTH,  66044 

841- 3211 

38  M 3005  68  R 

MANAHAN  MD,G  EUGENE,  MED  ARTS  CTR  4TH  6 MAINE 

842- 0211 

19  M 1902  44  GS 

McGINNESS  MD,  MARILEE  K,  1112  W.  6TH,  STE  204,  66044 

843- 2010 

54  F 1982  88  GS 

MITCHELL  MD,ALEX  C,  1626  U 20TH,  66044 

843-4739 

18  M 1902  50  PH 

MODDRELL  MD, CAROL  A,  404  MAINE,  66044 
749-6100 

45  F 1902  72  PATH 


CULVER  MB, WARREN  T,  3506  U TENTH,  66044 
20  M 3508  67  00 


MYRICK  MD, STEPHEN  U,  346  MAINE,  66044 
842-6644 

52  M 1902  78  GS 


66044 


, 66044 


74  (LA  CROSSE-LA WRENCH) 


NELSON  MD, RICHARD  O,  2425  ORCHARD  LANE,  66044 

11  H 1001  41  00 

OELSCHLAGER  MD, RONALD  D,  1112  U SIXTH,  66044 

841-3211 

43  M 1902  70  R 

ORCHARD  MD, RICHARD  A,  1112  U 6TH  STE  202,  66044 

841- 2280 

41  M 2802  74  OPH 

OSBERN  MD,LIDA,  404  MAINE,  66044 

842- 3635 

52  F 1902  77  IM 

PRAEGER  MD,MARK  A,  1112  W 6TH  STE  204,  66044 

843- 2010 

42  M 1902  69  GS 

REED  MD, JAMES  S,  UAIKINS  MEMOKMAl.  HOSI"',  66045 
843 ■■•■4455 

23  M 1902  47  FP 

REESE  MD,..IOHN  L,  346  MAINE,  66044 

842-6644 

35  M 1902  62  GS 

ROBERTS  MD, RICHARD  S,  342  WOODLAWN  DR,  66044 

19  M 2802  46  00 

SANDERS  MD,J  ALAN,  1..AWRENCE  MEM  HOSP  404  MAINE,  66044 

842- 2083 

29  M 1902  62  PATH 

SCHROEDER  MD, SYDNEY  0,  902  W 25TH,  66044 
841-4311 

18  M 1902  44  00 

SCHWEGLER  MD, RAYMOND  A,  1504  UNIVERSITY  DR,  66044 

07  M 2604  35  00 

SEGEDRECHT  MD, STEPHEN  L.,  1112  WEST  6TH,  SUITE  216,  66044 
841  ■•■•5217 

55  M 1902  OTO 

TILSON  MD, WAYNE  R,  325  MAINE,  66406 
749'-6100 

49  M 5404  78  EM 

VERNON  MD,MARY  C,  500  ROCKUIDGE , 66044 
841  ■■■■6540 

52  I”  1902  78  rj"' 

WERT7BERGER  MD,JOHN,  PO  BOX  127,  66044 

843- 9125 

36  M 1902  64  OR’S 

WOLLMANN  MD, MARTIN,  2615  ORCHARD  I.N,  66044 
B43-4455 

26  M 1902  70  IM 


LEAVENWORTH  — 913 
(Leavenworth  County  Medical  Society) 

ASHKAR  MD, ADMAN,  520  6TH  AVE  STE  Cl,  66048 
682-6818 

42  M 52801  80  ODG 

COMBS  MD, PETER  S,  419  ARCI-I  SI  , 66048 
682-0242 

14  M 4101  46  IM 

DE  SOUZA  MD, DERRICK  J,  2201  S TOURMI,  66048 
651-6030 

43  M 49501  76  GS 

DIALIO  MDfGASION  I,  113  DEl.AWARE  STE  E,  66048 
682-9030 

35  M 86905  75  GE 

GRAHAM  MD, KENNETH  I,  RIE  2 BOX  182AA,  66048 
727-6000 

21  M 3840  48  GS 

GRAHAM  MD, THOMAS  W,  500  EISENHOWER  RD , 66048 
72'7-6000 

26  M 3840  52  IM 


GRISOI.IA  MD, ANDRES,  210  El.M,  66048 
682-2000 

22  M 84708  63  ORS 

HAU.JH:R  MD, CHRIS  C,  4101  S 4(M  SI  TRI’ WY , 66048 
682-2000 

55  M 1902  81  GS 

I'lAMMEKE  MD,JOHN  C,  3601  S 41 H SI'  IRAFPICWAY,  66018 
682-5201 

2'i^  M 401  66  OPH 

JOHNSON  MDfPAUI.  D,  520  SIXTH,  66048 
682^^2240 

36  M 1902  64  R:> 

MCCOU...UM  MD,WIU...IAM  B,  520  6TI”I,  66048 
682-1466 

41  M 1902  68  IS 

MENDIOl.A  MD,AMBRIOSIO  T',  ROUTE  4 PO  BOX  224  A,  66048 
00  M 

MERRiri  MD,W  I'lENRY,  44  WESTWOOD  DR’,  66048 
7>82^  '7)7>7>1 

14  M '702  5 8 00 

MIU...S  MD, VERNON  A,  500  EISENHOWER  RD,  66048 
72  7 -6000 

51  M 1902  80  PD 

PAL.MER  MD, MARVIN  M,  4516  S 41 H I'RAFWY  *A,  66048 
72 7 -I 151 

45  M '702  7'7  OBG 

RABE  MD,ME1.VIN  a,  600  S BR'OADWAY,  6604S!i 

14  H 1902  37  00 

RAO  MD,KAKARALA  J,  4 WESI'  WARD  VAMC  PO  BOX  1265,  66048 
682-2000' 

33  M 49527  IM 

SNOW  MD, DONALD  L,  1127  VILAS,  66048 

21  M 64901  62  00 

SI  EVENS  MD,I.EAH  J,  520  6TI^I,  66048 
682-2424 

55  F 1902  Fl> 

S IRl.JI'Z  MD,  WILL  IAM  C,  68  WESI  WOOD  DR,  66048 
682'-8868 

08  M 5606  59  R 

VOORHEES  MD,CARR01i..  D,  316  GIRARD,  6604S 

25  M 1902  52  OO 

VOORHEES  MD, GORDON  S,  520  SIXTH  AVt,  66048 
642--6661 

12  M 1902  39  IM 


LEBO  — 316 

(Flint  Hills  County  Medical  Society) 

hunter;  MD, KENNETH  R,  , 66856 
256-2565 

0 7 M 1902  39  I'T' 

HUICHISON  MD,JOE  R,  BOX  303,  66856 
256'-6346 

55  M 1902  86  FP 


LENORA  — 913 

(Northwest  Kansas  Medical  Society) 


I'EICHEN  MD, EDWARD  F,  BOX  97,  67645 
05  M 1601  31  no 


(LAWRENCE-LENORA)  75 


LIBERAL  — 316 

(Seward  County  Medical  Society) 


LYONS  — 316 

(Rice  County  Medical  Society) 


ALLEN  MURRAY  E,  2 PLAZA  HR,  67901 
624-5691 

37  M 1902  64 


IM 


BLOCH  MB, RALPH  N,  117  U 4TH,  67901 
626-5000 

29  M 3509  86  ORS 

BRABLEY  MB, FENWICK  P,  SOUTHWEST  MEB  CTR  PO  BOX  1340, 
624-1651 

29  M 1002  PATH 

CAEBO  MB,CARMELITA  B,  2401  LILAC  BR,  67901 
624-1651 

41  F 74801  77  R 

ESTRABA  MB,EBMUNBO  C,  102  E IITH,  67901 
624—2565 

43  M 74801  30  GS 


ESTRADA  MD,  LINA,  102  E IITH,  67901 
624-2565 

43  F 74801  80 


PD 


GRIMES  MB, I ROSS,  PO  BOX  2856,  67905 
624-1676 

2 7 M 3901  61  TS 

HOLCOMB  MB, WILLI AM  M,  15  E IITH,  67901 
624-2252 

31  M 3901  63  GS 

KNUBSEN  MB,  BENNIS,  BOX  2529,  67905 
624-3811 

OO  M OBG 

NOONS  MB, JESS  W,  PO  BOX  2886,  67901 
624-3841 

27  M 1902  57  OPH 

NEOINS  MB,RICHARB  L,  PD  BOX  1824,  67901 
47  M 3901  75  FP 

PALMER  MB,H  C,  1410  WESTERN,  67901 
00  M 

PROCHAZKA  MB,OTTO  F,  1105  ELM,  67901 

12  M 1902  38  00 

REESE  MB, JACK  B,  15  E IITH,  67901 

624-6226 

32  M 1902  57 


WABE  MB, THEODORE  E,  318  N LINCOLN, 
354-5275 

04  M 512  57 


FP 

67901 

00 


ZAINALI  MB,ASSABOLLAH,  601  LILAC  BR,  67901 
624-1651 

46  M 51701  79  R 


LINDSBORG  — 913 
(McPherson  County  Medical  Society) 

FREDRICKSON  MB, DUANE  E,  121  W LINCOLN,  67456 


39 

M 1902 

67 

FP 

MURFITT 

MB, MALCOLM  C, 

231  N MAIN, 

67456 

13 

M 801 

46 

00 

LYNDON  — 913 

(Franklin  County  Medical  Society) 

STOUT  MB, NILES  M,  , 66451 
828-4521 

16  M 1902  50  FP 


GRIME:S  mb, JAMES  T,  1221  W NOBLE,  6 7554 
257-5124 

27  M 1902  53  FP 

SIEMENS  MB, RICHARD  A,  1221  W NOBLE,  67554 
257-5124 

30  M 1902  60  FP 

67901  TOBIAS  MB, ROGER  R,  1017  S BELL,  67554 
257-5182 

51  M 1902  82  FP 


MANHATTAN  — 913 
(Riley  County  Medical  Society) 

BAKER  MB, RICHARD  B,  2600  ANDERSON,  66502 
537-4200 

42  M 4113  76  ORS 

BALI..  MB, RALPH  G,  215  S DELAWARE,  66502 

03  M 1902  27  00 

BAMBARA  MB, JOHN  F,  1133  COLLEGE,  66502 
S39-5363 

46  M 1902  88  PATH 

BARLOW  MB, JOHN  M,  1133  COLLEGE,  66502 
539-3504 

45  M 1102  81  OTO 

BASCOM  MD, GEORGE  S,  1133  COLLEGE,  66502 
539-5341 

2'7  M 2401  59  GS 

boe-se;  md,kenne:th  m,  1133  col.i...e:ge: , 66502 

776-4744 

25  M 1902  56  FP 

DURKEE  MD, WILLIAM  R,  1133  COLLEGE  AGE,  66502 
7 76-4  744 

23  M 1902  45  IM 

FAn«:;HIL.D  MD,,.)0HN  a,  756  COLLEGE  HTS  CIR,  66502 

.14  M 3006  46  00 

FISCHER  MD,REX  R,  1133  COLLEGE,  66502 
776-1400 

34  M , 3005  68  OBG 

FREEMAN  MD,FRED  A,  1133  COLL.EGE , 66502 
537-8710 

42  M 1902  70  U 

GARDNER  MD,JAME:S  D,  1133  COLLEGE,  66502 
537-4940 

43  M 2834  76  IM 

IIANC;OCK  MD, DANIEL  E,  1133  COL.L.ETiE  PO  BOX  .128,  6650 
539-5363 

45  M 2803  78  l"■A■rH 

HAUN  MD,RUDY  T , 1133  C;0I...L.E:GE:  BI...DG  D,  66502 
537-8611 

49  M 1902  82  OBG 

HEASTY  MD, ROBERT  G,  2030  SCHEU. DR,  66502 

11  M 3519  46  00 

HENNING  JR  MD,HAR-01..D  J,  1133  COLLEGE,  66502 
537-1414 

55  M 1902  OBG 

FUNK  IN  MD,D0I.1GL.AS  P,  2900  AMHERST,  66502 
7 76-9  761 

53  M 1902  84  R“’ 

JONES  MD, WILLIAM  T,  2600  ANDERSON,  66502 
537-4200 

50  M 1902  85  ORS 

JUBELT  MD, HILBERT  P,  2010  MEADOWLARK  RB,  66502 

19  M 1611  49  00 


76 


LIBERAL-MANHATTAN) 


KIRK  Mil, THOMAS  E , 1133  COLLEGE,  A6502 
776-3451, 

44  M 3005  76  OPH 

KL.OKASA  MU, CHARLES  L.,  21.  / SOUIHWINH  PL,  66502 
539-5337 

49  M 2B03  SO  CHP 

L.AFENE  MH,riENJAMIN  W,  1.S44  ANDERSON,  66502 

01  M 3806  33  00 

LOWE  MD, STANLEY  W,  .1.133  COLLEGE,  66502 
776  ••3451 

32  M 1902  63  OI"'H 

LYONS  JR  MD, FRANK  C,  1133  COL.L.EGE,  66502 
539-7641 

44  M 3840  74  DR 

MCNEIL.  MD, ELDER!  D,  1133  COL.L.EGE,  66502 
53/-9030 

22  M 702  49  00 

MOWRY  MD, GERALD  L. , 1441  ANDERSON,  66502 
/76-1400 

26  M 1902  53  ODG 

OLNEY  MD,RODERT  D,  1133  COL.L.EGE,  66502 
539-7555 

2/  M 3005  59  G'li 

PETERSON  MD,JACK  T,  1133  COL.L.EGE,  66502 
539-5363 

25  M 1902  50  PATH 

PETERSON  MD, PEGGY  S,  1133  COL.L.EGE  DOX  128,  66502 
539-5363 

52  I-  2878  80  PATH 

PHILIF-P  MD, JOSEPH  THEODORE,  1133  COLLEGE  BLDG  D,  66502 
537-7373 

45  M 1902  72  OPH 

SHEFFIELD  MD, MICHAEL  A,  1133  COLLEGE,  66502 
539-7641 

55  M 1902  86  DR 

SIONE  MD,G  REX,  360  WILDCAT  CREEK  RD,  66502 
537-7674 

29  M 1902  54  00 

TAYLOR  MD,BARE<ARA  D,  1133  COLLEGE,  66502 
357-4940 

50  F 1902  79  IM 

TIEMANN  MD, WILLIAM  H,  1133  COLLEGE,  66502 
537-4940 

42  M 3005  73  FP 

OOLKMANN  II  MD, HARLEY  W,  1133  COLLEGE,  66502 
539-7641 

47  M 1902  73  R 

WIGGLESWORTH  MD,ANNE,  KVWHC  1133  COLLEGE  STE  A,  66502 
539-4738 

40  F 1902  79  OBG 


MANKATO  — 913 
(Republic  County  Medical  Society) 

KIMBALL  MD, RICHARD  R,  102  S CENTER,  66956 
378-3511 

45  M 1001  73  FP 


MARYSVILLE  — 913 
(Northeast  Kansas  Medical  Society) 


KITOWSKI  MD, THEODORE  L,  708  N 18TH,  66508 
562-2311 

45  M 84  DR 


MCLOUTH  — 913 
(Shawnee  County  Medical  Society) 

SNOOK  MD, ROBERT  RUFUS,  , 66054 

11  M 1902  42  00 


MCPHERSON  — 316 
(McPherson  County  Medical  Society) 

BILLINGS  MD, THOMAS,  PO  BOX  1327,  67460 
241-5500 

39  M 1902  67  FP 

BRANDSTED  MD, ERNEST  C,  400  W 4TH,  67460 
241-1654 

18  M 1606  47  OBG 

CABRERA  MD, ALBERTO,  1425  DOVER  RD,  67460 
697-2155 

30  M 74801  80  GS 

CLAASSEN  MD, SAMUEL  D,  400  W FOURTH,  67460 
241-7033 

53  M 1902  79  IM 

COLLIER  MD, WILLIAM  J,  400  W 4TH,  67460 
241-1766 

25  M 3605  59  GS 

FERF\'EE  MD,RK;HARD  ALLAN,  400  W FOURTH,  67460 
241-7400 

51  M 3006  78  FP 

JOHNSON  MD,J  RICHAR'D,  400  W 4TH,  67460 
241-4293 

28  M 1902  55  IM 

PIERSON  MD,WEIR,  1000  HOSPITAL  DR,  67460 
241-1445 

17  M 1902  44  FP 

PRICE  MD, VAUGHAN  C,  F'O  BOX  451,  67460 

05  M 4706  32  GS 

THOMAS  MD, GREGORY  MCOUEEN,  400  W FOURTH,  67460 
241-7400 

47  M 1902  79  FP 

MEADE  — 316 

(Iroquois  County  Medical  Society) 

FELDMEYER  MD, SEELEY  IJ  PO  DOX  1030,  6/864 
873-5432 

46  M /4811  81  GP 

HILL  MD,RICF-1ARD  FI,  DOX  /09,  6/864 

18  M 1902  44  00 


MEDICINE  LDDGE  — 316 
(Ninnescah  Medical  Society) 

STI.ICKY  MD,DEAN  E,  901  N WALNUT,  6/104 
886--5653 

33  M .1.902  61  FT"' 


MINNEAPOLIS  — 913 
(Saline  County  Medical  Society) 


DARKER  MD, STEVEN  E,  311  N MII...I...,  6/46/ 
392--2144 

51  M 1902  77  FP 


(MANHATTAN-MINNEAPOLIS) 


67.1.  .1.4 


WEDEL  Ml.i,AI...AN  K,  3 1.1.  N MIX.L,  67467 
;;>y2-2i.44 

56  h 1.V02  86  l-T^' 

WEDEL.  Mil, KENNETH  .11,  N MIL.I...,  67467' 

;'592-21.44 

32  M 1.902  6.1.  IT=' 

WEDEL  MD,KERM1T  G,  3.1.1.  N Mi:i...l...,  67467 
392--21.44 

32  M .1.902  61.  FP 


MINNEOLA  — 316 
(Iroquois  County  Medical  Society) 


STEPHENS  MD,CHAF\'l.ES,  BtlX  97,  67B65 
885-4202 

33  M 2.803  60  FP 


MOUNDRIDGE  — 316 
(McPherson  County  Medical  Society) 


KAUFMAN  MB, WILLARD  E, 
345-6322 

F41  BOX  640, 

67107 

28  M 1902 

53 

|:rp 

1..0GANB  i:  L.L.  MB , VARBEN  J , 
345-6322 

. PO  BOX  640 

, 67 1<.V7 

2.6  M 1902 

54 

|::p 

MULVANE  — 316 

(Sedgwick  County  Medical  Society) 

COBB  MD,LESl..n;:  H,  :l.02  E MAIN,  6711.0 
7/7-0101 

17  M 4804  49  FP 


NEODESHA  — 316 
(Southeast  Kansas  Medical  Society) 

BARREI1  MD,BRADL.EY  H,  RR  2 BOX  260,  66'757' 
325-3055 

57  M 1902  FP 

CHR0N1STER  MB,BER'I  , PO  BOX  118,  66757 
325-2622 

38  M 1902  65  FP 

MOORHEAD  ,.)R  MD,F  ALLEN,  709  MAIN  BOX  180,  66757 
325-2200 

39  M 1902  66  l“F' 


NESS  CITY  — 913 
(Central  Kansas  Medical  Society) 

IMSEIS  MB, MIKHAIL.  Y,  722  E I...0C03T,  67560 
798-2203 

50  M 33004  Gl-' 

F'RAKAl..APAKORN  MD,YANYONG,  412  N (OPEKA,  67560 
798-2233 

43  M 89101  78  83 


NEWTON  — 316 
(Harvey  County  Medical  Society) 

ALLEN  MB, FRANCES  A,  1112  BOYD,  67114 

15  I"  1.902  43  00 

BATES  MB, MICHAEL  N,  215  S PINE  STE  302,  67114 
283-4153 

50  M 1902  77  0B8 


BECK  MB, WILLIAM  R,  203  E BROADWAY, 
283-2800 

55  M 1902  87 


OF'H 


BOGNER  MB, PAUL.  F,  509  OHAIL.  CREEK,  67114 
283-2800 

52  M 1902  80  83 

CARPER  MB, IVAN  H,  203  E BROADWAY,  67114 
283-2S100 

28  M 1.902  60  G!;> 

CARF'ER'  MB, OWEN  E,  203  E BROADWAY,  67114 
283-2800 

37  M 1902  65  FP 

CLAASSEN  MB,MIL.'ION  A,  201  S PINE  ST,  67114 
283--3600 

32  M 1.902  59  ORS 

CRAIG  MB, CHARLES  C,  AXTEL.L.  CL.  203  E BROADWAY,  67114 
283-2800 

45  M 1902  72  ORS 

DYCK  MB, GEORGE,  F'RAIRIE  VIEW  INC  PO  BOX  467,  67114 
283-2400 

S7  M 6201.  73  P 

ENNS  MB, EUGENE  K,  6 INDIAN  LN,  67114 

15  M 1902  40  00 

FENI'  MB, LEE  S,  MED  ARTS  BLDG  316  OAK,  67114 
283-0505 

1.4  M 2834  44  8!;> 

FRANSEN  MB, HERBERT,  215  S PINE  STE  102,  67114 
283-0033 

32  M 6501  66  GS 

FRANSEN  MB,F'AUL  H,  209  S PINE,  67114 
283-5040 

46  M 6501  74  FP 

GLOVER  MB, RICHARD  M,  AXTELL  CL.  203  E BROADWAY,  67114 
283-2800 

21  M 1902  53  FP 

GF:ABER  mb, CHARLES,  215  S PINE  STE  102,  67114 
283-0033 

4 4 M 3006  78  GS 

GRISWCH-B  MB, BALE  G,  AXTEL.L  CL  203  E BROADWAY,  67114 
283-2800 

2.7  M 1902  53  IM 


HAMM  MB, GLENN,  201  S PINE,  67114 
283-3600 
00  M 


PD 


HAMM  MB,ORVAL  L.,  201  S PINE,  67114 
755-2349 

23  M 1902  49  FP 

HENDRICKSON  MD,JON  R,  AXTELL  CL  203  E BROADWAY,  67114 
283-2800 

51  M 1902  30  PD 

HENDRICKSON  MB, KATHRYN  D,  AXTELL  CL  203  E BROADWAY,  6711' 
283-2800 

52  F 1902  80  ’ PD 

IF<WIN  MB, RICHARD  L,  218  S KANSAS,  67114 
283  1400 

43  M 1902  79  OPH 

ISAAC  MB , C;HAF^1..ES  A,  203  E BROADWAY,  67114 
283-2800 

25  M 1902  49  U 

KLIEWER  MB, VERNON  L,  PO  BOX  467,  67114 
2.83-2400 

31  M 1606  58  CP 


KUMAR  MD,SURINDER,  201  S PINE,  67114 
233-3600 

46  M 1902  78  OBG 

LINDHOl.M  MB, GERALD  R,  AXTEL.L  C:L  203  E BROADWAY,  67114 
233-2800 

51  M 1902  78  ef- 


ts (MINNEAPOLIS-NEWTON) 


MCIRGAN  Mil , SCOTT , :>01  S PINE,  67114 
HS.1S-3600 

0<>  M IM 

OLSON  MIifCRUIN  T,  BETHEL  CL  201  S PINE,  67114 
28,3-3600 

19  M 1902  47  PD 

PRENTISS  MD, HAROLD,  1305  TERRACE  DR,  67114 
283-9433 

36  M 1720  77  R 

QAMAR  MD, YUSUF,  203  E BROADWAY,  67114 
283-2800 

38  M 70409  70  IM 

RICH  MD, ELDON  S,  111  BOX  277,  67117 

16  M 1902  46  00 

SCHMIDT  MD, HERBERT  R,  413  SE  lOTH  ST.,  67114 
03  M 1902  34  00 

SILLS  MD, CHARLES  T,  1631  HILLCREST,  67114 


09  M 1902  37  00 

SIMMONS  MD, ROBERT  EARLE,  209  S PINE,  67114 
283-5040 

49  M 1902  76  IM 

STEVENS  MD, RONALD,  201  S PINE,  67114 
883-3600 

49  M 64914  87  FP 


TANDOC  ,,IR  MD,VALEN1IN  T,  BETHEL. 
283-3600 

39  M ,’4809  74 

VOGT  MD, VERNON  W,  BETHEL  C;L  201 
283-3600 

22  M 3005  55 

WHEELER  MD, DWIGHT  E,  201  S PINE 
283  3600 

50  M 2012  79 

WIENS  MD,J  WENDELL,  201  S PINE, 
283-3600 

32  M 1902  60 


CL  201  S PINE, 
U 

S PINE,  67114 
FP 
67114 
IM 

6/114 

GS 


67114 


NORTON  — 913 

(Northwest  Kansas  Medical  Society) 

COLIP  MD,F  MERLYNN,  711  N NORTON,  67654 
a 77-3305 

35  M 1902  63  FP 

COOPER  MD, ARTHUR  E,  307  W WILBERFORCE,  67654 
08  M 1611  36  00 


OHMART  MD, RICHARD  V,  PO  BOX  756,  67748 
672-3262 

36  M 1902  63  FP 


OBERLIN  — 913 

(Northwest  Kansas  Medical  Society) 

PALMER  MD, MARGUERITE  L,  BOX  110,  67749 
475-2221 

25  F 5404  76  GP 

SIMPSON  MD, ROBERT  LIMBAUGH,  902  W COLUMBIA,  67749 
475--2221 

25  M 4706  77  GS 

WHITAKER  MD,REN  R,  902  W COLUMBIA,  67749 
475-2222 

37  M 5404  70  FP 


OLATHE  — 913 

(Johnson  County  Medical  Society) 

ARONOFF  MD,MIC;HAEL  E,  407  S CLAIRBORNE  STE  209,  6606 
782-3953 

39  M 1604  73  OTO 

BEEBE  MD,EDMER,  420  E CEDAR,  66061 

03  M 5605  33  00 

BYRNES  MD,JOHN  J,  225  W 151ST  STE  406,  66061 
791-4220 

60  M 2846  87  ANES 

COE  MD, RICHARD  0,  30000  W 107TH,  66061 
362 --8505 

31  M 4304  62  OPH 

DELF'HIA  MD,R0.BERT  E,  401  S C;LAIRB0RNE,  66062 
782-1610 

24  M 1902  56  FP 

ELLIS  MD,S  CHRISTOPHER,  225  W 151ST  STE  406,  66061 
791-4220 

47  M 85  ANES 

FEEHAN  MD,JOHN  M,  405  S Cl. AIRBORNE,  66062 
782--3322 

57  M 1902  87  FP 

FORTUNE  MD, CEDRIC  B,  PO  BOX  910,  66061 
782-3322 

40  M 1902  6 7 FP 

HALVORSON  MD, HOWARD  C,  225  W 151ST  SIE  201,  66061 
782-2020 

41  M 5404  75  U 


HARTMAN  MD, ROGER  L,  711  N NORTON,  67654 
877-3305 

35  M 1902  65  FP 

LONG  MD, ROBERT  C,  PO  BOX  29,  67654 

27  M 1902  53  00 


NORTONVILLE  — 913 
(Atchison  County  Medical  Society) 

MADISON  MD, WILLARD  A,  BOX  68,  66060 
20  M 1902  51  00 


OAKLEY  — 913 

(Northwest  Kansas  Medical  Society) 


l-IUDSON  MD, ROBERT  P,  12925  FT-JONIIER  RD,  66061 
588 -•■7040 

26  M 1902  52  IM 

JENSEN  MD, THOMAS  M,  225  W 151ST  STE  106,  66061 
782--1148 

47  M 3005  75  ORS 

LAIRD  MD,DAL.E  D,  151  W 151  ST  STE  100,  66061 
782--3631 

42  M 1902  69  OPH 

MACFARI..ANE  MD, DOUGLAS  B,  225  W 151  ST  STE  200,  66061 
782  •30  73 

54  M 1902  81  OBG 

MATTHEW  MD, WILLIAM  L,  405  S CLAIRBORNE,  66061 
782--3322 

29  M 1902  56  FP 

MCCANN  MD,WIU...IAM  E,  1006  LENNOX  DR,  66062 
22  M 3901  53  00 


ADAMS  MD,ALAN  W,  123  CENTER  AVE  BOX  756,  67748  MEE  MD, ADRIAN  W,  300  S ROGERS  BLVD,  66061 

672-3261 

54  M 1902  81  FP  19  M 1902  54  00 


(NEWTON-OLATHE) 


MENDLICK  MIifR'  MICHAEL,  22S  U .1.51ST  STE  106,  66,061 
7B2-1148 

44  M 1902  71  (IRS 

MORGAN  II  MD,  MAO  III  LLOYM,  225  (J  151ST  STE  301,  66061 
702-8300 

49  M 2820  75  IM 

RIEMERER  MM,RC)MERT  E,  500  E CEMAR,  66061 
829-3822 

16  M 1902  42  00 

ROMONMO  MM, STEVEN  A,  225  U 151ST  STE  406,  66061 
791  ■•••4220 

46  M 1902  75  ANES 

RUHLEN  MM,. JAMES  L.,  225  U 151ST  STE  301,  66061 
782-8300 

46  M 1902  73  IM 

SCHAFER  MM, MAN I EL  C,  225  U 151 ST  STE  106,  66061 
782-1148 

54  M 1902  87  ORS 

SEAMAN  MM, LAUREN  I,  1613  E SHERIMAN,  6,6062 

07  M 6001  68  00 

SHEFFER  MM, KEITH  M,  225  W 151ST  STE  106,  6606,1 
782-1148 

37  M 1720  74  ORS 

SNYMER  MM,RICHARM  HENRY,  225  U 151ST  STE  406,  66061 
791-4220 

45  M 1902  75  ANES 


OTTAWA  — 913 

(Franklin  County  Medical  Society) 

COLLIER  II  MM, ROBERT  A,  1320  S ASH,  66,067 
242-1620 

40  M 1902  67  FP 

HADLEY  MD, BELMONT  C,  1320  S ASH,  66067 
242-3891 

35  M 1902  65  FP 

HENNING  MM, CALVIN  W,  PO  BOX  2,  6606,7 

05  M 1902  35  00 

REYES  JR  MD,  FRANCISCO  A,  1320  S ASH,  66067 
242-5312 

38  M 74801  74  GS 

SPEER  MM, LOUIS  N,  PO  BOX  M,  66,067 
242-1257 

14  M 1606  41  FP 


OVERBROOK  — 913 
(Flint  Hills  Medical  Society) 

RUBLE  JR  MM, JAMES  L,  OVERBROOK  COMM  CLINIC,  66524 
665-2205 

26  M 1902  53  FP 


STANMLEE  MM, TIM  E,  225  W 151ST  SITE  406,  66061 
791-4220 

56  M 1902  85  ANES 

UOOMS  MM,S  MUIGHT,  225  W 151  ST  STE  405,  66,061 
764-6996 

30  M 1902  55  GS 

ZIMMERMAN  MM, BRUCE  E,  225  U 151 ST  STE  203,  66061 
782-3377 

49  M 4812  79  010 

ONAGA  — 913 

(Pottawatomie  County  Medical  Society) 


PAOLA  — 913 

(Miami  County  Medical  Society) 

BANKS  MM, ROBERT  E,  PO  BOX  298,  6,6071 
294-2305 

29  M 1902  55  FP 

ROWLETT  MB, JACK  G,  PO  MRAWER  A,  66071 
294-2356 

21  M 1902  52  FP 

STANLEY  MM, REX  C,  PO  MRAWER  A,  66071 
294-2056 

24  M 1902  52  GS 


ENGELKEN  MD,  SUSAN  F,  120  W EIGHTH,  66521 
889-4271 

49  F 3401  84  GP 

WALSH  MM, THOMAS  E,  ONAGA  CLINIC,  66521 
889-4241 

48  M 1902  75  FP 


OSAGE  CITY  — 913 
(Flint  Hills  County  Medical  Society) 

AM AMS  MD,MWIGHT,  608  HOLLIMAY,  66523 
528-3161 

OO  M 1902  56  GP 


OSAWATOMIE  — 913 
(Miami  County  Medical  Society) 


APPENFELLER  MD, WILLIAM  O, 
755—3166 

25  M 1902 


BILLINGSLEY  JR  MB, JOHN  A, 
755—3151 

31  M 1902 


524  BROWN  AVE,  66064 
53  FP 

PO  BOX  500  C/0  OSAWATOMIE  HOSP, 

66064 


59  ABT 


OSWEGO  — 316 

(Labette  County  Medical  Society) 

BURGESS  MM, ARTHUR  P,  PO  BOX  126,  67356 
19  M 1902  52  00 


PARSONS  — 316 
(Labette  County  Medical  Society) 

AVES  MB, AGNES,  1509  MAIN,  67357 
421-0600 

38  F 74801  72  IM 

AVES  MD,RENATO  B,  1509  MAIN,  67357 
421-0600 

35  M 74801  72  GS 

CAREY  MB, LARRY  J,  400  KATY,  67357 

51  M 1902  78  FP 

BAIZ  MM, ANTONIO  S,  PC)  BOX  935,  67357 
421  ■■••4880 

37  M 74810  80  MR 

BILLON  MM, WILLIAM  L,  LABETTE  CO  MEM  CL.  BOX  H,  67357 
421-0881 

45  M 1902  73  OR'S 

KI SHORE  MM, ROY  N,  PO  BOX  238,  67357 
421  ■••■4251 

44  M 49511  80  OTO 

K I SHORE  MM,SHEEL.A,  2907  JOHNSON  RM,  67357 
421  ■•■■4251 

43  F 495.11  74  ANES 

LAVA  MM,CHIRUNB,  PO  BOX  290,  67357 
421  •-62 10 

40  M 89102  76  GS 

MILLER  MM, MEAN  M,  203  CRESTVIEW,  67357 
421  ••••4880 

22  M 1902  48  IS' 


80  (OLATHE-PARSONS) 


MIL.LER  MH,STEF'HEN  FF;ANC:i:S,  .1.509  MA.TN,  6~rH^i7 

42.1.  -0600 

45  M 1.902  72  GS 

page:  m.o,john  n,  katy  hdgp  po  hox  .1.157,  67357 

94  M 1.902  20  FP 

PAI  Mn,RAi:iHA  V,  PO  F<OX  .1.057,  67357 
42:1.-0080 

45  F 670:l.  78  ANFS 

PAI  MD,yARAi;iAPAJ  S,  PO  E<OX  1.057,  67357 

42.1. -0080 

42  M 670  :l  78  U 

PARANJOTHI  MD,SUBRAMON.IAM  P,  .1.509  MAIN,  67357 
42.1  0600 

39  M 4953.1.  74  IM 

PAUL.S  Mi;i,DANIEL  N,  PO  BOX  1.0.14,  67357 
42:l.-:l.431. 

45  M :l.902  72  IM 

ROTHSTEIN  MB, TERRY  B,  PO  BOX  B,  67357 
421.-5900 

43  M 1606  76  OPH 

SHARMA  MB,ARUN  L. , 1509  MAIN,  67357 
421-0600 

46  F 49503  77  FP 

TANANUNKUI...  MB,URAIWAN,  PO  BOX  256,  6735  7 
421-2460 

51  M 89101  PB 

TANG  MB,GHANTRA,  PO  BOX  1054,  67357 
421-2460 

47  F 89104  82  PB 

lANG  MB,BAROHB,  PO  BOX  1054,  67357 
421-2460 

43  M 89102  76  OBG 

OERMA  MB, ASHA,  400  KATY,  67357 
421-2700 

3'7  F 49530  76  PB 


PITTSBURG  — 316 

(Crawford-Cherokee  County  Medical  Society) 

ARMSTRONG  MB,HAROLB  J,  PROFESSIONAL  BUU.BING,  66762 
232-2600 

40  M 1902  69  ORS 

BENA  MB, JAMES,  405  WEBSTER,  66762 

12  M 3005  38  00 

BERKEY  MB,OERNON  A,  NATL  BANK  BLBG,  66762 
231-7650 

18  M 1902  43  R 

BIERLEIN  MB, KENNETH  J,  812  S CATAL.PA,  66762 

06  M 1606  33  00 

COOMER  MB, TYLER  E,  315  NATL  BANK  BLBG,  66762 
231-7730 

30  M 2101  65  GS 

ERICKSON  MB, CLARENCE  W,  217  NAIL.  BANK  BLBG,  66762 
231-7400 

06  M 1902  33  IM 

ESCH  MB, JOHN  G,  PO  BOX  1133,  66762 

24  M 3006  56  00 

GOMETZ  MB,M0BEB10  S,  PO  BOX  1746,  66762 
231-2490 

35  M -72601  71  PB 

HOL.SINGER  MB,BONAL.B  M,  1015  MT  CARMEL.  PL,  66762 
231-5900 

38  M 1902  65  IM 

HUEBNER  MB, ROBERT  STEF'HAN,  1015  E MT  CARMEL.  PL.,  66762 
231-6160 

42  M :l.606  78  GS 


HUERIER  MB,BAOIB  F,  909  CENTENNIAL,  66762 
231-1650 

46  M 1902  75  IM 

LANCE  MB,RAYMONB  W,  608  W QUINCY,  66762 

22  M 1902  47  00 

LEFFLER  MB, PAUL.  B,  309  UINWOOB,  66762 

02  M 1902  40  00 

MI1..L.ER  MB, EARL.  E,  1803  S CTILL.EGE  lERR,  66762 

13  M 1902  37  00 

MULLER  MB, SAMUEL.  B,  611  W QUINCY,  66762 

05  M 1902  34  00 

NEUMAN  MB,CL.IFFORB  B,  1204  E 7TH,  66762 

01  M 1902  28  00 

OBGERS  MB,ROBNEY  K,  909  CENIENNIAL,  66762 
231-4300 

00  M 1902  75  IM 

PAPP  JR  MB,S  BEAN,  R 5 BOX  293,  66762 
231-7650 

46  M 1902  80  BR 

F-OGSON  MB, GEORGE  U,  RR  3 BOX  23,  66762 
231-5900 

24  M 1902  47  00 

RAMIREZ  MB,AUGUSIO  H,  909  CENTENNIAL.,  66  762 
231-1600 

32  M 26407  74  IM 

RAMIF\'EZ  MB,  IRENE,  909  CENTENNIAL,  66762 
231-6280 

00  F -74  PB 

SCHL.EMMER  MB, ROGER  B,  1003  S BROABWAY,  66762 
231-6380 

37  M 1902  68  OPH 

SEGL.IE  MB,FL.OYB  RONALB,  909  CENTENNIAL.  STE  3,  66762 
231-6280 

43  M 1902  70  FP 

TWEET  MB,FREBRICK  A,  RR  5 BOX  196,  66762 
231-6100 

39  M 1602  68  PATH 

YAGHMOUR  MB,TAL.AAT  E,  2701  S ROUSE,  66762 
231-0850 

40  M 33002  72  1.1 

ZABEL.  MB,KENNETF1  P,  909  CENIENNIAL.,  66762 
231-1650 

37  M 1902  66  IM 

PLAINVILLE  — 913 
(Central  Kansas  Medical  Society) 

PEBERSON  MB,ARNOL..B  M,  300  COLORABO,  67663 
434-4609 

22  M 1902  51  FP 

PLEASANTON  — 913 
(Bourbon  County  Medicai  Society) 

JUSTI.IS  MB,WIL.L.IAM  ,1,  PO  BOX  40'7,  66075 
352  ■6:1.34 

29  M 1902  55  FI'-' 

MANGL.ER  MB,  VI  Cl  OR  R,  900  MAIN  BOX  524,  66075 
352  ■8943 

56  M 1902  85  FP 

PRATT  — 316 

(Ninnescah  Medical  Society) 

AMBLER  MB, CARL.  B,  PO  BOX  364,  6 7124 
672-64'76 

31  M 1902  57  R 


(PARSONS-PRATT) 


81 


fiafv'Ke:r  md,f-'Atric;k  n,  f^'O  box  B69,  a7:i.24 

A72-741:l. 

45  M 1902  72  GS 

BLACK  MBfCYRU.  0,  Fm  2,  67124 

05  M 4802  31  00 

BLOOM  MBfL  I MF;.  11.,  1408  K!  MAF'LE , 67124 
672-9297 

32  M 1902  57  R 

B1I.I...0N  MB , S'lEOFi: N C,  420  COUNTRY  Cl.UB  RB,  67124 
6/2-7417' 

53  M 1902  82  IM 

FILLEY  MB, VERNON  W,  l.AKE  ROAB,  67124 

13  M 3005  49  00 

FREEMAN  MB,F  GlLEfi,  310  E 2NB,  67124 
7,  72""5555 

18  M 1902  44  FT-' 

MASON  MB, ROGER,  420  COl.iNTRY  CLI..IB  Rli,  67124 
672-9454 

00  M i:!4  GS 

F^'AUl.Y  MB, TIMOTHY  R,  420  COUNTRY  CI...UB  RD,  67124 
672-7422 

56  M 1902  85  FT-' 

ROSEN  MB, CARL  FI,  F'O  BOX  8564,  67124 
672-94S4 

46  M 4312  84  U 

SUITER  MBfBANXEL  JAY,  420  COUNTRY  Cl.UB  ITB,  6'7124 
672-7411 

44  M :l,902  '74  GE 

THORFj;;:  MB,FRANC1S  a,  2 I.AKE  RB,  67124 
672-5555 

08  M 1.606  3'7  00 

WILEY  MB, CLARENCE  1.,  420  COUNTRY  Cl.UB  RB,  67214 
672-741 '7 

50  M 86  B 

WITTMAN  MB, A T,  310  E 2NB,  67124 

00  M 87  GS 

WOLFF  Mi:r,FREBERlCK  F^  207  EBGEFORB  BF^,  67:124 
7,  7 2 5555 

20  M 1902  44  IM 

PROTECTION  — 316 
(Iroquois  County  Medical  Society) 

Gl.ENN  MB, LYLE  G,  146  BROA.BWAY  BOX  447,  6'7127 
12  M 17.06  40  00 

QUINTER  — 913 

(Northwest  Kansas  Medical  Society) 

HIESTERMAN  MB, HERMAN  W,  OUINTER  CL  Bl.BG  116  E 4IH,  7.7752 
754-3333 

23  M 1902  51  FP 


RANSOM  — 913 

(Central  Kansas  Medical  Society) 

M(:;i...AlN  MB,KENNETTT,  BOX  247,  6'7572 
731-2295 

21  M 1902  46  FP 


ROSE  HILL  — 316 
(Sedgwick  County  Medical  Society) 

JONES  MB, JON  K,  1305  N ROSE  HI LI  RB,  67133 
776-2120 

55  M 1902  88  IM 


RUSSELL  — 913 

(Central  Kansas  Medical  Society) 

mi;;:rkf:i..  mb,f;:ar'1  b,  sfiiei.bs  bi...bct  326  n main,  6767.5 
483-2178 

32  M 1,902  57  FP 

PETTI  JOHN  MB,WAI..TER  J,  7.24  W 12TH,  6'7665 

:l.2  M 1902  37  GO 

ST  ARKEY  M.i;i , ,.)ERAt ..B  1.,  327.  MAIN,  67665 
483-2:l.78 

30  M 1902  57,  F'P 

SWANN  MB,CT..AIR  L,  112  W SIXTH,  6'77,7.5 
483-4212 

13  M 1902  39  IM 

WHITE  MB, FAGAN  N,  356  W 5TH,  6767.5 

11  M '702  3'7  GO 


SABETHA  — 913 

(Northeast  Kansas  Medical  Society) 

KENNALLY  MB, KEVIN  P,  1115  MAIN,  67i534 
284  2141 

53  M 1902  31  FP 

MONTGOMERY  MB, THOMAS  ALLEN,  1013  WYOMING,  67.534 

10  M 1902  49  GO 

WENGER  MB, GREGG  B,  1115  MAIN,  66534 
284-2141 

OO  M 1902  81  PB 

YULICH  MB, JOHN  O,  PO  BOX  227,  66534 
294-2125 

33  M 1902  61  FP 


SAUNA  — 913 

(Saline  County  Medical  Society) 

ALLEN  MB,  MONTE  L,  600-E  SOUTH  SANTA  FE , 67401 
327-0307 

36  M 1902  62  OTO 

ALSOP  MB,  WILL  I AM  R,  PO  BOX  260,  7.7402 
927-7261 

52  M 73  GE 

ANBERSON  MB, JODY,  PO  BOX  260,  67402 
927-7261 

32  F 1902  64  IM 

BAXTER  MB,U  REESE,  PO  BOX  1847,  67402 
825-8221 

4 7 M 1902  74  FP 

BEELER  MB, JONATHAN  C,  116-A  S 7TH,  67401 
827-9526 

57  M 1902  BR 

BELL  MB, MARK  G,  909  E WAYNE,  67401 

50  M 1902  77  ENT 

BOSSEMEYER  II  MB, CHARLES  H,  PO  BOX  1672,  67402 
825-3221 

49  M 1902  84  FP 

BROWN  MB, ROBERT  WAYNE,  PO  BOX  1757,  67402 
825-7251 

23  M 1902  55  IM 

BRUNGARBT  MB,BERNARB  A,  400  E BEIOIT,  67401 

21  M 3006  46  00 

BORNE  T I BO,I...ARRY  E,  671  ELMORE  BR,  67401 

923  - 74  70 

58  M 2879  85  FP 


82  (PRATT-SALINA) 


BYERS  MB, JONE-LL,  E^'O  BOX  67402 

(:)2  7-726  1. 

S;?  E-  :l.9<)2  '79  D 

GRIFFING  MB, RICHARB  B,  PO  BOX  2606,  67402 
827-3294 

00  M 1902  ANEil! 

f'.ATEHCART-RAKE  MB, WILLIAM  E- , BCEX  260,  67402 
S27-0260 

4E3  M :l.902  75  IM 

GRIFFITH  MB, FRANK  H,  1493  E IRON,  67401 
827-0488 

45  M 4813  76  OPH 

C:L.ARK  MB,.BA'v'IB  E-I,  E'O  BOX  .1.E:)47,  6 7402 
i;!25-a22:t 

36  M 1.902  63  E'l-' 

GUNN  MB, MARVIN  R,  2142  EBGEHILL  RB,  67401 
28  M 3901  63  00 

CONNELLY  MB , MAI.IRKL  R,  .'1.951  GL.ENBAL.E  ^E'' , 67401 

GUZMAN  MB, MANUEL,  CKMHC  809  ELMHURST,  67401 
823-6322 

12  M 2002  ;i4  00 

27  M 64901  69  P 

CONNER  MB, BRIAN,  1518  B EA'S'E'  IRON,  67401 
825-2020 

46  M 1.902  73  OPEE 

HARBIN  MB, GARY  LYNN,  523  S SANTA  FE , 67401 
823-7213 

50  M 1902  77  ORS 

COOPER  MB, JAMES  1,  PO  BOX  2027,  67402 
823-7201 

56  M 1.902  !33  PATEI 

HARRIS  MB, NORMAN  R,  833  ELMHURST  PO  BOX  138,  61  ■ 
827-1533 

30  M 1902  63  OBG 

COSSETTE  MB,JERROl.B  E,  909  E WAYNE,  67401 
B23-7225 

46  M 1902  76  ENT 

HASSLER  MB,RANBY  B,  645  E IRON,  67401 
827-9635 

45  M 1902  78  U 

CULTRDN  MB, FRANK  1,  837  B FAIRBAL.E  RB,  67401 

HATION  MB,L.L.OYB  U,  709  HIGHLANB,  67401 

10  M 1643  47  00 

06  M 1902  33  (.10 

B'SOUZA  MB, BISMARCK  C,  PO  BOX  2327,  67402 
827-9526 

45  M 49501  78  R 

HERRMAN  MB,ABAM  I.,  519  S SANTA  FE,  67401 
827-4424 

48  M 1902  82  ORS 

BEES  MB,BANIEL  J,  PO  BOX  1757,  67401 
825-7251 

55  M 1902  81  FP 

MOBGES  MB, MERLE  A,  PO  BOX  1845,  67402 
825-9024 

34  M 1902  66  OBG 

BENNIS  MB,BAOIB  T,  737  E CRAWFORB  PO  BOX  260,  67401 
827-7261 

53  M 1902  IM 

HOBGES  MB, MERLE  J,  430  S 71 H,  67401 
825-9024 

58  M 1902  84  OBG 

BETORK  MB,BUAYNE  L,  PO  BOX  2327,  67401 
827-9526 

51  M 3005  84  R 

HOI...MAN  MB, JON  B,  PO  BOX  61,  67401 
827-9366 

33  M .1902  64  1“' 

BRAEMEL  MB,H  RICHARB,  2203  EBGEHILL  RB,  67401 
827-0307 

18  M 1902  53  OrO 

HOUSE  MB,R  E,  PO  BOX  2327,  67401 
827-9526 

54  M 1902  82  Bi:; 

BREHER  MB, HENRY  S,  PO  BOX  260,  67402 
827-7261 

18  M 1902  43  IM 

HUNNINGHAKE  MB,RONAL.B,  PO  BOX  1847,  67402 
825-8221 

51  M 1902  82  FP 

EATON  MB, GLEN  E,  4353  E NORTH,  67401 
827-3064 

28  M 1902  54  ANE'!3 

HU'TCHINSON  MB,BIRK  I,  135  E CLAFI...IN , 67401 
827-9631 

48  M 3901  "78  IM 

EATON  MB, LESLIE  F,  RR  1 BOX  346,  67401 

JAflS'SON  JR  MB,BEL.MAS  A,  645  E IRON,  67402 

06  M 1902  34  00 

827-7255 

35  M 2101  65  IM 

ELLISON  MB, PAUL  B,  1499  E IRON,  67401 
825-7271 

35  M 2105  67  OPH 

KFL  HERMAN  MB, RICK,  130  W CI..AFI...IN  BOX  1757,  6740: 
825-7251 

00  M :l.902  8:1.  FP 

FEIGHNY  MB, ROBERT  E,  243"7  VILLAGE,  67401 

KREHBIEL  MB, MARK  A,  PO  BOX  1847,  67402 

20  M 1902  51  00 

825-8221 

49  M :l.902  "76  FP 

FERGUSON  BO, ELAINE  L,  2033  RAYMONB,  67401 
825-5717 

00  M IM 

KRUCKEMYER  MB,Al..AN  I.,  645  E IRON,  67401 
823-2215 

45  M 1103  "77  ORS 

FRANCIS  MB, ANTHONY  E,  PO  BOX  2478,  67401 
823-1025 

54  M 1902  82  ORS 

LAWRENCE  MB, GILBERT  A,  PO  BOX  405,  67402 
823-43"74 

47  M 49501  83  R 

FREEMAN  MB, RAYMONB  S,  1901  E IRON,  67402 

LAWRENCE  MB,LINBA  M,  929  EL.MHI.IRSI  , 67401 
823-1600 

20  M 702  59  00 

57  F 4802  86  OPH 

GANS  MB,FREBERICK  A,  950  S ELEVENTH,  67401 

LAWRENC:E  MB,MICHAEI...  K,  645  E IRON,  67401 
82'7-7255 

22  M 2834  51  00 

00  M IM 

6ARL0U  MB,UILl..IAM  B,  116-A  S "7TH,  67401 
82'7-9526 

S5  M 1902  87  R 

L.IVINGS'fON  MB, CHARL.es  E,  400  E IRON,  67401 
823-9.166 

32  M 1611  64  GS 

(SAUNA) 


MACY  Mi:i,Nr)F?MAN  E,  PC)  BOX  2027,  *7402 
827-4053 

;?5  M 1V02  64  PATH 

MACY  MB,TEB  L,  PO  BOX  260,  67402 
827-7261. 

43  M .1902  73  OS 

MANGUOOU.)  MB,AU:  B,  S23  S SANTA  PE,  67401. 

S23-1.032 

S3  M 90205  B5  N 

MARCHBANKS  MB,BC)NALi:i  L,  520  COUNTRY  CLUB  RB,  67401. 

24  M 1.902  51.  00 

MARSHALL  MB, GEORGE  U,  PO  BOX  1045,  67402 
S25-9024 

44  M 1.902  71.  OBG 

MARTIN  MB, OLIVER  L.,  615  E REPUBLIC,  67401 

03  M 1902  33  00 

MATTHEWS  MB, EARL  H,  135  E CL.AEL.IN,  67401 
327-9631 

49  M 1902  7TI  GS 

MAXUEL.L.  MB,GORBON  E,  135  E CL.AFL.IN,  67401 
327-9631 

29  M 1902  55  OBG 

MCCRAE  MB, SPENCER  C,  655  GUERNSEY  BR,  67401 

13  M 3509  52  00 

MIL.1..ER  MB,EL.BEN  V,  1923  RIBGELEA,  67401 

19  M 1902  44  00 

MOWERY  MB, WILLIAM  E,  PO  BOX  260,  67402 
327-7261 

23  M 1902  47  GS 

NEIS  MB, PAUL.  R,  909  E WAYNE,  67401 
323-7225 

56  M 1902  38  OTO 

NEUMANN  MB, JAMES  W,  600-E  SOUTH  SANTA  EE,  6/401 
825-5041 

24  M 1902  33  N 

NICKEL.L.  MB,UENBEL.L  K,  400  E IRON,  6 7401 
823-9166 

26  M 1606  51  TS 

NIXON  MB,RICHARB  R,  BOX  2327,  67402 
327-9526 

32  M 1643  65  R 

NUL.L.  MB, WILLIAM  0,  135  E CI...APL.IN,  67401 
327-9631 

31.  M 1.02  66  l”'B 

PALMER  MB,GERAL.B  K,  1952  RIBGEL.EA  BR,  6/401 

24  M 1803  61  00 

PETERSON  MB, JAMES  E,  PO  BOX  2327,  67402 
827-9526 

53  M 1902  32  BR 

REECE  MB,RICHARB  J,  502  BEECHWOOB,  67401 

23  M 1902  49  00 

RICHARBS  MB,  JON  E , 135  E CL.AEL.IN,  67401 
T:)2/-9631 

50  M 1902  IM 

ROBERICK  MB, JAMES  E,  645  E IRON,  67401 
327-9635 

23  M 1902  4/  U 

ROMEISER  MB, REX  S,  645  E IRON,  6/401 
S2/-9635 

"»1.  M 1902  68  (.) 

ROSALES  MB,J  EBGAR,  73/  E CRAWEORB,  67401 
327-7261 

00  M PH 

RUEB  MB,ANBREW  E,  841  EAIRBAL.E  RB  *A,  6/401 
:ll  M 1606  36  00 


SCHMIBT  MB, RAMON  WARNER,  400  E IRON,  67401 
323-9166 

39  M 1902  66  GS 

SCOTT  MB, CHESTER  E,  519  S SANTA  EE,  67401 
327-5549 

23  M 1902  51  EP 

SEATON  MB, ROBERT  B,  PO  BOX  260,  67402 
327-7261 

00  M 33  NEP 

SEBREE  MB, STEVEN  0,  PO  BOX  260,  67401 
327-7261 

47  M 1902  74  OBG 

SI. CTO  MB, MILO  G,  645  E IRON,  67401 
323-2215 

41  M 1902  63  ORS 

SMITH  MB,BOYB  E,  BOX  2027,  67402 

327-4053 

46  M 3005  73  PATH 

SMITH  M.B,BAVIB  E,  PO  BOX  260,  67402 
82/-7261 

50  M 1902  77  GS 

SMITH  MB,HAROL.B  R,  608  STARLIGHT,  67401 

19  M 1902  51  00 

SIOSKOPF  MB, LAWRENCE  E,  2413  EBGEHILL,  67401 
823-9493 

39  M 1902  /3  ANES 

S T t.)L- WF::  mb  , BRABI...EY  R , F'O  box  260  , 67402 
327-7261 

49  M IM 

TAYLOR  MB, THOMAS  E,  PO  BOX  676,  67402 
82'7-0346 

26  M 1902  53  EP 


WAGENBL.AST  MB,HOWARB  R,  PO  BOX  260,  67402 
327-7261 

21.  M 1902  49  00 

WATERS  MB , CL.AFF'ENCE  N,  333  MANOR  RB,  67401 
323-649/ 

13  M 2334  60  00 


WEBER  MB, ROBERT  W,  645  E IRON,  67402 
T:)2  /■■■■  /255 

26  M 1902  49  IM 

WOOBAL.L.  MB,BENNIS  C,  131  W CL.AEL.IN,  67470 
325--7251 

55  M 1902  34  EP 


SCOTT  CITY  — 316 
(Southwest  Kansas  Medical  Society) 

BUNN  MB,BANIEL.  R,  202  COLLEGE,  67871 
872-2187 

49  M 1902  75  FP 

HOPKINS  JR  MB,B  MORRISON,  202  COLLEGE,  67371 
872-21W 

23  M 1902  53  FP 


SEDAN  — 316 

(Southeast  Kansas  Medical  Society) 

TAYLOR  MB, ELMER  W,  120  W OSAGE  BOX  8,  67361 
725-3141 

28  M 512  62  FP 

WALKER  MB, WILLIAM  K,  417  N MONTGOMERY,  67361 
18  M 1902  45  00 


84  (SAUNA-SEDAN) 


SENECA  — 913 

(Northeast  Kansas  Medical  Society) 

BERKLEY  MB, NORMAN  W,  IS  SOUTH  5IH  ST,  A<f>538 


336-2128 

31  M 

1902 

64 

FP 

GILBERT  MB,J 

HOWARD,  21.’ 

1.  S FOURIH, 

7>7>53 

05  M 

1902 

41 

GO 

SHARON  SPRINGS  — 913 
(Northwest  Kansas  Medical  Society) 

CHUNG  MB, JOHN  J,  WALLACE  CO  MEB  Cl.  BOX  31.0,  677S8 
852-4214 

23  M 58301  60  FT' 


SHAWNEE  MISSION  — 913 
(Johnson  County  Medical  Society) 

ALLEN  MB, MARK  L,  12000  FARLEY,  66213 
4yi--399y 

53  M 1902  83  ANES 

Al.LEN  MB, MAX  S,  5103  W 96 1 H TERR,  66207 

11  M 1902  37  00 

ALTENBERNB  MB,ELOIN  CONRAB,  7319  W 81ST,  66204 
648-2010 

26  M 1902  54  FP 

ANBERSON  MB,Ui:i.LIAM  A,  2508  W 71S1  , 66208 
236-7288 

50  M 2846  83  EM 

ATHON  MB, MERRILL  B,  6806  W 83RB,  66204 
642-4242 

24  M 1902  54  FP 

BABEEN  I.T  MB,  LOUIS  JOHN,  10600  QUIOTRA  RB  #460,  66215 
541-3220 

49  M 2846  7B  OPH 

BAEKE  MB, JOHN  0,  6806  WEST  83RB,  66204 
642-4242 

19  M 1902  52  FP 

BAKER  MB, WILL. I AM  STEOEN,  7 700  W 63RB  STE  209,  66204 
262-1843 

47  M 702  76  P 

BALANOFF  MB,ARNOL.B  Z,  4601  W 109TH  STE  122,  66211 
491-4045 

42  M 1803  72  PB 

BANSAL  MB,ROOPA  0,  5600  W 95TH  STE  105,  66207 
381-6765 

37  I-'  49504  80  FP 

BANSAL  MB,SAIISFI  C,  8901  W 74TH  STE  147,  66204 
384-2220 

38  M 49541  74  ORS 

BAPTIST  MB, JEREMY  E,  5811  OUTLOOK,  66202 
432-0625 

40  M 2846  79  A 

BARE  II  MB, CHARLES  E,  8901  W 74TH  STE  353,  66204 
677-2460 

43  M 1902  70  U 

BARKER  MB, ELIZABETH  B,  4121  WEST  83RB  STE  123,  66208 
381-6669 

30  I-  4706  66  P 

BARKER  MB, JAMES  BERTON,  8901  W 741 H STE  148,  66204 
362-6310 

31  M 4706  66  0 t'O 

BARNETT  JR  MB,IHOMAS  E,  10600  OUIOIRA  STE  240,  66215 
541—3355 

52  M 1902  80  GE 


BARNHART  MB,RONAL.B  J,  9119  WEST  74TH  STE  268,  66204 
831-2334 

41  M 2501  69  OBG 

BARR  MB,RICHARB  N,  7301  MISSION  STE  119,  66208 
432-4366 

32  M 1902  57  OPH 

BARRICK  MB, BRUCE,  SH  MSN  MEB  CTR  PO  BOX  2923,  66201 
676-2340 

39  M 1902  66  PAIH 

BATTY  MB, LARRY  H,  9119  W 74TH  STE  268,  66204 
031  -2334 

51  M 1902  77  OBG 

BAUER  MB,LAFE  W,  4818  W 80TH,  66208 
20  M 1902  49  00 

BEEZLEY  MB, MICHAEL  J,  8800  W 751 H STE  115,  66204 
262-9200 

47  M 1902  74  GPUS 

BELL  MB,BELORIS  W,  4601  W 109IH  STE  116,  66211 
491-6550 

42  F 1902  69  OPH 

BELT  MB, ROBERT  J,  12000  W 110  #400,  66210 
469-8023 

45  M 702  75  ON 

BEl.ZER  MB,EBWARB  G,  10600  OUIOIRA  STE  330,  66215 
541-3300 

36  M 3005  67  PB 

BENNETT  EXEC  SE  ,ALLIENE,  JOHNSON  CO  MEBICAL  SOC,  66208 
432-9444 
00  F' 


BIKALES  MB, VICTOR  WILLIAM,  10688  RIGGS  BR,  66212 
383-1311 

13  M 2105  78  P 

BILLINGSLEY  MB,1HAB  FI,  4501  COLLEGE  BLVB  #350,  66211 
432-9900 

41  M 1902  67  P 

BISHOP  MB, FRANCIS  E,  7501  MISSION  RB  STE  NIO,  66208 
648-3533 

20  M 1902  45  P 

BISHOP  MB, HENRY  R,  10600  OUIVIRA  STE  320,  66215 
541-3200 

53  M 4813  82  OBG 

BLETZ  MB,BONALB  B,  10550  OUIVIRA  STE  510,  66215 
492-6200 

28  M 5104  72  IM 

BOLES  MB,J  MICHAEL,  5949  NIEMAN,  66203 
631-1300 

35  M 1902  62  FP 

BOTTS  MB,  I..ARRY  B,  8901  W 74TH  #348,  66204 
432-8000 

52  M 3007  PUB 

BRAVERMAN  MB,BAV1B  ELLIOTT,  4601  W 109TH  STE  330,  66211 
491-9123 

47  M 2507  77  PBO 

BROWN  MB, WILLIAM  R,  7301  MISSION  STE  339,  66208 
236-8866 

23  M 1902  48  IM 

BROXTERMAN  MB, STEVEN  JOSEPH,  9119  W 74TH  STE  150,  66204 
362-5510 

51  M 1902  77  FP 

BRUMMETl  MB,RICHARB  R,  10890  BENSON  BR  STE  105,  66210 
451—0425 

34  M 1902  65  FT-' 

BRUN  MB, MICHAEL  E,  12000  W llOTH  STE  500,  66210 
469-8998 

55  M 2802  86  DR 

BRI.INING  MB, DANIEL  LEE,  8901  W 74IH  STE  200,  66212 
676-2479 

56  M 2834  84  ANES 


(SENECA-SHAWNEE  MISSION)  85 


EiRUNING  MDtROGER  MARION,  7301  MIEiBION  STE  342,  AA208 
384--0745 

48  M 1902  79  FP 

E(UE<E<  MD,£;TEPHEN  K,  8901  W 74TH  BTE  3,  66204 
362-0031 

48  M 1902  76  ORB 

BUCKMAN  Mil, MARTIN  SPALDING,  10600  OUIVIRA  GTE  240,  6621S 
541  ■■"3355 

49  M 2802  75  IM 


BURGER  MD,PAUL  B,  5638  NIEMAN  RD,  66203 
631-6114 

25  M 2834  50  FP 

BUBER  MD, WILLIAM  D,  12000  W llOTH  BTE  200,  66210 
469-1477 

55  M 1902  83  GE 

CALKINS  MD,LAF<RY  L,  5635  BUUANEE,  66205 

:l.a  M 1902  43  00 

CASTEEL  MD, CHARLES  K,  8901  W 74TH  BTE  357,  66204 
831-1003 

34  M 3901  64  U 

CATTANEO  MD, ERNEST  A,  9119  W 74TH  BTE  360,  66204 
262-3930 

39  M 1902  66  IM 

CEDERLIND  MD, CRANSTON  JAY,  8901  W 74  BTE  36,  66204 
236-6455 

45  M 1902  72  OBG 

CHIN  MD,HONG  W,  10500  MABTIN,  66212 
492-9729 

35  M 58302  86  IR 

CIROTBKI  MD, GREGORY  A,  9119  W 74TH  BTE  250,  66204 
584-5500 

58  M 3006  S7  PD 

CLENDENIN  MD, ROBERT  KEEI.E,  BOX  25785,  66225 
345-1900 

48  M :l.902  7‘5  EM 

COF^IEN  MD, ROBERT  A,  37'00  W 83RD  BTE  110,  66208 
642-2100 

39  M 2803  70  PD 


COLEMAN  MD, ROBERT  L,  8901  W 74TH  BTE  1,  66204 
362-0100 

41  M 4113  79  PS 

COOLEY  MD,DAOID  A,  8800  W 75TH  BTE  300,  66204 
362-1226 

40  M 2802  72  RI^IU 

COOF'ER  MD,JACK  R,  5300  MISSION  RD,  66205 

1(’  M 3840  52  00 

COULTER  MD, HENRY  F,  4203  W 151  ST,  66224 

23  M 1902  51  00 

COULTER  MD, THOMAS  B,  8800  W 75TH  BTE  310,  66204 
677-3113 

38  M 1205  72  OI-'H 

COWLES  MD, GORDON  T,  6950  SQUIBB  RD,  66202 
962"  1094 

32  M 1902  59  OBG 

COX  JR  MD,IRA,  5829  WOODSON  PO  BOX  975,  66201 
722-1100 

19  M 1902  49  FP 

CRIE  MD,,JOHN  S,  10550  QUIOIRA  BTE  510,  66215 
492-6200 

49  M 4812  83  CD 

DAVIA  MD, JAMES  E,  10550  QUIVIRA  BTE  510,  66215 
492^^6200 

37  M 1611  85  CD 

DAY  MD , l■■ll..l(3^■IES  W,  6332  WOODSON  DR,  66202 
432-31!82 

:l.5  M 1902  39  00 


DEIT'7  MD,MICI-IAEI...  R,  5700  BROADMOOF^  DR  BTE  912,  66202 
432-0212 

32  ' M 4101  62  OF^'H 

DEL.F>  MD,MAFIL.,ON  H,  6131  TEF^RYDAl.E  RD,  66202 

03  M 1902  34  00 

DENISON  MD, TERRY  R,  5811  OUTLOOK,  66202 
432-0625 

29  M 1902  56  A 

HERRING! ON  MD,KENNE1H  L,  4601  W 109TH  BTE  310,  66211 
491  ■6464 

44  M 1902  72  FP 

DDCKF^IORN  MD, ROBERT  J,  5300  W 94TH  !ERR,  66207 
381-467’4 

34  M 1902  61  PDA 

DRAKE  MD,CYNT!"IIA  K,  8901  W 74TH  BTE  248,  66204 
384-4990 

57  F 1902  f;!3  OBG 

DRASIN  MD,DENA  K,  7301  MISSION  RD,  66208 
362^^1444 

40  F-  2002  85  CHP 

DFiEILING  MD, ROGER  ,J,  8901  W 74TH  BTE  21,  66204 

7’22^^ooao 

51  M 1902  79  CD 

DUCKET!  II  MD, THOMAS  G,  4601  W 109TH  BTE  116,  66211 
491-4322 

41  M 1902  68  OPH 

DUDGBIN  MD,MALIRI;i:EN,  8901  W 7’4!l^l  S!E  124,  66204 
362-0002 

51  F 1902  78  IM 

DURKEE  MD, BRUCE  W,  10550  QUID IRA  S!E  510,  66215 
492^^6200 

52  M 1902  82  ANES 

EMMOT!  MD,DAOID  F,  8901  W 74TH  BTE  32,  66204 
331 -I 003 

53  M 3901  81  0 

ENDERS  MD,WRAY,  9034  COTTONWOOD  DR  BTE  2,  66215 


02  M 1902 


36  00 


ESRIG  D,0.  fHAF’lTLD  L,  8132  SAGAMORE,  66206 

381  ■■■■5033 

30  M 287'S;!  62  ANES 

ETZENFFOUBER  III  MD,RUSSELI...  D,  10600  QUIVIRA  BTE  330, 
54:1.-3300 

34  M .1902  64  PD 


EVANS  JR  MD, WILL  I AM  E,  8741  HIGH  DRIVE,  66206 
362-7363 

24  M 1902  59  FP 

EVANS  MD, CAROL.  ANN,  8901  W 74TFF  BTE  124,  66204 
362-0000 

54  F 2846  82  IM 

F-0F:;DYCE  MD, NORMAN,  8901  W -.MTF^I  STI-  145,  66204 
722-0020 

41  M 1902  67'  OTO 

FRANCISSCO  MB,CLAFJENCE  I...,  3509  W 85TH,  66206 
37'!  ■■■■6802 

09  M 1902  34  00 

FRANKEL  MD, SCOTT  J,  4601  U 109TH  BTE  318,  66211 
491-5501 

53  M 2802  84  A 

GAGE  MD,BETBE  M,  9119  W 74!H  BTE  250,  66204 
384-5500 

55  F 1902  84  PD 

GAI...I...Q-ll.iC^;F^I  MD,KEI!I^I  W,  902"i’  BIF^IFI,  6620/ 

541  ■■■■5592 

32  M 1902  57  R 

C^FARCIA  MD,FRANCIBC;Of  8020  SANTA  FE,  66204 
642-5000 

32  M 27501  73  FP 

GAUGHAN  MD,MICHAEI ),  PO  BOX  10919,  66210 

469-B998 

49  M 1902  77  R 


86  (SHAWNEE  MISSION) 


Cit":NTRY  Mil , KAL.E  C,  SIOS  Ul  B4TH,  ('-6207 
642-4242 

3 -I.  M 1-902  60  l-T' 

HITCHCOCK  MB,C  THOMAS,  8901  W 74TH  STE  356,  66204 
677-2508 

47  M 82  GS 

GEF-'JARUSAK  M.l:i , E'RAE'AS , 890.1.  W /4 I I 1 STE  .1.21.,  66204 
262-0344 

46  M 891.01.  75  .TM 

HOBSON  MB,MILBURN  W,  9119  W 74TH  STE  268,  66204 
831-2334 

30  M 1902  55  OBG 

G.iLLEN  m.i:i,b:i:i...ly  a,  8802  b:i:r(::h  ln,  66207 
381.  ■•••0521. 

29  M 1.902  54  ANES 

HOBES  MB, HERBERT  C,  4840  COLLEGE  STE  100,  66211 
491-6878 

43  M 1902  70  OBG 

GOLBSTEIN  MB, GERALD  L,  460.1  UJ  1.09TH  STE  318,  66211 
491--5501 

47  M 16504  81  P 

HOBGES  MB, BRUCE  E,  10550  OUIVIRA  STE  430,  66215 
888-0777 

32  M 1902  64  FP 

GOLI..ERKER1  MB, MOHAN  P,  7301  M.TSSION  STE  339,  66208 
236-8866 

30  M 49516  74  ON 

HOOB  MB, ROGER  W,  8300  COLLEGE  STE  105,  66210 
451-9310 

48  M 1643  76  ORS 

GOMEZ  MB, FRANC I SCO,  4200  SOMERSET  11160,  66208 
649-/300 

15  M 26401  63  P 

HOPKINS  MB,LENLY,  7312  ANTIOCH,  66204 
722-6121 

30  M 3841  65  GS 

GOOD  MB,UENBELL.  t...TSLE,  4601  W 109TII  STE  212,  66211 
491 --9 183 

24  M 1902  48  FF' 

HOPKINS  MB, WILLIAM  0,  8575  W llOTH  STE  306,  66210 
451-1919 

33  M 2803  72  ORS 

GF-'AFIAM  MB, BRUCE  B,  410550  OU.TO.TRA,  66215 
388-1877 

51  M 2803  87  GS 

HOUSTON  II  MB, LAWRENCE  MORLEY,  8650  W COLLEGE  STE  114, 
451-1311  66210 

50  M 2803  79  FP 

GRASHOFF  MB,.IOYCE  A,  11116  U 114TH,  66210 
596-4180 

59  I-  3005  83  i;::m 

HSU  MB, CECILIA  C,  10550  0UIVIF1A,  66215 
492-6200 

43  F 24402  84  PB 

GRIN  MB,  TRUBI  R,  10550  QUIOIRA  STE  335,  66215 
838-1888 

5/  F 2846  86  PDO 

HUSEMAN  MB,RICHARB  ALLAN,  8901  W 74TH  STE  357,  66204 
831-2430 

46  M 1720  75  NEP 

GROSSMAN  MB, HARVEY  M,  4601  W 109TH  STE  122,  66211 
491-4045 

INNES  MB, ROBERT  C,  10226  BRIAR,  66207 

49  M 1902  //  PB 

25  M 2802  66  00 

GRUNBMEIER  MB, ANNETTE  M,  9119  Ul  741 H STE  210,  66204 
432-3334 

46  F 1611  79  PB 

JACKSON  MB, ROBERT  V,  8901  W 74TH  STE  10,  66204 
362-1660 

49  M 2803  80  PB 

IIAC;KER  MB,BAV1B  C,  6900  W 671  H,  66202 
6 /6  •24  /9 

50  M 1902  78  ANF'S 

JANES  MB, DONALD  R,  10550  OUIVIRA  *310,  66215 
492-1955 

34  M 1902  62  OBG 

HAI..LERAN  III  MB, WILLIAM  J,  PO  BOX  10919,  66210 
469-8998 

53  M 1902  80  Bl< 

JOHNSON  MB, JOHN  E,  6636  GOODMAN,  66203 
281-8815 

17  M 4/06  57  PATH 

HAMlIl.  MB,LAWRENt;E  W,  10550  OUIVIRA  RB  STE  460,  66215 
341-393/ 

36  M 2803  69  l-'B 

JOHNSON  MB, NADINE,  10550  OUIVlFlA  STE  510,  66215 
492-6200 

38  F 1803  IM 

HARMS  MB, ALBERT  C,  4200  W 91ST,  66207 
13  M 1902  33  80 

JONES  MB, CHARLES  E,  9100  W 74TH  PO  BOX  2923,  66201 
676-2214 

31  M 1902  61  FP 

HARTMAN  MB, GERALD  V,  6616  El...  MONTE,  66208 
20  M 1902  45  00 

JONES  MB,H  IVOR,  8901  W 74TH  STE  269,  66204 
362-4040 

24  M 80303  59  P 

HARIONG  MB,10BY  JOSEPH,  8901  W /4TH  STE  328,  66204 
384-1441 

53  M 1902  83  OPH 

KABIAN  MB,RAJESH  S,  10550  OUIVIRA  STE  260,  66215 
541  ■■■•0577 

50  M 49573  74  IM 

HARTONG  MB, WILLIAM  A,  12000  W llOTH  STE  200,  66210 
831-9300 

44  M 1902.  72  IM 

KARLIN  MB, CHARLES  A,  12000  U llOTH  STE  500,  66210 
469-B998 

49  M 1902  76  BR 

HATHAWAY  MB, PETER,  11055  CEDAR  STE  216,  66211 
491-3380 

31  M 3503  74  IM 

KASHYAP  MB,BANSHI  PRASAD,  8901  U 74TH  STE  257,  66204 
236-4500 

47  M 49554  78  IM 

HEISLER  MB, NORMAN  T,  8901  W 74TH  STE  269,  66204 
362-4040 

55  M 3005  84  P 

KATZ  MB, FRED  S,  8901  W 74TH  SUITE  145,  66204 
722-0020 

50  M 1902  84  OTO 

HESSER  MB, HERBERT  H,  7207  EBGEWOOB,  66203 
06  M 1902  34  00 

KELLEY  MB, GORDON  R,  4601  W 109TH  SUITE  210,  66211 
491-4330 

52  M 6002  83  N 

HETTINGER  MB, MICHAEL  E,  8800  W 75TH  STE  310,  66204 
677-3113 

46  M 4706  81  OPH 

KENNY  MB, LAURA  M,  8901  W /4IH,  66204 
384-4990 

56  F 1902  87  OBG 

HILL  MB,ROBNEY  W,  8901  W 74TH  STE  208,  66204 
362-0300 

47  M 1902  75  IM 

KEICHUM  MB, LYNN  B,  12301  W 106TH  STE  201,  66215 
492-373/ 

36  M 2101  69  PS 

(SHAWNEE  MISSION)  87 


KLEMM  MARTIN,  4501  COLLEGE  BLVD  *350,  66211 

432-9V00 

53  M 1902  80  P 

KOriANAZ  MU, A AYTEKIN,  5710  REINHARDT  DR,  66205 
334-2500 

28  M 90201  70  ANES 

KOZIKOUSKI  MD,BEN  M,  7301  MISSION  RD  STE  348,  66208 
362-8317 

30  M 2834  62  ORS 

KRUEGER  MD,KURT  ALLEN,  SMMC  PO  BOX  2923,  66201 
676-2479 

48  M 3006  78  ANES 

KUBIN  MD, DORIS  A,  2504  U 71ST,  66208 

15  F 1902  43  80 

KUEBLER  MD, KEVIN  M,  9359  U 75TH,  66204 
362-0300 

50  M 2101  82  CDTS 

KURTH  MD, ROBERT  H,  5555  U 58TH,  66202 
432-2030 

28  M 3005  59  IM 

LAP I MD,RUTH  M,  2012  STRATFORD  RD,  66208 

14  F 4107  50  00 

LARSON  MD, DANUTA  OKTAUIEC,  5848  FONTANA  DR,  66205 

22  F 80303  61  00 

LASH  MD,RAY  E,  8901  U 74IH  STE  21,  66204 
722-0080 

50  M 1902  76  CD 

LEAHY  MD, JAMES  D,  8220  TRAVIS  STE  115,  66204 
342-7184 

48  M 3005  PS 

LEATHERS  MD, HOLLIS  K PAT,  9100  U 74TH  PO  BOX  2923,  66201 
676-2340 

38  M 3901  77  PATH 

LEE  MD,  JAMES  G,  5700  ME! CALF  CT , 66202 

18  M 1902  44  00 

LEGASPI  JR  MD,F’EDRO  L,  9100  W 74TH  PO  BOX  2923,  66201 
676-2479 

36  M 74801  71  ANES 

LEO  MD, WILLIAM  A,  4505  U 66TH,  66208 

22  M 1902  52  00 

LESTER  MD,JOHN  BUCKLES,  4140  U 71ST  STE  108,  66208 
432-7276 

45  M 1902  71  P 

LEWIN  MD, WALTER,  8901  W 74TH  STE  269,  66204 
362-4040 

30  M 1902  56  P 

LEWIS  MD, JAMES  E,  3700  W 83RD  STE  203,  66208 
649-0923 

37  M 2101  71  P 


LIU  MD, JOHNS  N,  5500  COLLEGE,  66211 

491- 9299 

51  M 1902  R 

MACARTHUR  MD, RICHARD  I,  10550  QUIVIRA  STE  510,  66215 

492- 6200 

46  M 1902  74  CDTS 

MACDOUGALL  MD, MARGARET  L,  6251  ASH,  66202 
588-6074 

48  F 1902  82  NEP 

MALLORY  MD,JOHN  A,  10550  OUIVIRA  STE  510,  66215 
492-6200 

43  M 2803  75  IM 

MANLEY  MD, JOSEPH  W,  PO  BOX  8162,  66208 
541-7104 

42  M 1902  70  OBG 


MANTZ  MD, FRANK  A,  9309  W 103RD,  66212 

12  M 4101  61  00 

MARR  MD, GARRETT  L,  7301  MISSION  RD  STE  225,  66208 
362-6888 

44  M 1611  77  GS  - 

MARVIN  MD, NORMAN  G,  10412  MASTIN,  66212 
541-8282 

29  M 1902  56  FP 

MATHEWS  MD, DAVID  R,  10009  W 120TH,  66213 
897-4707 

53  M 1902  80  FP 

MATHEWS  MD, ROBERT  MAJOR,  7301  MISSION  RD  STE  225,  66208 
362-6888 

25  M 1902  54  GS 

MAXWELL  MD, ROBERT  A,  8901  W 74TH  STE  10,  66204 
362-1660 

46  M 1902  75  PD 

MCCAUGHEY  MD,HUGH  W,  11055  CEDAR  STE  217,  66211 
491-3724 

28  M 1902  53  IM 

MCCUNE  MD,MARK  A,  10600  OUIVIRA  RD  STE  430,  66215 
541-3230 

52  M 1902  81  D 

MCEACHEN  MD, WILLIAM  H,  3700  WEST  83RD  STE  102,  66208 
649-3335 

32.  M 1902  60  PD 

MCGFVAIH  MD, BARBARA  A,  7509  NAI...I...  AVE,  66208 
381  ■■■■5544 

49  r-  4109  86  PS 

MCKENZIE  MD, PAMELA  G M,  8901  W 74TH  STE  10,  66204 
362'^1660 

58  I--  1902  8Z  PD 

MIGLIAZZ.G  MB, CARL  V,  8800  W 75TH  S-3.1.0,  66204 
677-'3113 

49  M 2803  85  OPH 

MILLER  MD, FREEMAN  LANCE,  10550  OUIVIRA  STE  340,  66215 
492^^.1  :l.  1 1 

48  M .1902  77  l='D 

MINGLE  MD,RAI...PH  R,  9119  W 74TH,  66205 
362  ■5510 

54  M 1902  81  FP 

MISKEW  MD,DDN  B W,  7301  MISSION  STE  348,  66208 
362-8317 

42  M 6506  80  ORS 

MOFFAI  MD,ROBERI  E,  12000  W 1101 1 ■!  STE  500,  66210 
469-8998 

42  M 1902  69  DR 

MORITZ  MD,RICK  S,  12316  NIEMAN  RD,  66213 
37'!  ■4343 

54  M 1902  81  DR 

MORONEY  MD,JEAN  M,  10550  OUIVIRA  STE  510,  66215 
492-6200 

25  F • 4107  68  N 

MUEHLBERGER  MD, JAMES  J,  4601  W 109IH  STE  314,  66211 
491-3242 

34  M 3006  70  l••'D 

MUEL.I..ER  MD,J  KENT,  3700  W 83RD  STE  203,  66208 
649-0923 

35  M 1902  63  P 

MI.JNDEN  MD, FRANK  A,  5300  W 94IH  TERH;:,  6620/ 

38 1- 4674 

38  M 1902  65  A 

MURPHY  MD,JAY  W,  8901  W 74TH  STE  21,  66204 
/22 -0080 

49  M 3840  74  CD 

MURRAY  MD,W  LEE,  10600  OUIVIRA  STE  460,  66215 
541  ■3350 

35  M 1902  78  8PH 


88  (SHAWNEE  MISSION) 


NASH  MDfROBt-Rl  A,  .1.  :l. .1  .1  .1.  NAL  L STE-  200,  6if.2.L.I 
49. 1. -*<'>86 

3:l.  h 1.902  '55  F' 

NAUEI-\'  MB , r-'AULA  L.OU,  730.L  MISSION  Ia'D  STE:  342,  66208 
384- 0?'45 

49  E-  .1.902  78  l■■E■ 

NAOIOKAS  MB , LE;ONAF«:i  a,  911.9  W /4 1 H STE:  .1.50,  66204 
362-55:1.0 

53  M 1.902  ,'8  FI' 

ne:iburge:r  mb,james  b,  i:i:i.ii  nal.l.  aoe:  sie;  11.4,  662:1. :i. 

491.  ■•■3300 

46  M :I642  75  A 

NE.T.SON  MB, BRYAN  C,  9:1.19  W 74TH  STE.-  .250,  66204 
384-5500 

50  M 1.902  /8  l-'B 

NE:L.S0N  mb, JOHN  B,  .1.0550  QUIOIRA  STE:  51.0,  66215 
492-6200 

48  M 2846  78  E'M 

NOR  ION  MB,KE:NNETH  a,  890:1.  W 74TH  11333,  66204 
262-93:L  1. 

50  M :l.902  86  IM 

NOSH  MB, JOAN  0,  890.1.  W 74IH  SIE  345,  66204 
262  ■501.4 

38  M 1.3204  72  EO 

NOTHNAGEL  MB,ARNOL.B  F,  9936  EBEI...WEISS  CIR,  66203 

1.5  M .1.902  39  00 

NYE  MB,C  ERIK,  7301.  MISSION  RB  SIE  348,  66208 
362--83I7' 

39  M 3520  T'8  ORS 

OL.SON  MB,TE-IOMAS  H,  890:1.  W 741 H SIE  .10,  66204 
362  ■1660 

54  M 3005  84  E'B 

OSGOOB  MB, GEORGE  M,  8020  SANTA  EE  BR,  66204 
381-5200 

1.4  M 1902  44  GE^' 

OWENS  MB,BAOIB  B,  10600  Ot..HOIRA  RB  #440,  66215 
492-1844 

50  M 3006  83  OBG 

; F'A TTEEE'SON  MB,,.IOE-IN  E<,  5317'  C:.HABW:i:CK  RB,  66205 

[ 

20  M 1.902  48  00 

i F'EARCE  MB, EUGENE  W ,..l,  9119  W 74TH  STE  20Ei,  66204 
722-3102 

24  M 2802  54  OBG 

E-'EARCE  MB,L.UNETTA  M,  9119  U 74 IH  STE  208,  66204 
362-1525 

26  F 3005  52  Fp 

I PENTE.COSI  MB,RICHARB  L,  6620  RIGGS,  66202 

32  M 1001  65  OO 

E'ETEL.IN  MB,..)OSEE'H  B,  9119  W 74TH  STE  355,  66204 
I 432-5420 

49  M 1902  81  GPOS 

‘ E-'ETERSEN  MB,GE;:RALB  B,  3700  W 03RB  STE  104,  66203 
I 648-3911 

' 30  M 1902  66  IM 

■ E'E'IH  MB, CARL.,  10550  OUIOIRA  STE  240,  66215 
888-1114 

33  M 13202  76  GS 

PETRIE  MB, SAMUEL.  G,  8331  MAPLE  LANE  , 66207 
649-4333 

27  M 1.902  60  IM 

1 PFUETZE  MB,BEa)(:;E  I...,  4601  W 109TE'I  STE  318,  6621  1 
il  491.-5501. 

, 42  M 1902  69  A 

E'EUETZE  MB, KARL.  B,  10550  UUIVIELA  STE  510,  66215 
i 492-6200 

Ij  40  M 1902  67  CB 

PHIL.L.IPS  MB,UAREJEN  G,  3700  W SI'^RB  STE  203,  66;>08 
649-0923 

26  M 1.902  63  p 


PIL.CE-IARB  MB,Un,t..IAM  A,  8901  W 74TH  STE  25,  66204 
362-3210 

39  M 1.602  72  01 'H 

PIPPIN  MB, LYNNE  K,  17409  W 66TH  TERR,  66217 

48  E-  3S20'7  72  ANE3 

PITTS  MI.i,RUNAL.B  L. , 8901  W 74TH  STE  330,  66204 
362-2524 

35  M 2002  72  D 

PDRTG  JR  MB, ANTHONY  E,  10550  OUIVH^A  STE  360,  66215 
894-9125 

50  M 3006  85  ENT 

E'DUEL.L.  MB,GART(L.  W,  8216  (:;Hi::f{OKEE  CIR,  66206 
381-3785 

25  E 1902  51  P 

PUUELL  MB, KENNETH  A,  8216  CHEROKEE  CIR,  66206 
381-3785 

25  M 1902  53  IM 

FRENI IF 3 MD,CAF;L0S  A,  6540  W 95TH,  66212 
381-5550 

50  M 3005  31  FP 

PRONTO  MB, MICHAEL  J,  4121  U 83RB  STE  223,  66208 
648-7878 

34  M 1902  61  P 

PROUD  MD,G  ONEIL,  3721  W 87TH,  66206 

13  M 2802  50  00 

OUIGLEY  MB, JAMES,  9100  U 74TH  PO  BOX  2923,  66201 
676-2340 

50  M 2803  84  PATH 

QUINN  MB, JOHN  MICHAEL,  10550  OUIVIRA  STE  510,  66215 
492-6200 

57  M 2846  37  PS 

PAL ST  IN  MB, JAMES  H,  14703  U 7 1ST  TERR,  66216 
299-2069 

49  M 1902  78  IM 

REED  JR  MB, WILLIAM  O,  8901  U 74TH  STE  225,  66204 
331-2604 

50  M 2803  83  ORS 

REIVICH  MB, RONALD  S,  8016  STATE  LINE  STE  102,  66208 
383-3050 

34  M 3806  66  P 

RICE  MB, BERNARD  F,  8901  W 74TH  STE  125,  66204 
'^6'^— 9222 

31  M 4113  79  END 

RICHTER  MB, HON  G,  9100  U 74TH  PO  BOX  2923,  66201 
676-2479 

50  M 1902  79  ANES 

RICK  JR  MB, GREGORY  G,  8901  W 74TH  STE  372,  66204 
331-9300 

40  M 1902  67  GE 

RIEKHOF  MB, RAUL  L,  10600  QUI'JIRA  STE  320,  66215 
541-3200 

40  M 2803  OBG 

RIFFEL  MB, LAURENCE  B,  10600  OUIOIRA  STE  210,  66215 
541-3340 

53  M 1902  81  IM 

ROBEFlISON  MB,EBUARB  J,  9100  U 74TH  PO  BOX  2923,  66201 
676-2479 

46  M 1902  78  ANES 

ROBINSON  MB,BAOIB  U,  2800  U 69,  66208 
588-61,36 

14  M 4101  40  on 

ROB.INSON  MB, JOHN  B,  9.100  W 74TH  PO  BOX  2923,  66201 
676-2464 

48  M 1902  75  ANES 

ROMITO  MB, CYNTHIA  L, , 10550  QUIUIEa'A  STE  510,  66215 
492-6200 

47  F 1902  74  A 


(SHAWNEE  MISSION)  89 


ROSENBERG  MD, STANTON  L. , .1.900  U 7STH  STE  200,  66208 
362-8080 

30  M 1902  55  P 

SMITH  MB, WILLIAM  P,  12000  W llOTH  STE  500,  66210 
469-8998 

51  M 1902  79  R 

RUBIN  MB, HERBERT  M,  10550  QUIVIRA  STE  340,  66215 
492-1111 

37  M 2803  72  PB 

SNOBELL  MB, FIRM IN  E,  5555  W 58TH,  66202 
432-2080 

31  M 1902  62  IM 

RYAN  MB, MICHAEL  E,  4601  U)  109TH  STE  210,  66211 
491-4330 

46  M 1902  73  N 

SNOW  JR  MB, ARTHUR  B,  9119  W 74TH  STE  150,  66204 
362-5510 

45  M 1902  76  FP 

RYMER  MB, ROBERT  A,  8901  U 74TH  STE  373,  66204 
722-0170 

41  M 702  80  OPH 

STEVENSON  MB,E  KENT,  4121  W 83RB  STE  150,  66208 
649-5566 

45  M 2802  74  P 

SAF'FO  MB, KARL  S,  8901  W 74TH  STE  176,  66204 
362-9585 

39  M 52801  73  PS 

SIRIEBINGER  MB, CHARLES  M,  9119  W 74TH  *303,  66204 
432-1100 

45  M 1606  77  NS 

SATHYANARAYANA  MB,SARASUATHI , 8901  W 74TH  STE  20,  66204 
677-2281 

45  F 76  OBG 

SIDBER  MB, JACK  LAWRENCE,  12000  W llOTH  STE  500,  66210 
469-8998 

40  M 1902  67  BR 

SCHAEFER  MB, JOSEPH  PETER,  10550  QUIOIRA  GTE  230,  66215 
492-7440 

34  M 1902  61  IM 

STUCKEY  MB, CHARLES  E,  10600  OLIIVIRA  STE  350,  66215 
541  ■•••3377 

41  M 3005  80  GS 

SCHLICHTER  MB, KIMBERLY  A,  9119  W 74TH,  66204 
831-2334 

56  F 1902  87  OBG 

SUGAR  MB, ROBERT  L,  8901  W 74TH  STE  248,  66204 
384-4990 

40  M 3508  72  OBG 

SCHREPFER  MB, ROSEMARY,  9119  U 74TH  STE  208,  66204 
722-3102 

22  F 1902  47  OBG 

SULLIVAN  JR  MB, HENRY  B,  5817  NIEMAN  RB,  66203 
631-6160 

24  M 1902  52  FP 

SCHROLL  MB, JOHN  T,  8901  W 74TH  STE  248,  66204 
384-4990 

51  M 1902  77  OBG 

SULLIVAN  MB, TOM  G,  10600  OUIVIRA  STE  320,  66215 
541-3200 

44  M 1902  75  OBG 

SCLAR  MB, WILLIAM  C,  10600  OUIOIRA  STE  400,  66215 
541-3240 

46  M 2501  79  GG 

SUTTON  JR  MB,RICHARB  L,  3203  W 83RB,  66206 
08  M 2501  38  00 

SETTLE  JR  MB, RUSSELL  0,  8717  U llOTH  STE  350,  66210 
451-0430 

35  M 1902  61  P 

TACKETT  MB, RUSSELL  E,  8901  W 74TH  STE  353,  66204 
677-2460 

54  M 2803  U 

SHAAB  MB,B0R8THY  J,  2322  U 5 1ST,  66205 

TAYLOR  MB, THOMAS  L,  3901  W 74TH  STE  34,  66204 
362-9444 

09  F 1902  44  00 

40  M 1902  67  GS 

SHAFFER  MB, KATHLEEN  BRAY,  9119  U 74TH  STE  250,  66204 
384-5500 

54  1"  2846  82  PB 

TENNY  MB, ROBERT  T,  9119  W 74TH  STE  303,  66204 
432-1 100 

51  M 1902  81  NS 

SHERIBAN  MB,RANBY  M,  8901  W 74TH  STE  36,  66204 
236-6455 

53  M 1902  81  OBG 

THOMAS  MB, MARTY  H,  10600  OUIVIRA  STE  320,  66215 
541-3200 

51  F 1902  84  OBG 

SHOFSTALL  MB, WILLIAM  H,  6701  WESI  56TH,  66202 

THOMSEN  MB, GARY,  9119  W 74TH  STE  150,  66204 

11  M 3901  51  00 

362-5510 

51  M 3005  77  FP 

SIFERS  MB, TIMOTHY  M,  8901  U 74TH  STE  356,  66204 
677-2508 

48  M 1902  75  GS 

TOALSON  MB, WILLIAM  B,  8901  W 74TH  STE  21,  66204 
722-0080 

37  M 1902  64  CD 

SILLS  MB, THOMAS  B,  8309  MULLEN  RB,  66215 
281-8883 

49  M 5606  77  EM 

TRETBAR  MB, LAWRENCE  L,  8901  W 74TH  STE  300,  66204 
677-1776 

33  M . 1902  67  GS 

SILVER  MB,BRABB  J,  8901  W 74TH  STE  30,  66204 
432-2280 

50  M 1205  77  IM 

TUCKER  MB, SHERIBAN  G,  4121  W 83RD  STE  150,  66208 
649—5566 

50  M 1902  77  CHP 

SIMONE  MB, JOSEPH  N,  8901  W 74TH,  66204 
362-3210 

49  M 1902  87  OI='H 

TURNER  MB, MARC  A,  10550  OUIVIRA  RB,  66209 
541-5379 

53  M 1902  79  ANES 

SINCLAIR  MB,RICHARB  H,  10600  QUIVIRA  RB,  66215 
541-3200 

37  M 2834  75  OBG 

VALK  MB, WILLI AM  L,  5401  W 81ST,  66208 
588-6146 

09  M 2501  46  00 

SMITH  MB,BONAL.B  J,  8600  W 95TH,  66212 
642-4515 

18  M 1902  49  FP 

VANNAMAN  MB, DONALD  B,  10600  OUIVIRA  STE  330,  66215 
541-3300 

43  M 1902  72  PD 

SMITH  MB, MONT  A,  9359  W 75TH,  66204 
362-0300 

48  M 3901  86  IS 

WALKER  MB, JACK  D,  10107  HARDY  DR,  66212 
22  M 1902  53  00 

90  (SHAWNEE  MISSION) 


WANG  MU, SIDNEY  U,  10550  QUIOIRA  STE  130,  &6215 
492-1500 

32  M 38503  70  FP 

WARNER  MD, RICHARD  B,  10550  QUIVIRA  STE  480,  66215 
541-9328 

45  M 1902  85  P 

UAXMAN  MD, DAVID,  12516  U 85TH  TERR,  66215 
588-1287 

18  M 3515  70  IM 

WEBB  MD, JAMES  R,  5949  NIEMAN  RD,  66203 
631-0900 

34  M 1902  62  FP 

WEINGART  MD, JAMES  H,  4601  W 109TH  STE  212,  66211 
491-9183 

58  M 1902  87  FP 

WHITEHEAD  MD, RICHARD  E,  7301  MISSION  RD  SUITE  348,  66208 
362-8317 

31  M 2501  65  QRS 

WHITLEY  MD, DOUGLAS  M,  4601  W 109TH  SUITE  202,  66211 
491-3376 

34  M 1902  61  D 

WIGGINTON  D.O.  , GERALD  D,  9119  W 74TH  STE  250,  66204 
384-5500 

44  M 2878  73  PD 

WILEY  MD,JOHN  H,  9119  W 74TH  STE  268,  66204 
831-2334 

37  M 4113  70  OBG 

WILLIAMS  MD, THOMAS  A,  10550  QUIVIRA  STE  220,  66215 
894-4111 

36  M 1902  63  FP 

WILSON  MD, ROBERT  B,  10925  U 98TH,  66214 

lO  M 1902  40  00 

WILSON  MD, SLOAN  J,  5618  W 62ND,  66202 

10  M 1902  36  00 

WOOD  MD,FRED  M,  8901  W 74TH  SUITE  124,  66204 
831-2604 

38  M 4706  80  ORS 

WURSTER  MD,G.  RICHARD,  3700  W 83RD  STE  203,  66208 
649-0923 

35  M 1902  62  P 

YE  MD, RICHARD  C,  7301  MISSION  RD  STE  317,  66208 
362-7505 

20  M 24222  55  PS 

YEOMANS  MD, RONALD  N,  4401  W 109TH,  66211 
345-1400 

40  M 1902  68  OBG 

YOHE  MD,RUTH  M,  8600  W 95TH,  66212 
383-3377 

26  F 4107  59  PDA 

YOUNG  MD,JOHN  W,  8220  TRAVIS  STE  115,  66204 
383-1550 

37  M 4706  72  PS 

YUT  JR  MD, JOSEPH  P,  12000  W llOTH  STE  500,  66210 
469-8998 

57  M 1602  85  DR 

ZACK  MD, ASHLEY  S,  4601  WEST  109TH  STE  122,  66211 
491-4045 

46  M 2803  74  PD 

ZAMIEROWSKI  MD, DAVID  S,  8800  W 75TH  STE  340,  66204 
831-4113 

42  M 2307  78  PS 


SMITH  CENTER  — 913 
(Central  Kansas  Medical  Society) 

SHEPPARD  MD, ROBERT  G,  400  W COURT,  66967 
202-6654 

21  M 1902  45  00 


SOUTH  HAVEN  — 316 

UBELAKER  MD, ERNEST  J,  , 67140 
892-2261 

11  M 1902  38  FP 


ST.  FRANCIS  — 913 
(Northwest  Kansas  Medical  Society) 

CRAM  MD, ERNEST  R,  PO  BOX  625,  67756 
332-2126 

24  M 1902  52  FP 

STEF'HENSON  MD, LUCILLE  C,  BOX  824,  67756 
06  F 1902  32  00 


ST.  MARYS  — 913 

(Pottawatomie  County  Medical  Society) 

BROWN  MD,FRED  E,  602  W PALMER,  66536 
437-2256 

26  M 1902  55  FP 

KOSA  MD,ANNAMARIA,  PO  BOX  154,  66536 
00  F GS 


STAFFORD  — 316 
(Ninnescah  Medical  Society) 


BROWN  MD,C 

EVERETT,  PO 

BOX 

E,  67578 

10  M 

1902 

47 

00 

FARMER  III 
234-6826 

B.O.  ,F  J, 

, PO 

BOX  309, 

67578 

52  M 

2878 

80 

FP 

QUIJANO  JR 
234-5236 

MD, RAMON  S, 

412 

E GRAN, 

67578 

45  M 

74811 

83 

GP 

STERLING  — 316 
(Rice  County  Medical  Society) 

DYSART  MD,JACK  C,  224  N FOURTH,  67579 

12  M 3901  41  00 

SIMPSON  MD,TOM  C,  239  N BROADWAY,  67579 
278-2123 

47  M 1902  74  FP 


STILLWELL  — 913 
Johnson  County  Medical  Society 

ARMBRUSTER  MD, ALBERT  A,  3540  U 199,  66085 
362-9220 

17  M 512  58  00 


STOCKTON  — 913 
(Central  Kansas  Medical  Society) 

MAUCK  MD, HAROLD  C,  623  SOUTH  2ND,  67669 
425-6280 

20  M 1902  54  FP 

VOTAPKA  MD, WILLI AM  L,  623  S SECOND,  67669 
425-6280 

24  M 1902  53  FP 


(SHAWNEE  MISSION-STOCKTON) 


SUBLETTE  — 316 

(Southwest  Kansas  Medical  Society) 

THIEMANN  D.O.  ,A  H,  301  DERBY,  67877 
675-2241 

12  M 1875  57  FP 


SYRACUSE  — 316 
(Southwest  Kansas  Medical  Society) 

PARKS  MD, DOUGLAS  S,  700  HUSER,  67878 


384-5731 

56  M 

1902 

84 

FP 

PETTERSON  MD, 

CECIL  E, 

PROFESSIONAL 

ASSN  BOX  1045 

384-5731 

14  M 

1902 

39 

FP 

SHARMA  MD,S  A 

, PO  BOX 

1087,  67878 

384-7735 

44  F 

49530 

84 

PD 

TONGANOXIE  — 913 
(Leavenworth  County  Medical  Society) 

STEVENS  MD, PHILIP  L,  BOX  319,  66086 
845-2090 

27  M 1902  54  FP 


TOPEKA  — 913 

(Shawnee  County  Medical  Society) 

ALLEN  MD, TIMOTHY  E,  823  MULVANE,  66606 
234-3451 

49  M 1902  79  R 

ARJUNAN  MD,  K N,  901  GARFIELD,  66606 
357-6171 

44  M 49568  83  NS 

ARUNAKUL  MD,PUNYA,  1710  U TENTH,  66604 
234-2624 

44  M 89104  80  OTO 

ASHLEY  JR  MD,B  JOHN,  1616  WEST  8TH  ST,  66606 
233-2280 

31  M 1902  56  OPH 

ASHLEY  MD, BYRON  J,  3222  PLASS,  66611 

98  M 1902  24  OPH 

ATLURU  MD,NARAYANA  RAO,  5207  W IITH  TERR,  66604 

232-8761 

47  M 49550  76  CD 

ATWOOD  MD, MICHAEL  D.,  631  HORNE  STE  340,  66606 

232- 9394 

56  M 1902  84  FP 

AVERILL  MD, STUART  C,  MENNINGER  FD  BOX  829,  66601 
273-7500 

24  M 502  58  P 

BAEHR  MD, RALPH  H,  7505  ROB INHOOD  CT,  66614 

35  M 1606  65  00 

BAIR  MD, GLENN  0,  2300  SW  29TH  #123,  66611 
267-3025 

31  M 2401  59  IM 

BAKER  MD, PH ILL IP  L,  909  MULVANE,  66606 
357-0301 

37  M 3005  63  ORS 

BAKER  MD,RAY  D,  1615  W EIGHTH  PO  BOX  118,  66601 

233- 8961 

30  M 4812  67  GPM 

BARABAN  MD,MARC  R,  823  MULVANE  STE  200,  66606 
357—5325 

50  M 2846  80  PS 


BARNETT  MD, ROBERT  E,  823  MULVANE  STE  280,  66606 
235-0202 

00  M 2802  84  OBG 

BASSETT  MD,PAUL  M,  1500  SW  lOTH,  66604 
354-6100 

52  M 1902  80  EM 

BEACH  MD, RICHARD  R,  HMO  KANSAS  BOX  110,  66601 
295-4832 

23  M 2802  54  00 

BEALE  MD, DAVID  A,  MENNINGER  FD  BOX  829,  66601 
273-7500 

31  M 5404  64  P 

BECK  MD, JOSEPH  D,  2760  SW  BURLINGAME  RD,  66611 
18  M 3005  47  00 

BEDFORD  MD,D  R,  PO  BOX  1772,  66615 
09  M 4802  46  00 

BEELMAN  MD,FLOYD  C,  1286  LAKESIDE  DR,  66604 
02  M 3840  36  FP 

BEJAR  MD,JOSE  M,  3500  SW  29TH  #D  108,  66614 
46  M 31901 

BELLER  MD, WILL IS  L,  63  PEPPERTREE  LN,  66611 
14  M 1902  41  00 

BELLOWS-BLAKELY  MD, DAVID  S,  BOX  829,  66601 
273-7500 

51  M 1902  P 

BLAKE  MD, HENRY  S,  1207  SW  29TH  TERR  #A11,  66611 

11  M 3520  42  00 

BOLT  MD, MICHAEL.,  63:1.  HORNE  STE  400,  66606 
354-9504 

51  M 1902  77  OS 

BONEBRAKE  MD,C  RICHARD,  634  MULVANE  STE  104,  66606 
295-5330 

48  M 1606  79  OBG 

BOREL.  MD, DAVID,  1700  W 7TH  PAIH  DEPT,  66606 
295-8473 

45  M .1902  72  l"•AII■l 

BOWEN  JR  MD, HARRY  J,  1900  SW  PEMBROOK  L.N,  66604 

:l.l  M .1902  37  00 

BOWEN  MD, CLOVIS  W,  2200  WEST  lOTH,  66604 
234-8601 

12  M 1902  37  FP 

BOWEN  MB,. .JUDITH  M,  MENNINGER  FD  BOX  829,  66601 
273-7500 

55  F 4720  84  P 

BOYD  MD, SPENCER  II,  1815  WEST  2ND,  66606 
11  M 1902  35  00 


BRAHMAN  MD, HERBERT  D,  1700  SEVENTH,  66606 
295-8471 

43  M 512  ?9  l-'ATH 

BRAUN  MD,ROBf;:RT  W,  823  Mill... VANE  SIE  400,  66606 
354-9591 

44  M 2803  /6  IM 


BRIDWEI..L.  MD , RUSSELL  E,  1710  W TENTH,  66604 

234-2624 

26  M :l.902  51  ENT 

BRUNER  JR  MD, KENNETH  W,  1125  GAGE  STE  B,  66604 
271-6164 

44  M 2401  7 A PATH 

CACHIA  MD,RI(.>IARD  M,  1700  W 7TH  PATH  DEPT,  66606 
295-8472 

5:l.  M 62  ■('01  ■('8  F'ATH 
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CASHMAN  JR  MU, MAURICE  R,  B23  MULUANE  STE  '100,  66606 
354-9S91 

35  M .1.902  66  HEM 

.BEL.GABO  MB, SERGIO,  634  MUI  VANE  STE  200,  66606 
357-0352 

3'7  M 2501  74  ORS 

CHAMRERL.IN  JR  MU, CECIL  R,  BOX  029,  (',('>60.1. 
273-7500 

30  M 3901.  63  CHF' 

BEL.GABO  MB, SERGIO  VICTOR,  1439  COLLINS,  66604 
233--5033 

5 7 M 64902  02  P 

CHEN  Mi:i,CHU-CHI , CTRL  URDLQCY  .1.71.0  W .I.OTH  *200,  6660'? 
354—4465 

47  M 24405  01.  U 

BUNAGIN  MB, JACK  A,  823  MULVANE  STE  275,  66606 
233-7130 

20  M 1902  44  00 

CHEN  MB,  l AK-MINC,  023  OUl  M(.JI..  OANE  *230,  66606 
234-3451. 

41.  M 24402  76  ANi;::S 

BUNIVEN  MB, PHIL  IP  L,  1 MEB  PK  W BLBG  823  MUL  VANE,  66606 
234--3451 

52  M 4012  81  R 

CHIH:RR'Y  JR  MB,AR'rHt.)R  C,  1.1.25  SW  GAOE,  66604 
2 73-901.3 

2 7 M 3006  50  r-’B 

BURST  JR  MB,RO.BERT  B,  1706  SW  TENTH,  66604 
357— 51.7,6 

42  M 2803  72  B 

CLARK  MB, CRAIG  N,  300  OE  NORWOOB,  66607 

EA  TON  MB,EBWARB  L. , 023  MULVANE  STE  275,  66606 
233-7138 

2‘7  M 1.‘70.2  50  (.)(.) 

40  M 401  73  P 

COCHRAN  MB,H'AUL  W,  MENNINGER  EB  BOX  029,  6660.1. 
273-7500 

33  M 4002  76  IM 

EL.BER  MB,B  MIKEL,  1 MEB  PK  W BL.BG  823  MUl.VANE,  66606 
234  ■■3451 

41.  M 1.902  •73  BIa' 

COHEN  MB,l..OUIO,  023  MULOANE,  66606 
233-71.75 

1.4  M 1.902  41.  IM 

FEAGAN  MB,  JERRY,  023  MUL.VANE  STE  400,  66606 
354-9591 

39  M 1902  64  OE 

COKELEY  MB, JOHN  M,  2200  GAGE,  66622 
272-31.1.1. 

30  M 51.04  66  I-' 

FERNANBEZ  MB,L.I.)IS  A,  2707  WEST  13TH,  66604 
233-0961 

14  M 2 7501  68  PB 

COKER  MB,W  LAURENCE,  63.1.  HORNE  *340,  66606 
232 "9394 

53  M 1.902  01.  FP 

FIELB  MB,RICHARB  A,  823  SW  MULVANE  *230,  66606 
235-3451 

29  M 1902  55  ANES 

COL.I..INO  MB, BEAN  T,  MENNINGER  FB  BOX  029,  66601. 
273-7500 

20  M 1.902  55  P 

FOSTER  MB,B  BERNARB,  900  SW  31ST  STE  316,  7,7,611 
14  M 2501  47  00 

COI...I...INO  MB,EBWARB  JOSEI-'H,  900  UlABHBUf^'N,  66606 
233-3242 

45  M .1.61.1.  77  OPH 

FRANKLIN  JR  MB, BENJAMIN  A,  1 MEB  PK  W BL.BG  023  MUL.VANE, 
234-3451  66606 

45  M 1902  77  R 

C;ONROY  MB,R0BEK'1  W,  ME:NNINGER  ni  BOX  029,  6660.1. 
2'73""7500 

30  M 2604  '71.  P 

GANBHI  Mi:i,Sh-IANTIKUMAR  K,  023  MULVANE  STE  380,  66606 
233-1690 

40  M 49501  78  TS 

COOK  EXEC  .BIR'  , BYRON,  SHAWNEE  COUN'I'Y  MEB  SOCIET,  66606 

234-5660 
00  M 

GANZARAIN  MB, RAMON  C,  2521  SW  COLLEGE,  667,11 
354-8007 

23  M 23101  73  P 

COOLEY  MB, BIENNIS  M,  11.25  SW  GAGE  B,  66604 
273-90:l3 

51.  M .1.902  79  l"'B 

GAY  MB, JOHN  B,  1 MEB  PK  W BL.BG  823  MUL.VANE,  7,7,606 
234-3451 

42  M 4302  74  BR 

COON  MB , STEPHIEN  B,  .1.  MEB  F>K  W BL.BG  023  Mt.lL.OANIE , 66606 
234-3451. 

56  M 1.902  05  RO 

GENBEL  MB, JOSEPH  E,  PO  BOX  4127,  7,6604 
235- ‘79 14 

12  M 4804  52  ORS 

COPrT..E  JR  MB, HAL.  E,  904  SW  MUL.OANi::: , 66606 
232-0224 

46  M 3005  04  l"•NI•■ 

GIERBOLINI  MB, JOSE  1,  1500  SW  TENTH,  7,7,7,06 
354-6850 

52  M 4201  85  NEO 

COTTON  MB,ROBERI  I,  7520  OXRIRBSHIRE  RB,  666.1.4 

GIESSEL.  MB,MK;HAEL.  B,  823  MUL.VANE  4TH  FL,  66606 
354-9591 

.1.9  M 1.902  45  00 

48  M 1902  74  B 

CRARY  MB,  JOHN  E,  .1.00.1.  GARFIELB  STE  201,  66604 
233-4202 

10  M 1902  43  IM 

GIMPLE  MB, KENNETH,  631  HORNE  STE  200,  66606 
233-7491 

■45  M 1902  78  ORS 

CR0UC;H  mb, STEVEN  W,  904  MUL.VANi: , 66606 
232-0224 

51.  M 1902  7 7 PB 

GLEASON  MB, JIMMIE  A,  800  LINCOLN,  67,606 
233-5101 

33  M 1902  60  OBG 

CROUCH  MB,  WILLI  AM  H,  904  MUL.VANE,  66606 
232-0224 

20  M 2002  51  PB 

GOBFREY  MB, JOSEPH  L,  2700  SW  6TH,  7,7,7,06 
235-3109 

45  M 1902  05  P 

BAUGHETY  MB,TEB  W,  901  GAfJf  lELB,  66606 
345-9591 

49  M 4012  86  IM 

GOERING  MB, EMIL.  L.1  1946  SW  WEBSTER,  667,04 
354-7413 

27  M 1902  57  IM 

BAVIS  MB, CHESTER  R,  631  HORNE  STE  130,  66606 
232-6020 

50  M 1902  76  FP 

GRAHAM  MB, CHARLES  P,  1501  W 6TH,  66606 
354-9504 

40  M 3601  74  GS 
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GRAY  MD,  DAVID  E,  1208  SW  29TH  TERR  #5,  66611 
16  M 1606  42  00 

HOHERZ  MD, DAVID  G,  823  MULVANE  *300,  66606 
235-1170 

45  M 1803  75  TS 

GRAYlEi  MD, ANTOINE  S,  1625  OAKLEY,  6660'4 
13  M 60501  58  00 

HOLMES  MD,R’OBERT  W,  6116  BROOKFIELD  CR,  66614 
354-9591 

52  M 1902  80  IM 

GREENBERG  MD,MARK,  1 MED  PK  U BLDG  823  MULVANE , 66606 
234-3451 

46  M 1611  76  R 

HOBTETTER  MD, MARCIA  M,  634  MULVANE  *104,  66606 
295-5330 

46  F 1902  74  OBG 

GREENE  MD, HORACE  T,  156  SU)  FAIRLAUN  RD,  66606 
15  M 401  47  00 

HOYT  MD,AFv'THUR  W,  2521  NW  35TH,  66618 
234-5663 

14  M 2501  55  P 

GREENE  MD, RUSSELL  E,  1 MED  PK  W BLDG  823  MULOANE , 66606 
234-3451 

53  M 515  83  RT 

HSU  MD, CHENG  H,  1516  W SIXTH,  66606 
232-1005 

41  M 38502  74  U 

GREER  MD, RICHARD  H,  1207  W 29TH  A-7,  66611 
09  M 1902  39  00 

HSU  MD,SHIN-FU,  1001  GARFIELD  *203,  66604 
232-0362 

43  M 24402  OTO 

GUTOVITZ  MD, ALLEN  LOUIS,  634  MULUANE  STE  100,  66606 
233-9643 

46  M 1611  79  CD 

HUANG  MD,JONSON,  901  GARFIELD,  66606 
357-6171 

52  M 2701  81  N 

HACKER  MD, ELAINE  MARY,  3026  OUAIL  CREEK,  66614 
296-3981 

25  F 2604  78  OBG 

HUSTON  MD, JOSEPH  W,  634  MULVANE,  66606 
357-0352 

35  M 1902  63  ORS 

HALLEY  MD,M  MARTIN,  901  GARFIELD,  66606 
233-1710 

27  M 2401  59  TS 

HUTTON  MD, FREDERICK  A,  1001  GARFIELD  STE  102,  66604 
234-0553 

29  M 6701  66  PS 

HARRIS  MD, HUBERT  L,  1001  HORNE  STE  210,  66604 
233-3151 

12  M 1803  49  D 

HYLAND  MD, JOSEPH  M,  MENNINGER  FD  BOX  829,  66601 
273-7500 

45  M 53902  74  P 

HARRIS  MD, PATRICIA  A,  1617  W 26TH,  66611 
29  F 1902  54  00 

ILIFF  MD,R  DOUGLAS,  1119  GAGE,  66604 
271-6161 

49  M 1902  80  FP 

HARRISON  MD,HALL  E,  901  GARFIELD,  66606 
354-9591 

39  M 2802  72  IM 

ILORETA  MD, ALFREDO  T,  1516  U SIXTH,  66606 
232-1005 

47  M 74801  80  U 

HARVEY  MD,R  CLAY,  1 MED  PK  U BLDG  823  MULVANE,  66606 
234-3451 

52  M 1902  79  R 

ISAACSON  MD, RICHARD  N,  1001  GARFIELD  STE  301,  66604 

233-4256 

48  M 2501  80  U 

HEBBAR  MD,SATYA  N,  634  MULVANE  STE  100,  66606 
233-9643 

39  M 49509  74  CD 

JACKSON  JR  MD, DONALD  H,  634  MULVANE  *100,  66606 
233-9643 

40  M 3515  84  CD 

HEDEGAARD  MD, CHERYL  K,  634  MULVANE  *104,  66606 
295-5330 

46  F 3005  8/  OBG 

JACOBY  II  MD, ROBERT  E,  631  HORNE  STE  634,  66606 
232-9394 

46  M 2307  75  FP 

HEEB  MD, CAMILLE  S. , 1125  SW  GAGE,  66604 
273-9813 

44  F 1902  83  PD 

JANSSEN  MD, ERWIN  T,  MENNINGER  FD  BOX  829,  66601 
273-7500 

36  M 1803  70  P 

HERRERA  MD, JORGE  J,  2825  CALIFORNIA,  66605 
267-5370 

27  M 64901  74  IM 

JENSEN  MD, ROBERT  D,  1500  W TENTH,  66604 
354-6031 

53  M 3005  83  PATH 

HICKMAN  MD, JAMES  STEPHEN,  634  MULVANE  STE  103,  66606 

JETTE  MD,N  TIMOTHY,  4150  W 6TH  *110,  66606 

295-5454 

53  M 2803  82  PD 

46  M 801  86  ANES 

HIEBERT  MD,JOHN  B,  901  GARFIELD,  66606 
354-9591 

40  M 1902  72  CD 

JOSEPH  MD, BRIAN  W,  823  MULVANE  STE  275,  66606 
233-7138 

38  M 35205  74  CHP 

HILL.  MD, ROBERT  N,  901  GARFIELD,  66606 
354-9591 

JOSS  MD, CHARLES  S,  1400  STRATFORD,  66604 

14  M 1902  68  IM 

14  M 1606  40  00 

HIRBCHBERG  MD,J  COTTER,  MENNINGER  FD  BOX  829,  66601 
273-7500 

JOYCE  MD,G  BERNARD,  4929  WEST  HILLS  DR,  66606 

15  M 1602  52  CHP 

17  M 1902  44  ORS 

HISZCZYNSKYJ  MD, ROMAN,  1500  U TENTH,  66604 
354-6031 

35  M 1803  70  PATH 

KATZ  MD, JEROME  B,  BOX  829,  66601 
273-7500 

22  M 2101  52  P 

HOBBS  MD, DONALD  D,  631  HORNE  STE  200,  66606 
233-7491 

28  M 2401  63  ORS 

KAVEL  MD,KARL  K,  1123  SU  GAGE,  66604 
273-9999 

36  M 3605  72  PDA 

94  (TOPEKA) 


KEARNS  MD,NORBERT  W,  MENNINGER  FD  BOX  829,  66601 
273-7500 

43  M 1002  72  P 

L.IESMANN  MD, GEORGE  E,  823  MI.IL  OANE  #300,  66606 
235-11 70 

49  M 1902  81  GPUS 

KEI..L.Y  MB, DAN  A,  904  MUl.  OANE , 66606 
232-B224 

39  M 2803  69  PD 

LIESMANN  MD,JEAN  ELIZABEKI,  823  MULUANE  STE  400,  66606 
354-9591 

49  P 1902  77  IM 

KEYS  JR  MD, ROBERT  C,  823  SW  NUl.OANE  #230,  66606 
235--3451 

36  M :l.902  64  ANES 

L.ISTERMAN  M.D,JOHN  C,  HMO  KANEIAS  INC  PO  BOX  110,  66601 
295-1993 

42  M 2803  83  PF' 

KIM  MD,YONG  W,  63.1.  HORNE  BTE  .1.1.0,  66606 
232-6964 

28  M 58302  61.  IM 

LOGAN  MD,WIL.L.IAM  S,  PO  BOX  829,  66601 
273-7500 

49  M 4812  84  P 

KINDLING  MD,PAUL  l-l,  901.  GARFIEI.D,  66606 
233-. 1.7 1.0 

30  M 3545  68  TS 

LUI  M.D, NASON,  1516  W SIXTH,  66606 
233-1 247 

48  M 1606  83  GPUS 

KIRKEGAARD  MD, RODGER  G,  2205  SW  AROONIA  PL,  666.1.4 
30  M 1803  64  00 

LYNCH  MD,JOHN  A,  909  MULUANE,  66606 
357-0301 

30  M 2834  64  OR’S 

KLEINHOLZ  JR  MD,EMIL  JOHN,  634  MULOANE  #201,  66606 
232-1227 

39  M 3503  79  IM 

MARPLES  MD, BRADLEY  W,  901  GARFIEL.D,  66606 
354-9591 

56  M 1902  86  IM 

KLEMMER  MD, HERBERT,  904  MUl.OANE  MED  PARK  Cl.,  66606 
233-5033 

MARSHALL.  MD,B  M,  1826  SW  34TH,  66611 

11  M 4102  56  P 

08  M 2802  34  U 

KOONTZ  MD, JUDITH  A,  BOX  829,  66601 
233""5033 

49  P 1902  81  CHP 

MARTIN  MD, WILL I AM  0,  823  SW  MULUANE  #230,  66606 
235-3451 

19  M 1902  44  ANES 

KOOSER  MD, JUDITH  A,  1 MED  PK  W BL.DG  823  MULOANE,  66606 
234-3451 

47  P 1601  85  TR 

MCCARTER  MD, DUANE  K,  2101  W lOTH,  66604 
233-8979 

26  M 1902  65  IM 

KOOARIK  MD, ERNEST  D,  620  SE  MADISON  STE  154,  6660? 
233-1800 

36  M 3005  71  GF'H 

MCCARTHY  MD,AIL.EEN  C,  901  GARFIEL.D,  66606 
354-9591 

57  F 1902  IM 

KROLL  MD, HARRY  G,  2912  CEDAR  COOE  CT,  66614 

MCCOMAS  JR  MD,MARMADUKE  D,  30.20  BRUSH  CREEK  CR,  66614 

24  M 1602  57  00 

16  M 1902  43  U 

LACCHEO  MD, MICHAEL  1.,  1119  GAGE,  66604 
271-6000 

51  M 3840  82  l“P' 

MCCOY  MD, MICHAEL  T,  823  MULUANE  #370,  66606 
233-0117 

49  M 1902  80  ORS 

LAI  MD,MAX  G,  1710  W lOTH  #200,  66604 
354  • 4465 

45  M 24405  81  U 

MCELROY  MD, ROBERT  T,  823  MULUANE  STE  .220,  66606 
232  •0444 

35  M 1902  62  GS 

L.AUNEY  MD, WALTON  S,  1 MED  PK  W BLDG  823  MULOANE,  66606 
234-3451 

39  M 4804  81  R 

MCEI...ROY  MD, WILBUR  J,  823  MULUANE  STE  220,  66606 
233--2280 

35  M 1902  62  OPH 

LAWSON  MD, DWIGHT,  1203  SW  29TH  STONE  HOUSE  #2,  66611 
06  M 2802  44  00 

MCKINNEY  D.O.  , SHARON  L. , 631  HORNE  STE  310,  66606 

354-1299 

41.  P 2878  RM 

LEE  M.D,SONG  DOW,  823  SW  MI.ILOANE  #230,  66606 
235-3451 

^3  M 38505  74  ANES 

MEGIBOW  MD,AL.AN  D,  823  MUI  UANE  STE  275,  66606 
233-7138 

37  M 3503  74  CHP 

L.EE  MD,SONG  PING,  823  MUl.OANE  STE  250,  66606 
233-6001 

34  M 38502  T'4  OKI 

MEIDINGER  MD, RICHARD,  1 MED  PK  W BLDG  823  MULUANE,  66606 
295-8011 

39  M 1902  66  DR 

LEIPER  MD, WILLIAM  N,  1500  W TENTH,  66604 
354  •6031 

47  M 1902  T-O  PAKI 

MENNINGER  MD,KARL.  A,  BOX  829,  66601 
273-7500 

93  M 2401  17  P 

LENTZ  MD,  WILLIAM  R,  2930  SW  WANAMAKER  DR,  STE  B,  66614 
272-2332 

24  M 1902  53  FP 

MENNINGER  MD, ROBERT  G,  MENNINGER  FK  BOX  829,  66601 
232-7214 

22  M 3545  53  P 

L.[.-psE  md,fi;:ter  s,  909  mul.oane,  666O6 

35V’-0301. 

S'?  M 1803  OR'S 

MENNINGER'  MD,ROY  W,  BOX  829,  66601 
273-7500 

26  M 3520  62  P 

LESSENDEN  JR  MD,C  M,  5635  NW  BRICKYARD  RD,  66618 
18  M 1902  43  D 

MENNINGER  MD,W  WALTER,  MENNINGER  PD  BOX  829,  66601 
2 '73 -•■'7500 

31  M 3520  59  P 

LEVY  MD, EDWIN  Z,  4125  SW  GAGE  L.••••6  PO  BOX  4311,  66604 
2 Z3- •5610 

29  M 1.606  59  P 

MEYER  MD,0  WARREN,  634  MULUANE  SlOO,  66606 
233-9643 

49  M 1902  80  CD 
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MHATRE  MIi.VIJAY  R,  620  SE  MAIHSON  PO  BOX  1979,  66601 
2.32-4566 

49  fi  49528  84  IM 

MILLS  JR  MB, PHILIP  E,  901  GARFIELB,  66606 
357-6171 

36  M 1902  65  N 

MOULIN  MB, HERBERT  C,  MENNINGER  FB  BOX  829,  66601 
273-7500 

13  M 3005  50  P 

MORRIS  MB, MERLE  B,  2800  MAC  VICAR,  66611 

21  M 1902  45  00 

MORRISON  MB, MICHAEL  R,  800  LINCOLN,  66606 

233-5101 

50  M 1902  78  OBG 

MUELLER  MB,ARNOLB  V,  901  GARFIELB,  66606 
354-9591 

31  M 3005  58  IM 

MYERS  MB, JO  ANN,  MENNINGER  FB  BOX  829,  66601 
273-7500 

28  F 1902  53  P 

NABOURS  MB,RICHARB  B,  4228  W 29TH  ST  TERR,  66614 
272-7190 

27  M 1902  54  FP 

NATHAN  MB, WILL I AM  A,  MEB  PARK  CL  904  MULVANE , 66606 

233-5033 

43  M 3503  CHP 

NICE  MB,G  WILLIAM,  915  BUCHANAN,  66604 

22  M 1902  46  00 

NORTHUAY  MB,BANIEL  P,  823  MULOANE,  66606 
233-7138 

42  M 1102  P 

NOVOTNY  MB, PETER  C,  MENNINGER  FB  BOX  829,  66601 
273-7500 

30  M 15407  63  P 

O'NEIL  MB, ROBERT  H,  901  GARFIELB,  66606 
354-9591 

20  M 1902  45  IM 

OBOURN  MB, ROBERT  L,  1150  OAKLEY,  66604 
2 73-7500 

19  M 2802  51  00 

OWEN  III  MB, JAMES  W,  1 MEB  PK  W BLBG  823  MULVANE , 66606 
2,34-3451 

54  M 2802  83  BR 

PAPP  MB, ROBERT  C,  1001  HORNE  #112,  66604 
233-2858 

38  M 1611  88  GP 

PARKER  MB, JULIE  J,  MENNINGER  FB  BOX  829,  66601 
273-7500 

61  F 1902  P 

PARMAN  MB, ROBERT  B,  904  MULVANE,  66606 
232~8224 

27  M 1902  54  PB 

PASCUA  MB,PERCIVAL  G,  BOX  829,  66601 
273-7500 

39  M 74808  80  IM 

PATEL  MB,VINOB,  655  WESTCHESTER  RB,  66601 
354-5166 

47  M 49531  74  N 

PATRICK  MBfFREB  EBWARB,  904  MULVANE,  66606 

232- 8224 

45  M 1902  72  PB 

PAYNE  MB, ROBERT  R,  631  HORNE  STE  200,  66606 

233- 7491 

29  M 1902  55  ORS 

PERBUE  II  MB,W  LANG,  631  HORNE  STE  400,  66606 
354-9504 

49  M 1902  81  GS 


PETERSON  MB, BE AN  L,  2825  SW  PL ASS,  66611 

24  M 1902  54  00  | 

PETERSON  MB, ROBERT  L,  1500  W lOTH,  66604  1 

354-6000  I i 

36  M 1902  63  EM 

PETERSON  MB, VERNON  J,  1 MEB  PK  W BLBG  823  MULVANE,  66606' 

234-3451 

42  M 512  73  R 

PETR IK  MB,EBWIN  L,  901  GARFIELB,  66606  - 

354-9591 

35  M 1902  65  IM 

PETTERSON  MB,BENNIS  CRAIG,  1 MEB  PK  W BLBG  823  MULVANE,  i 

234- 3451  66606  , 

49  M 1902  76  R . 

PFUETZE  MB, ROBERT  E,  1800  WESTWOOB  BR,  66604  ; 

232-3332  ■ 

09  M 1902  35  OBG  ; 

PIERCE  MB, CHARLES  F,  4108  SW  EMLANB  BR  #3,  66606 

235- 6282 

24  M 4101  55  OBG 

PIERCE  MB,BDNALB  R,  1001  HORNE  STE  307,  66604 

235-2226 

23  M 5101  50  FP 

POLL.Y  MB,RICHARB  E,  909  MUl.VANE,  66606 
357-0301 

42  M 1803  75  ORS 

PORTER  MB, ROBERT  B,  901  GARFIELB,  66606 
354-9591 

41  M 2802  73  IM 

POWELL  II  MB, BENSON  M,  631  HORNE  STE  400,  66606 
354-9504 

26  M 1606  55  TS 

POWEL.L  MB, WILLIAM  R,  B33  GARFIELB,  66606 

233- 8941 

30  M 1902  54  GS 

PRESTON  MB, RALPH  R,  1710  WEST  lOTH,  66604 

234- 2624 

19  M 1902  44  OPH 

PRICE  JR  MB,LAURANC;E  W,  1500  WEST  lOTH,  66604 
354-6031 

33  M 1902  60  PATH 

F'ROKOP  MB,BRABFORB  S,  920  SW  WASHBURN,  66606 
233  •■3900 

32  M 1606  61  OPH 

RAINBOW-EARHART  MB, KATHRYN  A,  2916  KENTUCKY,  66605 

21  F 4707  63  00 

RAJU  MB, A S PABMA,  1710  W lOTH  STE  208,  66604 
234-3211 

39  M 49509  81  TS 

RAMSAY  MB, GRACE  A,  BOO  LINCOLN,  66606 

233- 510S 

48  F 1902  81  OBG 

RAMSEY  MB, BARTLETT  W,  904  MULVANE,  66606- 

232- 8224 

25  M 1902  50  PB 

RANBALI..  MB,GGRBON  R,  1 MEB  PK  W BLBG  823  MULVANE,  66606 

234- 3451 

50  M 4706  83  R i 

i 

I 

RANSBELl.  MB,EBGAR  C,  800  LINCOLN,  66606  | 

233- 5101 

41.  M 3005  71  OBG  I 

RANSOM  MB, JAMES  H,  1123  SW  GAt-)E,  66604  | 

273-9999  | 

36  M 1803  67  A | 

RE INKING  MB, VI Cl OR  E,  631  HORNE  STE  110,  66606  , 

233-5084  ! 

26  M 1902  52  IM 
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REYMOND  Mil, RALPH  ti,  1 MEH  PK  U BLDG  823  MULVANE,  A6606 

295- 8003 

37  M 2301  72  R 

RHOADS  MD, JEFFREY  F,  901  GARFIELD,  66606 
345-9591 

56  M 1902  85  IM 

RICCI  MD, ROBERT  LAWLER,  823  MULOANE  STE  400,  66606 
354-9591 

50  M 1902  76  IM 

RICH  MD,  JOSEPH  E,  2200  SW  6TH,  66606 

233-2700 

47  M 40921  81  OBG 

RICKETTS-KINGFISHER  MD,DA01D  J,  2887  SW  MULOANE,  66611 
354-4740 

47  M 1902  84  EM 

ROBERTS  MD, WARREN  E,  PO  BOX  4047,  66604 

272- 5797 

25  M 1902  57  FP 

ROBINSON  MD,DAOID  B,  800  LINCOLN,  66606 

233-5101 

47  M 1902  74  OBG 

RODRIGUEZ  MD, ALBERTO,  2700  W 6TH,  66606 

296- 4347 

25  M 27501  76  GP 

ROEDER  MD, ROBERT  E,  901  GARFIELD,  66606 
354-9591 

40  M 1902  68  IM 

ROSS  MD,JACK  L,  MENNINGER  FD  BOX  829,  66601 

273- 7500 

32  M 4812  63  P 

ROTERT  MD, LARRY,  1001  GARFIELD  STE  301,  66604 

233-4256 

38  M 3005  77  U 

ROY  MD, WILLIAM  R,  634  MULOANE  STE  104,  66606 
295-5330 

26  M 1606  54  ADM 

RUNNELS  MD,JOHN  B,  901  GARFIELD,  66606 
357-6171 

35  M 1902  72  NS 


RUPP  MD, RICHARD  J,  901  GARFIELD,  66606 
354-9591 

42  M 3841  75  CD 

SANCHEZ  MD,ROGELIO,  1516  W 6TH,  66606 

232-1005 

31  M 64901  70  U 

SARGENT  MD, JOSEPH  D,  MENNINGER  FD  BOX  829,  66601 
273-7500 

32  M 2501  66  IM 

SAYLOR  MD, EDWARD  H,  1125  SW  GAGE,  66604 
273-9813 

39  M 1902  66  PD 


SAYLOR  MD, LESLIE  L,  1945  HIGH,  66604 
07  M 1606  36  00 

SAYLOR  MD,MARK,  1710  SW  lOTH  #208,  66604 

234- 3211 

37  M 1902  67  GS 

SAYLOR  MD, STEPHEN,  631  HORNE  STE  340,  66606 

232-9394 

47  M 1902  74  FP 

SCAMMAN  MD,W  WIKE,  2115  W lOTH,  66604 
232-2322 

32  M 4705  64  PATH 

SCHLOESSER  MD, HARVEY  L,  918  MERCHANTS  NATL  BK,  666.12 

235- 3184 

21  M 3901  55  P 

SCHLOESSER  MD, PATRICIA  T,  1914  WARNER  CT,  66604 
862-9360 

24  F 3901  53  PD 


SCHLOESSER  MD, PETER  E,  1 MED  PARK  W BLDG,  66606 

234- 3451 

58  M 1902  87  DR 

SCHMIDT  MD, MICHAEL  J,  631  HORNE  STE  200,  66606 

233-7491 

54  M 1902  84  ORS 

SCHRAM  MD, PETER  CHARLES,  PO  BOX  829,  66601 
273-7500 

39  M 2507  76  P 

SEHDEV  MD,JOAN,  631  HORNE  STE  310,  66606 

233-3553 

40  F 6101  74  FP 

SETTLE  SR  MD, RUSSELL  0,  1208  SW  29TH  TER  APT  S25,  66611 
04  M 1902  29  00 

SHAW  MD, JOSEPH  L,  1001  HORNE  STE  204,  66604 

235- 6221 

34  M 511  72  ORS 

SHEAFOR  MD, DOUGLAS,  823  MULOANE  STE  275,  66606 
233-7138 

34  M 1902  61  P 

SHEEHY  MD, PATRICK  G,  901  GARFIELD,  66606 
354-9591 

54  M 5605  86  CD 

SHELTON  MD, STEPHEN  E,  823  MULOANE  STE  275,  66606 
233-7138 

35  M 702  67  P 

SHERWOOD  JR  MD, CLARENCE  E,  631  HORNE  STE  400,  66606 
354-9504 

22  M 702  62  GS 


SHEU  MD,W  ERIC,  823  SW  MULOANE  #230,  66606 
235-3451 

43  M 38505  82  ANES 

SIDLINGER  MD, ROBERT  L,  1500  SW  lOTH,  66606 
354-6883 

49  M 1902  NEO 

SIMPSON  MD, WILLIAM  S,  MENNINGER  FD  BOX  829,  66601 
2?3 -7500 

24  M 6001  63  P 

SISK  MD, PHILLIP  B,  1 MED  PK  W BLDG  823  MUl.OANE,  66606 

234- 3451 

32  M 1803  64  R 

SL.AUGHTER  , JERRY,  1300  TOPEKA,  66612 

235- 2383 

00  M 

SNARR  MD,JACK  W,  1 MED  PK  W BLDG  823  MULVANE,  66606 

234-3451 

41  M 6201  77  DR 


SPENCER  MD, MILLARD  C,  1 MED  PK  W BL.DG  823  MULVANE,  66606 

234-3451 

28  M 1902  55  R 

SPENCER  MD, WAYNE  E,  2200  SW  6TH,  66606 
233-9686 

38  M 1902  65  GE 

STEIN  MD, JOSEPH  M,  901  GARFIELD,  66606 
357-6171 

24  M 3519  56  N 

STOCK  MDfKARI...  U,  2740  BURLINGAME  RD,  66611 

1,3  M 2834  44  00 

SUFI  MD,M  ASHRAF,  634  MI.ILVANE  #201A,  66606 
354-8518 

43  M 70402  77  IM 

SWOGOER  JR  MD, GLENN,  MENNINGER  FD  BOX  829,  66601 
273- 7500 

35  M 3806  72  P 

TAKAHASHI  MD,TETSURO,  PO  BOX  829,  66601 
2 73-7500 

32  M 57211  75  P 
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TAPPEN  MIUtiANIEL  L,  2333  MAYFAIR  PL,  66&11 

16  M 1902  41  00 

TARGOUINIK  MU, KARL  K,  1218  U TENTH,  66604 

232-1644 

15  M 40710  59  00 

TARNOUER  MU , WILLI AM , MENNINGER  FH  BOX  829,  66601 
2?3-7500 

21  M 4802  53  P 

TEMPERO  MD, STEPHEN  J,  1 MED  PK  W BLDG  823  MULVANE , 66606 
234-3451 

42  M 1606  72  R 

THOMS  MD, NORMAN  U,  901  GARFIELD,  66606 

233-1710 

34  M 2501  75  TS 

THURSION  MD,DAOID  E,  631  HORNE  STE  200,  66606 
233-7491 

29  M 1902  55  ORS 

TIETZE  MD, DENNIS  D,  634  MLILOANE  STE  402,  66606 

295- 5310 

50  M 1902  79  FP 

TOZER  MD, RICHARD  C,  1207  SU  29TH  A-10,  66611 
19  M 4102  53  00 

TRAOIS  MD,JOHN  U,  15  PEPPERTREE  LANE,  66611 

29  M 1606  61  00 

TREGER  MD, NEWMAN  0,  1704  W lOTH,  66604 
354-8/61 

16  M 1902  40  IM 

TUCKER  MD, DONALD  R,  620  SE  MADISON  PO  BOX  1979,  66601 

232- 4566 

31  M 1902  57  IM 

TUCKER  MD, VIRGINIA  L,  BUREAU  OF  COMM  HLTH,  66612 

296- 1205 

30  F 1902  57  PD 

UHR  MD, NATHANIEL,  MENNINGER  FD  BOX  829,  66601 
273-7500 

00  M 3519  50  IM 

VAN  SICKLE  MD,GREGGORY  J,  634  MULVANE  STE  103,  66606 
295-5454 

49  M 1606  80  PD 

VANDE  GARDE  MD, LARRY  D,  800  LINCOLN,  66606 

233- 5101 

41  M 1803  72  OBG 

VOGEL  MD, STANLEY  J,  823  MULVANE  STE  400,  66606 
354-9591 
44  M 

VOTH  MD,ERIC  A, 

354-9591 
55  M 

WALIA  MD,JAG  M, 

234- 8601 

50  M 

WALLACE  MD, BRETT  E,  909  MULVANE,  66606 
357-0301 

55  M 4813  ORS 

WALLACE  MD,LEO  F,  5500  W 24TH,  66614 
273-0803 

17  M 1902  41  EM 

WALLS  MD, WILLIAM  J,  1 MED  PK  W BLDG  823  MULVANE,  66606 
234-3451 

39  M 2834  72  DR 

WALZ  MD,RQYCE  C,  1710  W lOTH  STE  205,  66604 

234-2676 

27  M 15407  62  P 

WANLESS  MD,KIRK  M,  823  MULVANE  STE  325,  66606 
232-8188 

44  M 2803  81  OTO 


2802  78  ON 

901  GARFIELD,  66606 
1902  84  IM 

2200  W TENTH,  66604 
49515  84  FP 


WARD  MD, HOWARD  N,  823  MULVANE  STE  400,  66606 
354-9591 

37  M 1606  70  HEM 

WARE  MD,LUCILE  M,  MENNINGER  FD  BOX  829,  66601 
273-7500 

29  F 3501  66  P 

WARRICK  MD, DAVID  ALAN,  620  SE  MADISON  PO  BOX  1979, 

232- 4566 

49  M 3843  79  IM 

WEAVER  MD, WALTER  D,  900  WASHBURN  ST,  66606 

233- 3636 

41  M 1902  70  OPH 

WEBER  MD, DARRELL  J,  1710  W lOTH,  66604 
233-2305 

15  M 1902  44  FP 

WELSH  MD, NANCY  JANE,  1920  PEMBROKE  LN,  66604 

272- 3111 

39  F 3840  84  IM 

WILSON  MD, MARVIN  H,  1516  SW  SIXTH,  66606 
233-1747 

38  M 1003  72  GS 

YANG  MD,  JASON  G H,  6033  SW  36TH,  66614 
267-5215 

55  M 24405  P 

YEH  MD, ROBERT  M,  823  MULVANE  STE  230,  66606 

235-3451 

47  M 24405  82  ANES 

YORKE  JR  MD, CRAIG  H,  901  GAR'FIELD,  66606 
357-6171 

48  M 2401  80  NS 

YOUNG  MD,PAUL  E,  823  MULVANE,  66606 
233-4927 

42  M 2407  80  OPH 

YOUNG  MD, THEODORE  E,  2045  SE  29TH,  66605 
267-0894 

22  M 2307  51  PD 

ZACHARIAS  MD, DAVID  LLOYD,  1500  W TENTH,  66604 
354-6031 

26  M 1902  53  PATH 

ZERBE  MD, KATHRYN,  BOX  829,  66601 

273- 7500 

51  F 4113  79  P 

ZIMMERMAN  MD, WILLI AM  H,  1551  SW  WESTOVER  RD,  66604 
20  M 3006  56  00 


TOWANDA  — 316 
(Sedgwick  County  Medical  Society) 

NYBERG  MD,FREDRIK  F,  ROUTE  1,  67144 
22  M 2101  47  00 


TRIBUNE  — 316 

(Southwest  Kansas  Medical  Society) 

WERNER  MD, WILLARD  F,  , 67879 
376-4251 

24  M 1902  52  FP 


ULYSSES  — 316 

(Southwest  Kansas  Medical  Society) 

BREWER  MD, MARSHALL  A,  PO  BOX  687,  67880 
356-1261 

19  M 1902  46  FP 

TILLOTSON  MD,DON  R,  BOX  687,  67880 
356-1261 

32  M 1902  66  FP 


66601, 
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VALLEY  CENTER  — 316 
(Sedgwick  County  Medical  Society) 

DANIELS  Mil, ROBERT  M,  BOX  128,  67147 
838-2794 

24  M 1902  54  FP 

MEANS  MB, MILA  LEE,  RR  1 BOX  100,  67147 
685-8231 

56  F 1902  83  FP 

WILSON  MB, ROBERT  L,  RR  1,  67147 
688-2222 

30  M 1902  57  EM 


WAKEENEY  — 913 
(Central  Kansas  Medical  Society) 

HAMILTON  MB,. JAMES  J,  MEB  CTR  323  RUSSELL,  67672 
743-2124 

30  M 1902  55  FP 

LOCKE  MB, MARLIN  K,  323  RUSSELL,  67672 
743-2124 

56  M 1902  FP 


WAMEGO  — 913 

(Pottawatomie  County  Medical  Society) 

BORGENBALE  MB, LLEWELLYN  V,  507  ELM  PO  BOX  7,  66547 
456-2291 

29  M 1902  61  FP 

BRABEN  MB, BILL  L,  PO  BOX  7,  66547 
456-2291 

31  M 1902  61  FP 

CLARK  MB, LAURENCE  A,  507  ELM,  66547 
456-2291 

12  M 1902  42  FP 


WASHINGTON  — 913 
(Northeast  Kansas  Medical  Society) 

HODGSON  MB, DAVID  K,  107  E THIRD,  66968 
325-2259 

49  M 1902  80  FP 


WATHENA  — 913 
(Northeast  Kansas  Medical  Society) 

PETERSON  JR  MB, EVAN  A,  324  ST  JOSEPH  BOX  98,  66090 
989-3122 

24  M 1803  56  FP 


WELLINGTON  — 316 
(Cowley  County  Medical  Society) 

ANICRSON  MB, LARRY  R,  1323  NORTH  A,  67152 
326-3301 

43  M 1902  74  FP 

COLE  MB, WARD  M,  1324  N CHERRY,  67152 

08  M 1902  36  OO 

MCCORMICK  MB, EUGENE  CARL,  SECURITY  STATE  BANK  BLDG,  67152 
326-3914 

31  M 1902  56  IM 

NALDOZA  JR  MD,FAUSTINO  M,  1323  NORTH  A STE  A,  67152 
326-8171 

38  M 74801  74  GS 


PEDRAZA  MB, HERNANDO,  PO  BOX  476,  67152 
326-5026 

28  M 26404  72  R 

RATTENNE  MB,MITZI  E,  1323  NORTH  A,  67152 
326-3301 

55  F 1902  85  FP 

UEIGANB  MB, JOEL  T,  1323  NORTH  A,  67152 
326-3301 

43  M 1902  71  FP 


WESTMORELAND  — 913 
(Pottawatomie  County  Medical  Society) 

MINGES  MB, TIMOTHY  J,  208  N 1ST,  66549 
457-3311 

54  M 1902  85  GP 


WICHITA  — 316 

(Sedgwick  County  Medical  Society) 

ABAY  MB,EUSTAQUIO  O,  818  N EMPORIA  STE  301,  67214 
267-5800 

49  M 74801  NS 

ABBAS  MD,DILAUER  H,  1515  S CLIFTON  STE  360,  67218 
686-2831 

45  M 70402  77  N 

ACEVEDO  MB, ALFREDO,  959  N EMPORIA  STE  205,  67214 
265-4701 

40  M 73701  81  CDTS 

AGUSTIN  MD,CONRADO  M,  1035  N EMPORIA  STE  165,  67214 
267-3389 

38  M 74807  74  OBG 

AHLSTRAND  MB, RICHARD  A,  3243  E MURDOCK  STE  104,  67208 

685- 2711 

41  M 3005  75  R 

ALBOROTY  MB, NEIL,  1725  E DOUGLAS,  67211 

686- 7351 

46  M 64914  83  P 

ALEXANDER  MB, ELIZABETH,  UKSM  WICHITA,  67214 
261-2607 

46  F 1902  78  FP 

ALFONSO  MB, MANUEL,  3311  E MURDOCK,  67208 
689-9445 

37  M 84710  72  ANES 

ALLEN  EXEC  BIR  , DWIGHT,  MED  SDC  OF  SEDGWICK  CO,  67211 

683- 7557 

00  M 

ALLEN  MB, PHILLIP  M,  WESLEY  MED  CTR  550  N HILLSIDE,  67214 
688-2838 

27  M 2401  81  PATH 

ALMONTE  MB, PRISCILLA  C,  1128  S CLIFTON,  67218 
681-2108 

44  F 74801  78  ANES 

ALMONTE  MB, RODOLFO  0,  1515  S CLIFTON  STE  480,  67218 
686-3791 

39  M 74801  78  OBG 

AMMAR  MB, ALEX  B,  818  N EMPORIA  STE  200,  67214 
263-0296 

51  M 5101  81  GPVS 

AMSTUTZ  MB, SAMUEL  W,  655  N WOOBLAWN,  67208 

684- 5158 

53  M 1601  OPH 

ANDE:RS0N  mb, DAVID  J,  3243  E MURDOCK  STE  401,  67208 
686-7327 

54  M 1902  84  ANES 

ANDERSON  MB, JAMES  B,  3243  E MURDOCK  STE  500,  67208 
684-0251 

57  M 1902  84  IM 
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ARGOSINO  Mil, RODOLFO,  1148  S HILLSIDE,  67211 
683-6306 

40  M 74801  77  GS 

BERKSON  MD, BURTON  M,  6519  MURDOCK,  67206 
262-2415 

39  M 1611  87  FP 

ARTZ  MD, TYRONE  D,  1125  N TOPEKA,  67214 
267-0362 

41  M 1803  74  ORS 

BETHEL  MD, CHANDLER  S,  6611  E CENTRAL,  67206 
682-6559 

34  M 1902  60  IM 

AUNINS  MD,JOHN,  4853  HEMLOCK,  67216 
524-6805 

28  M 4706  58  FP 

BIERMANN  MD, HENRY  J,  425  E MURDOCK,  67214 
265-6287 

27  M 3006  52  GS 

BACHMAN  MD,GREG  R,  3311  E MURDOCK,  67208 
689-9445 

56  M 1902  86  ANES 

BIGONGIARI  MD, LAWRENCE  R,  929  N ST  FRANCIS,  67214 
268-5905 

44  M 1611  R 

BACKES  MD,DAOID  J,  051  N HILLSIDE,  67214 
685-3482 

48  M 1720  83  U 

BINGAMAN  MD, ROBERT  W,  7111  E 21ST,  67206 
682-1053 

47  M 3901  73  GS 

BAMMEL  MD, BRUCE,  3311  E MURDOCK,  67208 
689-9234 

52  M 2507  82  OBG 

BINYON  MD,KERNIE  U,  BOX  8125,  67208 
684-2819 

24  M 1902  56  FP 

BARBA  JR  MD, ANTONIO  P,  1035  N EMPORIA  STE  280,  67214 
264-2301 

34  M 74807  76  OBG 

BLACKMAN  MD, JACQUES  D,  3311  E MURDOCK,  67208 
689-9111 

51  M 1902  77  FP 

BARBA  MD, ESTRELLA  G,  1035  N EMPORIA  STE  280,  67214 
264-2301 

41  F 74802  80  CHP 

BLOOM  MD, BARRY  THEIL,  550  N HILLSIDE,  67214 
688-2360 

56  M 1902  86  PD 

BARKER  MD, BENJAMIN  W,  6405  E KELLOGG  *23,  67207 

BLOOM  MD, RODNEY  LAMONT,  406  E CENTRAL,  67202 
265-0705 

18  M 1902  51  00 

54  M 1902  80  IM 

BARKER  MD, PATSY,  818  N EMPORIA  STE  303,  67214 
265-3774 

49  F 64914  82  PD 

BLOXHAM  MD, THOMAS  J,  3311  E MURDOCK,  67208 
689-9215 

50  M 1803  80  PUD 

BARNETT  MD, ARNOLD  M,  3333  E CENTRAL  STE  602,  67208 
685-2561 

32  M 83601  73  N 

BOEHM  MD, DOUGLAS  K,  3243  E MURDOCK  STE  500,  67208 
684-0251 

52  M 1902  78  IM 

BARTAL  MD,ELY,  905  N EMF'ORIA  BOX  3298,  67201 
262-7598 

45  M 39607  81  ORS 

BOEHM  MD, MINDY  M,  3333  E CENTRAL  STE  408,  67208 
682-0411 

52  F 1902  81  PD 

BARTLETT  MD, WAYNE  C,  13  HAMPTON  RD,  67207 

BOLT  MD, MICHAEL  S,  655  N UOODLAUN,  67208 
684-5158 

07  M 1601  36  00 

55  M 1902  87  OPH 

BASS  II  MD,ORAL  E,  851  N HILLSIDE,  67214 
685-3482 

40  M 2803  76  U 

BOND  MD, ROGER  C,  3243  E MURDOCK  STE  500,  67208 
684-0251 

40  M 5606  74  CD 

BASSELL  MD,G  M,  BOX  782438,  67278 
685-4389 

46  M 14303  82  ANES 

BONE  MD, RICHARD  L,  3311  E MURDOCK,  67208 
689-9445 

59  M 2846  87  ANES 

BATES  MD, MICHAEL  D,  2703  E CENTRAL,  67214 
685-6521 

48  M 3005  75  OBG 

BOWLES  MD,MARK  H,  818  N EMPORIA  STE  407,  67214 
264-8604 

48  M 401  87  CD 

BATTISTE  MD, CYNTHIA,  3333  E CENTRAL  STE  416,  67208 
681-2021 

00  F E'DC 

BOXBERGER  MD, GREGORY  R,  818  N EMPORIA  STE  407,  67214 
264-8604 

52  M 1902  CD 

BAUMAN  MD,M  LEON,  1629  UNIVERSITY,  67213 

BOYD  MD,Z  REX,  120  S MAIZE  RD  *12,  67209 
268-5048 

01  M 1902  44  00 

26  M 3005  56  FP 

BAUMANN  MD,PAUL  A,  3333  E CENTRAL.  STE  214,  67208 
688-2920 

32  M 5605  68  R 

BRADA  MD, DONALD  ROBERT,  929  N ST  FRANCIS,  67214 
268-8680 

39  M 1902  65  P 

BEAMER  MD, LARRY  R,  818  N EMPORIA  STE  200,  67214 
263-0296 

52  M GS 

BRADLEY  MD,JOHN  G,  1131  S CLIFTON,  67218’ 
689-4958 

51  M 2803  87  FP 

BEBAK  MD, DONALD  M,  3311  E MURDOCK,  67208 
689-9445 

32  M 3515  72  ANES 

BRAKE  MD, DAVID,  3243  E MURDOCK  STE  104,  67208 
685-2711 

43  M 702  74  R 

BEBER  MD,  JORGE  H.,  1010  N MINNEAPOLIS,  67214 
261-2647 

54  M 42901  86  P 

BRAUN  III  MD, WILLIAM  T,  3243  E MURDOCK  STE  104,  67208 
685-2711 

37  M 2802  67  R 

BECK  MD, CHARLES  W,  1515  S CLIFTON  STE  215,  67218 
687-9961 

46  M 301  80  IM 

BRAUN  MD, KENNETH,  1431  BLUFFVIEW  STE  211,  67218 
683-4688 

47  M 3519  78  OPH 

BECKER  MDfKARL  E,  818  N EMPORIA  STE  307,  67214 
264-9476 

43  M 2307  78  ANES 

BRAUN  MD, THOMAS  G,  PO  BOX  3841,  67201 
35  M 6001  76  00 

100  (WICHITA) 


BRECKBILL  MD,BAVIB  L,  3333  E CENTRAL  #214,  67208 
685-1291 

38  M 1902  65  R 

CALIENDO  JR  MD, DANIEL  J,  550  N HILLSIDE,  67214 
688-2222 

41  M 1902  73  EM 

BRINTON  MD,E  HOLMES,  3311  MURDOCK,  67208 
689-9124 

46  M 2101  77  GS 

CAMPION  MD,MARY  K,  1207  BITTING,  67203 
264--3325 

51  F 1902  83  IM 

BRINTON  MB,EriWARB  S,  5051  W LINXOLN  #8A,  67218 
15  M 1611  46  00 

CANNON  MD, MICHAEL  W,  818  N EMPORIA  #403,  67214 
262-4467 

50  M 1902  82  ON 

BROSIUS  MB, FRANK  C,  3243  E MURDOCK  STE  500,  67208 
684-0251 

25  M 1902  49  IM 

CAPPER  MD, STANLEY  L,  3311  E MURDOCK,  67208 
689-9206 

37  M 1803  70  D 

BROWN  MD, DAVID  J,  425  E MURDOCK,  67214 
265-6287 

45  M 1902  72  GS 

CARLSON  MD, TERRY  S,  550  N HILLSIDE,  67214 
688-2826 

50  M 3006  79  PATH 

BROWN  MD, MICHAEL  P,  3333  E CENTRAL  #504,  67208 
683-6766 

51  M 3007  78  OBG 

CASTELLAN I MD,SAM,  1010  N KANSAS  PSY  DEPT,  67214 
261-2647 

41  M 2507  P 

BROWN  MD, ROBERT  L,  1515  S CLIFTON  #120,  67218 
685-6455 

CAUDLE  MD, WILBUR  G,  PO  BOX  20343,  67208 

21  M 1902  49  FP 

12  M 2834  46  00 

BROWN  MD, RONALD  C,  818  CARRIAGE  PKWY,  67208 
685-8231 

47  M 2803  74  FP 

CAUGHLIN  MD, GERALD  MICHAEL,  1036  LAWRENCE  CT,  67206 
686-6835 

55  M 4812  83  ANES 

BROWN  MD, RONALD  L,  1128  S CLIFTON,  67218 
681-2108 

45  M 3901  72  ANES 

CHANEY  MD, ERNIE  J,  1131  S CLIFTON,  67218 
689-5500 

27  M 1902  56  FP 

BROWN  MD,VAL  J,  1802  N HYDRAULIC,  67214 
265-1461 

24  M 1003  49  FP 

CHANG  MD, FREDERIC  C,  818  N EMPORIA  STE  200,  67214 
263-0296 

35  M 2401  75  GS 

BROWN  MD,VAL  J JR,,  1802  N HYDRAULIC,  67214 
265-1461 

CHARD  MD, FREDERICK  H,  255  S HILLSDALE  DR,  67230 

53  M 1902  82  IM 

15  M 5605  48  00 

BROWNING  MD, WILLIAM  H,  7077  E CENTRAL  #17,  67206 
16  M 1902  43  00 

CHAVEZ  MD, STEVE,  3333  E CENTRAL  STE  408,  67208 
682-0411 

55  M 1902  85  PD 

BRUNGARDT  MD, GERARD  S,  901  GEORGE  WASHINGTON  BLVD,  67211 
261-2622 

57  M 1902  87  IM 

CHI  MD,IL-SUNG,  BOX  782438,  67278 
685-4389 

41  M 58302  81  ANES 

BRYANT  MD,R  KEVIN,  2501  E CENTRAL,  67214 
682-6885 

54  M 512  87  FP 

CHO  MD, SECHIN,  LIKSM  - WICHITA,  67214 
261-2622 

47  M 58302  77  PD 

BUBECK  MD, RALPH  W,  3311  E MURDOCK,  67208 
689-9396 

36  M 1803  68  IM 

CHOPRA  MD, RAMAN,  3333  E CENTRAL  #201,  67208 
6a5~5271 

52  M 49536  78  PD 

BUCK  JR  MD,BEN  H,  1208  N CHARLOTTE,  67208 
17  M 2834  44  00 

CHRISTMAN  JR  MD,CARL,  550  N LORRAINE,  67214 
685-0559 

48  M 4802  75  OBG 

BURNEY  II  MD, WILLIAM  W,  1755  N MADISON,  67214 
264-831 1 

50  M 4707  80  IM 

CLAIBORNE  MD, RICHARD  A,  3243  MURDOCK  STE  500,  67208 
684-0251 

55  M 1902  80  IM 

BURNEY  MD, WILLIAM  W,  1755  N MADISON,  67214 
264-8311 

17  M 1902  52  FP 

CLARK  MD, COURTNEY,  1128  S CLIFTON,  67218 
681-2108 

30  M 1902  56  ANES 

BURPEE  MD, JAMES  F,  851  N HILLSIDE,  67214 
685-3482 

39  M 5605  71  IJ 

CLIFTON  MD,H  DAVID,  3600  E HARRY,  67218 
689-5050 

41  M 401  70  R 

BUTH  MD, DENNIS  K,  2916  E CENTRAL,  67214 
684-5243 

45  M 1902  73  IM 

CLINE  MD, BYRON  W,  550  N LORRAINE,  67214 
685-0559 

51  M 4802  78  OBG 

BUTIN  MD,J  WALKER,  3311  E MURDOCK,  67208 
689- 9313 

23  M 1902  47  IM 

COATS  MD, BARBARA  B,  222  S RIDGE  RD,  67209 
945-0142 

57  F 1902  84  FP 

[butler  MD, DORIS  C,  1431  S BLUFFVIEW  #102,  67218 
6S4-2329 

1 48  F 1902  76  FP 

j 

COFFEY  MD, CHARLES  R,  3243  E MURDOCK  STE  401,  67207 
686-7327 

55  M 1902  ANES 

BYRNE  MD, JAMES  PERRY,  818  N EMPORIA  STE  200,  67214 
1 263-0296 

1 42.  M 2101  79  TS 

COHEN  MD, JUSTIN  THOMAS,  655  N WOODLAWN,  67208 
684-5158 

47  M 2803  78  OPH 

; CABALLERO  MD,RENATO  M,  7200  W 13TH,  67212 
1 721-1200 

54  M 30807  86  FP 

COHLMIA  MD, JERRY  B,  818  N EMPORIA  STE  310,  67214 
263-5891 

43  M 1902  71  IM 

(WICHITA)  101 


COLEMAN  Mil, THOMAS  J,  6411  N GROVE,  67219 
18  M 3545  54  00 

DEJONG  MD, DAVID  C,  PO  DOX  12667,  67279 
722-6366 

33  M 250.1  /I  PATT-I 

COLLIER  Mil, HAROLD  W,  1515  S CLIFTON  STE  260,  67218 
683-5008 

45  M 1902  72  ANES 

DEI..MORE  Mi:i, JAMES  E,  3243  E Ml.TRDOCK  L.EVEI...  D,  6/208 
681-0251 

50  M 4804  80  GYN 

CONCEPCION  JR  MU, EUGENIO  S,  1515  S CLIFTON  STE  480,  67218 
684-1048 

39  M 74802  74  CD 

DEMOBS  MD, ELEANOR  P,  3333  E CENTRAL.  STE  407,  67208 
682-5591 

42  f"  /4802  /■/  I'D 

CONRARDY  MD, PETER  A,  818  N EMPORIA  *101,  67214 
683-1574 

42  M 515  76  ANES 

DIRKSEN  MD,HANS  C,  550  N HILLSIDE,  67214 
688-2360 

47  M 6001  81  NEO 

COOK  MD, DONALD  RAY,  315  N HILLSIDE,  67214 
686-3392 

42  M 2012  72  FP 

DOAN  MD,TRINAH,  959  N EMPORIA  STE  2 D,  67214 
26/-5580 

32  M 94101  82  GP 

COOK  MD,G  EDWARD,  8902  SUMMERFIELD,  67206 
42  M 401  69  00 

DOEDLIN  MD,P  LAURENCE,  3333  E CENTRAI...  STE  214,  67208 
685-1291 

40  M 1002  82  R 

COOPER  MD,M  KENT,  818  N EMPORIA  STE  307,  67214 
264-9476 

54  M 1902  80  ANES 

DOLAN  JR  MD,PITIL.IP  JARVIS,  3311  E MURDOCK,  6/208 
689-9241 

4/  M 2105  79  GE 

CORY  MD, DONALD  W,  3311  E MURDOCK,  67208 
689-9111 

56  M 1902  ANES 

DONATELLE  M.T:i, EDWARD  P,  I.IKSM  WICTIITA,  67214 
261-260/ 

22  M 2604  /9  l-T^' 

COSSMAN  MD,F  PRICE,  851  N HILLSIDE,  67214 
685-3482 

28  M 1902  57  U 

DONLEY  MD, ..JAMES  L. , 5105  E 21ST  PO  DOX  8037,  67208 
684-0201 

46  M 1902  /3  P 

CRANE  MD, DAVID  D,  929  N ST  FRANCIS,  67214 
268-5414 

34  M 2501  73  PATH 

DONNEI..I...  MD,,. JAMES  M,  758  S HILL.SIDE,  67277 
687-4421 

2!;i  M 1902  55  FP 

CRONIN  MD, DONALD  J,  3311  E MURDOCK,  67208 
689-9227 

16  M 2604  48  00 

DURSCH  MD,„JOHN  N,  1131  S CLIFTCJN,  67218 
6f:i9-495!II 

54  M :l.902  FI-’ 

CROW  MD, ERNEST  W,  402  LONGFORD,  67206 
20  M 1902  44  00 

DOUTJIIT  MD, DOUGLAS  DAVID,  550  N LORRAINE,  6/214 
685-0559 

53  M 4802  SO  OBG 

CROWLEY  MD, EDWARD  X,  5 PARK  AVE , 67206 

DRAKE  MD,RAL.PH  L. , 4422  E 3RD,  67208 

14  M 1643  45  00 

99  M 4102  3/  00 

CUMMINGS  MD, RICHARD  J,  42/  N HILLSIDE,  6/214 
686-6608 

32.  M 1902  57  0 TO 

DRAZEK  MD, GEORGE,  3311  E MURDOCK,  67208 
689-9316 

50  M 3506  81  OPH 

DAKHIL  MD, SHAKER  R,  818  N EMPORIA  STE  403,  67214 
262-4467 

50  M 60501  80  IM 

DRAZEK  MD,JANE  K,  3600  E HARRY,  67218 
689-4 / /4 

49  I-"  3506  81  1" 

DANDY  MD,JOHN  H,  925  N EMPORIA,  6/214 
265-2876 

29  M 35205  !i!3  F|:' 

DREVEIS  MD, CURT  IS  C,  3311  E MURDOCK,  67208 
689-91/8 

30  M 1902  56  IM 

DARRAH  MD,JOY  N,  PO  DOX  68063,  6/208 
681-1827 

49  F 1902  77  R 

DUICK  MD,GRI:::G0RY,  PO  box  4/669,  6/201 
265-1308 

46  M 1643  /■/  CD 

DAVIS  MD,PAUL  H,  7111  E 2 1ST,  67206 
684-2851 

4/  M 3901  73  FP 

DURANO  MD, ANTONIO  C,  959  N EMPORIA  STE  401,  67214 
263-7893 

29  M ■/4T;I0/  65  l.J 

DAVIS  MD, RONALD  D,  7322  C:EDARIDGE  SIR,  67226 
685-2153 

46  M 1902  /3  l"T' 

DUTTA  MD,SAKI,JNTAL.A  S,  803  N EMPORI A , • 6721 4 
268-592/ 

42  [■  49550  8/  R 

DAVISON  MD,JOE  D,  8200  W CENTRAL  *1,  6/212 
/2 1-4544 

54  M 3901  1!4  l-|-' 

DYER  MD, VERNON  E,  3311  E MURDOCK,  6/208 
689-9234 

36  M 301  •/■/  OBG 

DAY  MD, HOWARD,  818  N EMPORIA  STE  310,  67214 
263-5891 

48  M 1902  76  NET' 

ECKERT  MD, WILLIAM  G,  7006  E TEN’TH,  67206 
685-7612 

26  M 3519  6/  PATH 

DE  DARKER  MD,JAN  D,  1035  N EMPORIA  STE  150,  67214 
263-4903 

25  M 5104  66  GS 

EDWARDS  MD,MANIS  C,  345  N HILLSIDE,  67214 
6SI3-2661 

33  M 3005  65  OBG 

DE  HART  MD, ARTHUR  DONIVA,  2703  E CENTRAL,  67214 
685-1277 

50  M 4804  78  ODG 

EGBERT  MD,ANNE  MARSH,  UKSM  WICHITA,  67214 
261-2622 

54  r-  3840  80  IM 

102  (WICHITA) 


t.-GKi.HOF"  mj:i,r:i:charii  h,  222  s r:i:i:k:!E  rh,  (f>?20v 
945  ■0:1.42 

45  M :l.902  7‘5  l-T-' 

FOWLER  MO, ROBERT  J,  3311  E MUROOCK,  67203 
689^^9236 

57  M 2802  70  IM 

f;::i:NSPAHR  M.ii,nAo:n:i  Er  3243  e mi.)ri:iock , 6/208 
68 

S4  M :i007  37  ON 

FFv'ANCIS  MO, NORTON  L,  55  VIA  ROMA,  67230 
lO  M 3005  46  00 

ENOCH  Mi:i,R01.l,.AN.0,  3:1,5  N H:i:LI  OIOE,  67:>14 
68:1.-0423 

49  M 6491.4  7B  FP 

FRANCISCO  MO, BAN  A,  818  N EMPORIA  STE  407,  67214 
264-8604 

40  M 1803  81  CD 

EIa'KEN  MI.I , RONAI....D  0,  U.TChl.'n'A  F-'SY  CnTi:  l'^.)  BO.X  803'7,  6'7208 
684  ■020:1. 

29  M 2834  62  P 

FRANCISCO  MO, LINDA  L,  818  N EMF’ORIA  STE  310,  67214 
263-5891 

4 7 F-  1803  82  NE:P 

ESTEP  MD , I'l-IOMAS  H,  8.1.B  N EMPOR.I  A STE  200,  67214 
263-0296 

5:1-  M 6002  82  Ci:i 

FFcENCH  MO, JAMES  E,  1515  S CLIFTON  *420,  7>7218 
684- -5237 

5-1  M 3005  80  GS 

EOANS  MI.'i, FARRIS  D,  52.1.  RUTLAND  RD,  67206 

FF<ENCH  MO, JEROME  E,  310  S HILLSIDE,  67211 
684-2838 

M :l.902  32  00 

44  M 1103  82  OTO 

EVANS  M.t:i,JOHN  F,  PO  POX  21046,  67;:’08 
638-2360 

■^2  M 2803  7:l.  mem 

FRITZEMEIER  MB, WILLI am  H,  8928  PEF'PERTREE  CIRCLE,  67: 
14  M 1902  41  00 

EVANS  MD, ROGER  WILLIAMS,  E'O  BOX  2517,  67201 
263-5889 

M .1.902  65  CO 

FROMER  MO, JOEL,  2627  E CENTRAL,  67214 
684-0501 

46  M 16501  81  A 

eysi'e:f\'  mo,f«:)BEri  l. , 3243  e:  mufcooc;k  sie:  200,  672oo 

685-1.49:l. 

M 390:1.  74  0R3 

FR'OMM  MO, ARTHUR  H,  315  N HILLSIDE,  67:>14 
685-2281 

57  M 1902  64  FP 

FARHA  MO, GEORGE  J,  8,1.3  N EMPORIA  STE  200,  67214 
263-0296 

27  M 2.l.0:l.  64  GS 

FULTON  MO, JOHN  K,  236  S TERRACE  OR,  67218 
18  M 5605  50  00 

FARHA  M.O,S  JIM,  8.18  N EMPORIA  fil.ilTE  200,  67214 
263  ^ 0296 

-'5E  M 1001  65  TS 

GAL  I CHI  A M0,J0SE;F4I  P,  818  N EMF’ORIA  SEE  407,  67201 
264-8604 

42  M 1902  70  CO 

FARI...EY  M0,JAME:S  A,  ST'  ..lOSEF'H  MEO.'ICAI...  CTENIEOv',  67;'18 
689-567:l. 

M 1.902  82  PA'IF-I 

GAL. VAN  MO,Al.r)NSO,  3243  E MUROOCK  STE  500,  67208 
684-0251 

38  M 64906  72  IM 

FEAREY  MO, ALAN  .1,  331. I E MllROOCK,  6 7208 
639-9410 

M 1902  80  IM 

GARO  MB, RAYMOND  F,  7077  E CENIRAL.  •*!  , 67206 
01  M 1902  81  00 

FERRIS  M0,E(RUCE  G,  825  N HILLSIOE,  67214 
688-7500 

43  M 1902  70  PS 

GENILO  MO, CELESTE  A,  3311  E MUROOCK,  67208 
689-9445 

39  E 74801  62  ANES 

FELIILLE  JR  MO,EOMONO  G,  212  N HILLSIOE,  67214 
682-4572 

50  M 4302  76  OBG 

GEORGE  MO, EARL  F,  2146  N OLD  MANOR,  67208 
681-3320 

35  M 1902  66  FP 

F lEL.OS  0.0.  ,STEPFIEN,  7200  W 13TH,  67212 

721-1200 

42  M 2878  73  FE' 

GERBER  MO,AU...EN  0,  7111  E 21  ST,  67206 
682-1053 

48  M 1902  78  GS 

FINLEY  MB.OENNIS  R,  1035  N EIMPORIA  STE  180,  67214 
262-7429 

56  M 1606  71  OF^S 

GIL.MARIIN  MO, RICHARD  C,  2620  E CENTFl'Al  , 67214 
686-6866 

32  M 4112  77  PON 

FISHER  MO, RAY  F,  3243  E MUROOCK  SEE  500,  67208 
684-0251 

49  M 1902  77  IM 

GIVNER  MO, DAVID,  2627  E CENTRAl..,  67214 
03  M 2301  57  00 

FITZGERALO  MB,EOWARO  J,  3600  E FIARRY,  67218 
689-5050 

22  M 3006  50  R 

GOERING  MB, RANDALL  V,  1969  W 21 ST,  67203 
832-9024 

58  M 1902  85  FP 

FITZIG  MO, SANE ORB,  3311  E MUROOCK,  67208 
689-9185 

46  M 4102  79  U 

GOLDBERG  MD, HERBERT  R,  I.IKSM- WICHITA , 67214 
261-27>31 

33  M 3508  64  PD 

FLEMING  MO, FORNEY  U,  3243  E MUROOCK  *200,  67208 
685-1491 

43  M 4802  75  OR'S 

GONZALEZ  MD, HIRAM,  1431  S BL.UFFVIEIW  DR  *203,  67218 
681-1384 

20  M 64901  71  P 

FLOWERS  JR  M0,C;LELL.  B,  855  N HILLSIOE,  67;>14 
685-1381 

22  M 1902  55  FP 

GOODPASTURE  MD, HEWITT  C,  818  N EMPORIA  STE  305,  7>721 4 
264-3505 

43  M 1902  70  IM 

FORB  M0,CEIARLES  R,  232  S MAIZE  RO,  67209 
722-0568 

M 1.902  64  OPH 

GORDON  MD, JAMES  R,  3311  E MURDOCK,  67208 
689-9260 

53  M 1611  83  IM 

FOF^STER  JR  MO, LOUIS  G,  925  N EMPORIA,  67214 
265-2876 

{ 47  M 1902  74  FP 

GOYLE  MD,KRISHAN  K,  1150  N ST  FRANCIS,  67214 
267-9906 

34  M 49529  76  CD 

(WICHITA)  103 


GOYLE  MDfVIMAL,  1150  N ST  FRANCIS,  A7214 
267-9906 

41  F 49529  76  OBG 

GRAUEL.  MD, CHARLES  U,  PO  BOX  21045,  64208 

684-6215 

44  M 1902  71  ANES 

GRAVES  MD,JACK  Ul,  610  RUTLANB,  67206 

17  M 1902  42  00 

GRAY  MD,C  LUCIEN,  3311  E MURBOCK,  67208 
689-9227 

21  M 1902  45  ENT 

GRAY  MB,H  TOM,  9 VIA  ROMA,  67230 

19  M 401  55  00 

GREENBERG  MB, CRAIG  P,  3311  E MURBOCK,  67208 
689-9373 

56  M 1643  F-NB 

GREER  MB, JAMES  A,  3311  E MURBOCK,  67208 
689-9227 

43  M 1611  78  OTO 


GRENE  MB, ROBERT  BRUCE,  655  N WOOBL.AUIN,  67208 

684-5158 

53  M 1902  OF'H 

GRILLOT  MB,FL.OYB  B,  1515  S CLIFTON  STE  150,  67218 
684-0243 

18  M 1902  51  FP 


GROHS  MB, HEINZ  K,  550  N HILLSIBE, 
688-2840 

4"?  M 15407  73 


67214 

PAII-I 


GRUSHNYS  MB,ARNOLB,  14419  TIPPERARY  CIR,  67230 


19  M 40721 


70  00 


GSEl.L  MB, GEORGE  F,  32  MISSION  RB,  6/206 

07  M 1601  34  00 

GUTHRIE  MB,RICHARB  A,  1515  S CLIFTON  STE  250,  67218 

687-3100 

35  M 2803  73  PB 

HABASHY  MB,SHAWKY  N F,  8404  W 13TH  STE  230,  6/212 
722-6109 

43  M 33004  80  OBG 

HAGAN  MB,C  THOMAS,  UKSM  WICHITA,  67214 

261-2622 

16  M 3006  42  IM 

HAGAN  MB, FRANCIS  J,  14817  E 29TH  NORTH,  6/228 

13  M 3006  39  00 

HAGAN  MB, ROBERT  C,  3311  E MURBOCK,  67208 
689-9306 

52  M 1902  82  Gt 


HAGAN  MB, STEPHEN  F,  1250  U)  MAPLE,  6/213 

262-1057 

53  M 2802  81  PUB 

HALL  MB,J  ROGER,  1515  S CLIFTON  STE  310,  67218 

685-5227 

42  M 4802  76  OPH 

HARMS  MB,EBWIN  M,  2455  N WOOBLAWN  *23,  67220 

06  M 3901  36  00 

HARRIS  MB, FRANK  H,  2026  N OLB  MANOR,  67208 

09  M 1001  39  00 

HARRISON  MB, PAUL  BARRY,  3243  E MURBOCK  SIE  201,  67208 

685-6222 

49  M 1902  78  GS 

HART  MB,BILLIS  L,  1515  S CLIFTON  STE  300,  67218 
688  0135 

36  M 3901  6"/  GS 

HART  MB, JOHN  J,  UKSM  - WICHITA  1010  N KANSAS,  67214 
261-2622 

53  M 74808  '78  GP 


HARTLEY  MB,.)AMES  M,  818  CARRIAGE  PKWY , 67208 
685-8231 

45  M 2604  79  FP 

HARTMAN  MB, KECK  R,  808  N EMPORIA  STE  305,  67214 
264-3505 

55  M 1902  It' 

HARTWELL  MB, KIMBERLY,  855  N HILLSIBE,  67214 

685- 1381 

56  F 1902  83  FP 

HARTWELL  MB, RICK  L,  WESLEY  MEB  CTR  550  N HILLSIBE,  6 

688-2222 

83  M 1902  83  FP 

HARVEY  MB, ROSEMARY  B,  626  N BROABWAY  STE  B,  67214 
268-8025 

24  F 1902  49  ADM 

HASKINS  MB, ROBERT  J,  1131  S CLIFTON,  67218 

689-5500 

46  M 1902  75  FP 

HASSAN  MB,RIZWAN  U,  1515  S CLIFTON  STE  360,  67218 

686- 2831 

47  M 70404  70  N 

HATTRUP  MB, RICHARD  J,  1148  S HILLSIDE,  67211 

682- 9477 

31  M 3006  59  FP 

HAWLEY  MB, RAYMOND  G,  929  N ST  FRANCIS,  67214 
268-5559 

39  M 1902  66  PATH 

HAYES  MB, WILLI AM  L,  3243  E MURBOCK  STE  500,  67208 
684-0251 

28  M 1902  53  CD 

HAYNES  MB, DEBORAH  G,  2020  N WOOBLAWN  STE  550,  67208 

683- 4334 

54  F 1902  80  FP 

HAYS  MB, THOMAS  H,  7111  E 21ST,  67206 

684- 2851 

49  M 1902  76  FP 

HEALY  MB, PATRICK  M,  818  N EMPORIA  STE  101,  67214 

263-1574 

56  M 3006  86  ANES 

HENNING  MB, CHARLES  E,  320  N HILLSIDE,  67214 
682-3221 

37  M 1902  64  ORS 

HENWOOB  MB, JOHN  R,  7602  E HARRY,  67207 
682-7411 

52  M 3901  85  FP 

HEREB  MB, JOHN,  1515  S CLIFTON  *320,  67218 

686-7222 

41  M 2802  73  N 

HERSHBERGER  BO.  , GROVER,  1245  N WEST  ST,  67203 

945-6910 

47  M 2878  80  GP 

HERSHORN  MB, SIMON  E,  3333  E CENTRAL  STE  214,  67208 

685-1291 

22  M 1902  46  R 

HESSE  MB, JAMES  F,  818  CARRIAGE  PKWY,  67208 
685-8231 

54  M 1902  FM 

HETT  MD, EDWARD  J,  1969  W 21ST,  67203 
832-9024 

55  M 1902  82  FP 

HINSHAW  JR  MB, CHARLES  T,  1133  E SECOND,  67214 
262-0951 

32  M 1902  59  PATH 

HINSHAW  MD, ALFRED  H,  1655  GEORGETOWN  *307,  67218 

07  M 1902  33  00 

HINSHAW  MD, CHARLES  T,  256  N BLECKLEY  BR,  67208 

99  M 4705  29  00 

HIZON  MB, RAMON  R,  929  N ST  FRANCIS,  67214 
268-5906 

38  M 74801  62  DR 
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HOnSON  MDfHERVEY  R,  8809  E HARRY  APT  909,  A7207 

03  M 1606  31  00 

HOFFMAN  Mil, JAMES  E,  UKSM  WICHITA,  67214 
268-5984 

38  M 1902  85  IM 

HOLHEN  JR  Mil, RAYMOND  F,  262  S BROOKSIDE,  67218 

10  M 2802  56  00 

HOLLIS  MD, KENNETH  W,  PO  BOX  20790,  67208 
442-0163 

54  M 1902  OS 

HOLLOWAY  MD, KEVIN  B,  1035  N EMPORIA  il30,  67214 
264-3222 

57  M 1902  85  P 

HOLMES  MD,JED,  7111  E 21ST,  67206 
684-2851 

53  M 3005  79  FP 

HORBELT  MD, DOUGLAS  V,  3243  E MURDOCK  L-B,  67208 
681-0231 

47  M 4802  73  OBG 


IDBEIS  MD,BADR,  1035  N EMPORIA  #290,  67214 
263-1 177 

4/  M Bi’501  80  TS 

ISAACS  MD, JUANITA  J,  PO  BOX  8037,  67208 
684-0201 

43  F 2101  84  p 

JACKSON  MD, CHARLES  R,  1035  N EMPORIA  STE  135,  67214 
263-0812 

*?-7  M 1606  60  GS 

JAMES  MD, DONALD  L,  1301  N WEST,  67203 
945-5245 

42  M 3901  81  OTO 

JAMES  MD, PHILIP  C,  3311  E MURDOCK,  67208 
689-9442 

51  M 1902  86  PD 

JAWADI  MD,M  HUSAIN,  901  GEORGEWASHINGION  BLVD,  67211 

47  M 49521  IM 

JEHAN  MD,SAYED  S,  635  N MAIN,  67202 
268-8036 

53  M 70403  75  p 


HOLISHOLDER  MD, DANIEL  FAIR,  7705  KILLARNEY  CT,  67206 
268-5915 

43  M 1902  71  NM 

HOUSHOLDER  MD, MARTHA  S,  835  N HILLSIDE,  67214 
685-4395 

46  F 1902  73  D 

HOUSTON  MD, THOMAS  P,  3243  E MURDOCK,  67208 
688-3070 

51  M 2701  FP 

HOWARD  MD, DONALD  0,  82  VIA  VERDE,  67230 

11  M 1902  38  00 

HUEBERT  MD,DEAN  A,  5025  E KELLOGG,  67218 
682-1534 

22  M 1902  46  FP 


HUGHES  D 0, STEVEN  R,  3600  E HARRY,  67218 
685-1111 

49  M 2878  83  FP 


HUGHES  MD,JOHN  D,  818  N EMF'ORIA  STE  200,  67'^14 
263-0296 

51  M 1902  81  GS 


HULL  MD, KENNETH  L,  PO  BOX  8037,  67208 
688-5586 

38  M 2301  73  p 

HULTGREN  MD, MYRON  K,  450  N ARMOUR,  67206 
685-1382 

41  M 1902  69  FP 


HUME  MD, JOSEPH  W,  PO  BOX  8266,  67208 
685-2223 

38  M 1902  70  OBG 

HUMMER  MD, LLOYD  M,  3311  E MURDOCK,  67208 
689-9323 

32  M 3901  66  IM 


*^'^68'’^041 1^^^  ^ * 3333  E CENTRAL  STE  408 , 67208 

52  M 1902  81  PD 

HUSTEAD  MD, ROBERT  F,  2401  N PERSHING,  67220 
A81—0451 

28  M 801  63  ANES 


HUYCKE  MD, EDWARD  J,  VA  HOSPITAL,  67211 
685-2221 
28  M 


1902 

HYDER  MD,JAC;E  W,  1431 
687-1090 

52  M 1902 


53  IM 

Bl.UFFVIEW  STE  202,  67218 
CIa'S 


HYNES  MD, HENRY  E,  818  N EMPORIA  STE  403,  6/214 
262-4467 

35  M 53902  65  HEM 

IBARRA  MD,J  LUIS,  PO  BOX  780163,  67278 
262-1853 

20  M 64901  59  p 


JENNEY  MD, CHARLES  B,  818  N EMPORIA  SUITE  200,  67214 
263-0296 

34  M 2834  68  GS 

JENSEN  MD,DARAN  L. , 3333  E CENTRAL,  SUITE  301,  67208 
685-7234 

52  M 3005  80  OBG 

JESTER  MD, SHELBY  L,  818  N EMPORIA  STE  307,  67214 
268-6189 

43  F 4102  78  ANES 

JOCHEMS  MD, GREGORY  E,  3333  E CENTRAL.  STE  408,  67208 
682-041 1 

55  M 1902  83  PD 

JOHNSON  MD, CAROL  ANN,  3243  E MURDOCK  SUITE  303,  67208 
688-3070 

49  F 1902  7B  FP 

JOHNSON  MD, CAROLYN  K,  WESLEY  MED  CTR  550  N HILLSIDE,  67214 

688- 2360 

48  F 1902  81  NEO 

JOHNSON  MD, GEORGE  K,  UKSM  WICHITA,  67214 
261-2622 

40  M 1205  79  IM 

JOHNSON  MD, MARGARET  J,  3311  E MURDOCK,  67208 

689- 9344 

54  F 4804  D 

JOHNSON  MD, MATTHEW  S,  7150  E HARRY,  67207 
687'-2561 

59  M 1902  87  FP 

JOHNSON  MD, THOMAS  E,  3333  E CENTRAL.  STE  214,  67208 
685-1291 

41  M 1643  75  R 

JOHNSTON  MD, SARAH  C,  5500  E KELLOGG,  67218 
685-2221 

51  F 1902  IM 

JONES  MD,JAY  S,  1125  N TOPEKA,  67214 

267- 0362 

50  M 64914  ORS 

JONES  MD,FVODNEY,  3619  E KELLOGG  DR,  67218 
687-2527 

56  M 1803  84  ANES 

JOST  MD,GARY  D,  212  N HILLSIDE,  67214 
685-521 1 

51  M 1902  78  GS 

JUDILL.A  JR  MD, FRANCISCO,  818  N EMPORIA  STE  101,  67214 
263-1574 

44  M 74801  76  ANES 

KADER  MD,GIHAN  S,  3311  E MURDOCK,  67208 
689-9137 

49  F 60501  N 

KADISON  MD, HERBERT  I,  929  N ST  FRANCIS,  67214 

268- 5916 

44  M 1611  75  R 
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KAHN  MrifliAVin  M,  3311  E MURDOCK,  67208 
689-9316 

54  M 3843  85  OPH 

KLAFTA  MD, LEONARD  A,  3311  MURDOCK,  67208  ; 

689-9524  . 

37  M 1611  87  NS  ; 

KARDATZKE  MD,E  STANLEY,  151  N MAIN  STE  300,  67202 
2.67-8008 

39  M 1720  65  FP 

KLINGMAN  MD, DIANE  D,  2020  N WOODLAWN  S550,  67208  | 

683-4334 

53  F 1902  80  FP 

KARDATZKE  MD,JON  K,  8200  W CENTRAL  STE  1,  67212 

KNAPP  MD, LESLIE  E,  4700  W 13TII  STE  106,  67212  ' 

721-4544 

36  M 1720  65  FP 

96  M 1902  25  00  1 

KASHA  MD, ROBERT  L,  8454  E MT  VERNON,  67207 
11  M 2834  46  00 

KNAPP  MD,M  ROBERT,  810  N LORRAINE,  67214 

685-2207  j 

23  M 3519  55  ANES  j 

KASSEBAUM  MD, KENNETH  G,  8901  E ORME,  67207 
685-6381 

34  M 1606  75  CHP 

KNEIDEL  MD, THOMAS  W,  1111  N ST  FRANCIS,  7>7214 
267-1924 

40  M 4101  70  ORS 

KATER  MD,ERIC  D,  3600  E HARRY,  67218 
689-5050 

56  M 1902  87  DR 

KNIGHT  MD, LAURA  C,  929  N ST  FRANCIS,  67214 
268-5912 

42.  I"  502  DR 

KAUFMAN  MD, EUGENE  E,  3243  E MURDOCK  STE  200,  67208 
685-1491 

30  M 1902  56  ORS 

KNIGHT  MD, PHILIP  J,  818  N EMPORIA  STE  200,  67214 
263-0296 

42  M 502  82  PDS 

KELLER  MD, JAMES  P,  1431  S BLUFFVIEU  STE  112,  67218 
685-1284 

48  M 1902  75  IM 

KOURI  MD, SAMMY  H,  3243  E MURDOCK  STE  201,  67208 
682-2911 

33  M 3901  62  GS 

KELLY  MD, JUDITH  A,  818  N EMPORIA  STE  101,  67214 
263-1574 

57  F 2507  87  ANES 

KRAUSE  MD, MAURICE  D,  BOB  N EMPORIA,  67214 
268-5908 

43  M 1720  85  ON 

KELLY  MD, ROBERT  U,  2903  E CENTRAL,  67214 
687-2112 

KRAUSE  MD, ROLAND  L,  230  S RUTAN,  67218 

46  M 4802  73  OBG 

25  M 1902  53  00 

KENDALL  MD,TOM  E,  825  N HILLSIDE,  67214 
688-7500 

37  M 3901  70  PS 

KREADY  MDfJOHN  L. , 818  CARRIAGE  PKWY , 6 7208 
685-823:1. 

48  M :l.902  80  FP 

KENDRICK  MD,J  GILLERAN,  550  N HILLSIDE,  67214 
688-2088 

20  M 1902  47  ADM 

KUBINA  MD, GLENN  RICHARD,  MID- KS  ENT  ASSN  310  S HILLSIDE, 
684-2838  6721: 

47  M 3840  79  OTO 

KENNEDY  MD, GERALD  T,  2916  E CENTRAL,  67214 
684-5243 

KURIII  MD,C;  ..lOSEPH,  200  S R'0C;K  RD  STE  H,  6720  7 

35  M 1902  62  GE 

:I.O  M 3006  3'7  00 

KETTERMAN  MD, DIANA  K,  2757  S SENECA,  67217 
264-5182 

58  F 1902  87  FP 

KUTII...EK  MD, FRANK  J,  6634  W (:;ENTR'AI..,  67212 
945-51 76 

30  M :l.902  5'7  FP 

KEYES  MD, MICHAEL  J,  PO  BOX  8037,  67208 
684-0201 

44  M 2101  84  P 

L.AI  MD,JENG  Y,  959  N EMPORIA  STE  205,  67214 
265-4701 

41  M 38502  77  TS 

KHICHA  MD,GYANCHAND  J,  818  N EMPORIA  STE  200,  67214 
263-0296 

LANCE  ,.)R  MD,JOHN  F , PO  BOX  8206,  67208 

37  M 49530  73  TS 

20  M 1902  45  00 

KHOURY  MD, GEORGE  H,  3333  E CENTRAL  STE  416,  67208 
681-2021 

32  M 33002  75  PD 

LANDRUM  MD, ALICE  1..,  3311  E MURDOCK,  67208 
689-9315 

50  F 40  J.  85  ANES 

KIM  MD,PAIK  N,  3243  E MURDOCK  SUITE  300,  67208 
681-0736 

33  M 58302  75  HEM 

LATIMER  MD, KATHERINE,  3243  E MI.IRDOCK  STE  401,  6 7208 
686-7327 

49  F 1205  78  ANES 

KIMBLE  MD, JAMES  A,  3311  E MURDOCK,  67208 
689-9316 

45  M 702  7B  OI"'H 

LAUVER  MD,MARY  ANN  BEATTIE,  818  N EMPORIA  STE  303,  67214 
265-3774 

40  1-  :l.902  '75  F--D 

KIRK  JR  MD,E  DAVID,  1431  S BLUFFVIEW  DR  STE  209,  67218 
685-1351 

34  M 1902  63  IM 

I..AWN  MD,CL.AUDIA  A,  144  S HILLSIDE,  67211 
685-341:1. 

50  F :l.902.  ■7  7 R 

KIRSCH  MD,MARK  A,  3243  E MURDOCK  STE  401,  67208 
686-7327 

53  M 1902  85  ANES 

LAWN  MD, RAYMOND  A,  715  N MISSION  RD,  67206 
683-8991 

09  M 2604  49  AM  r 

KISER  MD,JOHN  L. , 3243  E MURDOCK  STE  201,  67208 
685-6222 

37  M 2802  65  GS 

KISER  MD,UII...LARD  J,  1446  WILLOW  RD,  67208 
05  M 4705  34  00 

L.EE  ,.JR'  MD,EDWARi:f  S,  2002  E 17TH,  6’7214 
264-8273 

09  M 4'70-7  52  FP  <, 

LEE  MD, MART  IN  W,  3243  E MURDOCK  STE  300,  67208  \ 

681-0736 

56  M 4814  86  ON 

KITCHEN  MD, ROBERT  R,  3420  E DOUGLAS,  67208 
685-2355 

26  M 1902  52  CHP 

LEE  MD,R  REX,  6155  E HARRY,  67218  I 

682-1754  S 

29  M 3901  55  FP  j| 
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:iN(:iWE::i.L  mi:i,bruce:  l,  bib  n EMF'OFaA  crjo/,  6721  <» 
26B-A:I.B<? 

57  h 1.702  ANES 

LEISY  Mi:i , JERALIl  UJ,  331.0  E nOUCil.  AS  STE  101,  A720B 
6B 1-2937 

42  M 1902  70  F' 

t.EITNER  Mi:i,YC)RAM  K,  3311  E MI..IRDOCK , 67208 
6B9-9227 

53  M 3519  B2  OTO 

l.ESKD  Mi:i,E-A(.)L  D,  905  N EMFtlRTA,  67214 

262- 759B 

49  M 5605  ORS 

LEVINE  MU,  WILL.  I AM  R,  UKSM- WICHITA , 67214 

261-2647 

42  M 1902  68  P 

LIES  Mil, RICHARD  B,  3311  E MURDOCK,  67208 
639-9131 

42  M 1902  69  RHU 

L.IN  MD,JDE  J,  929  N ST  FRANCIS,  67214 

263- 5420 

42  M 24404  72  E'A  I H 

I INHARDT  MD, RONALD  D,  3243  E MI.IRDOCK  STE  603,  67208 
633-2655 

36  M 2303  63  OBG 


1..  1 1 T EL.L.  MD , JAMES  A , ST  FRANC  I S R . M . i: . , 
263-5043 

44  M 1902  72  EM 


67214 


LIVINGSTON  D . 0 ,, DOUGLAS  R,  BIB  N EMPORIA  STE  407,  67214 

264-3604 

52  M 2379  73  PUD 

LOCKHART  MD, JOSEPH  G,  7013  MAG ILL,  67206 

17  M 4113  52  00 

LOEFFl.ER  MD, JAMES  A,  400  N WOOD! AWN  STE  109,  67203 
635""53  75 

36  M 3341  63  A 

L.OEWEN  MD, WILLI AM  C,  3200  W CENTRAL  STE  1,  67212 
721-4544 

41  M 1902  72  EP 

LOGAN  MD, GEOFFREY  G,  212  N HILLSIDE,  67214 

632- 4572 

31  M 14303  76  OBG 

LOHNES  JR  MD,,.)OHN  H,  3333  E CENTRAL.  S214,  6720B 

635- 1291 

55  M 1803  DR 

LOSEE  MD,JOHN  M,  3243  E MURDOCK  STE  401,  67208 

636- 7327 

51  M 4301  32  ANES 

LOVETT  MD,PAUL  A,  110  PATTON,  67208 
09  M 1902  45  00 

LOW  MD, HAROLD  L.,  2481  COOL.IDGE,  67204 

18  M 1902  44  00 

LUCAS  MD, GEORGE  L,  3311  E MI.IRDOCK,  67208 
639-9495 

34  M 1001  34  ORS 

LUDLOW  MD, MICHAEL.  G,  8200  W CENTRAL.  STE  1,  67212 
721-4544 

56  M .1902  35  FJ"’ 

UIEKEN  MD,L.UEKE  B,  3311  E MURDOCK,  6 7208 
639-9234 

23  M 40723  63  OBG 

L.UNA  MD, ANTHONY  D,  3243  E MLIFv'DOCK  STE  303,  67208 

633- 3070 

54  M 1902  33  FF-' 

LYGRISSE  MD, DANIEL.  V,  3311  E MURDOCK,  67208 
689--9107 

50  M 64914  32  FP 

LYNCH  MD,MARY  A,  320  N I IIL.L.SIDE , 67214 
632-3221 

43  F-  1002  81  FI-' 


MADISON  JR  MD,WARD  N,  3600  E HARRY,  67218 
689-5663 

37  M 3601  69  PATH 

MAGIDSON  MD, ELLIOTT  ARTHUR,  .2724  E CENTRAL.,  67214 
634-4411 

43  M 1611  21  PATH 

MAILMAN  MD,GERSHOM,  PO  BOX  20467,  6720B 

26  M 3519  57  00 

MANASCO  MD, RONALD  R,  3243  E MURDOCK  STE  401,  67208 
686-7327 

52  M 512  ANES 

MANDELBALIM  MIRMAFs'K  A,  3311  E MURDOCK,  67203 
639-9137 

53  M 3901  83  N 

MANNING  MD, ROBERT  T,  UKSM  WICHIIA,  67214 
638-2212 

27  M 1902  54  IM 

MANSOUR  MD,BADIE  S,  3243  E MURDOCK  STE.  401,  67208 
686-7327 

45  M 33002  76  ANES 

MARSH  MD, HENRY  0,  905  N EMPORIA  BOX  3298,  67201 

262- 7598 

IS  M 1611  46  ORS 

MARTIN  JR  MD,GLEN  E,  624  LONGFORD  LANE,  67206 

20  M 1902  49  00 

MARTIN  MD, RONALD  L,  UKSM  - WICHITA,  67214 
588-6412 

45  M 1606  80  P 

MARYMONT  JR  MD, JESSE  H,  WESLEY  MED  CNTR  550  N HILLSIDE, 
688-2848  6721 4 

28  M 3515  64  PATH 

MASTIO  JR  MD, GEORGE  J,  3243  E MURDOCK  STE  201,  67208 
684-5235 

25  M 1902  52  GS 

MATASSARIN  MD, BENJAMIN  M,  2916  E CENTF<AL,  67214 
684-5243 

20  M 1902  45  IM 

MATASSARIN  MD, FREDERICK  W,  734  N.  EMPORIA,  67214 

15  M 1902  37  U 

MAWDSLEY  MD, MICHAEL.  W,  1010  N KANSAS,  67214 
261-2622 

49  M 1902  75  PD 

MCBOYLE  MD,MARILEE,  818  N EMPORIA  STE  200,  67214 

263- 0296 

52  F 1902  78  GS 

MCCLANAHAN  MD,WARD  A,  1515  S CLIFTON  STE  130,  67218 
684-8211 

22  M 3005  49  ORS 

MCCLELLAN  MD, ERNEST  L,  3243  E MURDOCK  STE  401,  67208 
686-7327 

38  M 4802  73  ANES 

MCCOWN  MD, ROBERT  B,  3243  E MURDOCK  STE  303,  67208 
688-3070 


M 


2846 


87 


FP 


MCCOY  MD,C  PATRICK,  3243  E MURDOCK  STE  401,  67208 
686-7327 

53  M 1902  83  ANES 

MCCOY  MD, CHARLES  P,  3333  E CENTRAL.  STE  301,  67208 
17  M 3006  42  00 

MCCULL.OUGH  MD, JAMES  P,  WESLEY  MED  CTR  550  N HILL  SIDE, 

688- 2307  67214 

54  M 1902  83  PATH 

MCDONOUGH  MD,W  DAVID,  3311  E MURDOCK,  67203 

689- 9239 

48  M 3305  32  U 

MCGUIRE  MD, WILLI AM  F,  3333  E CENTRAL.  STE  801,  67208 
683—5655 

17  M 4101  49  PD 
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MCKAY  Mi:i,RC)JCRT  S,  PC)  BOX  782438,  <f.7278 
6B5-43Sy 

5A  M 3901  84  ANES 

MCMABTER  MB,  JOHN  F,  315  N HILLSIDE  *B,  67214 

685- 2153 

54  M 2106  83  FP 

MCMULLEN  MD, BRUCE  R,  1122  B CLIFTON,  67218 

682-5012 

53  M 4002  80  IM 

MCNICKl.E  MD, GEORGE  A,  222  S RIDGE  RD,  67209 
945-0142 

49  M 1902  FP 

MCOUEEN  MD,DAOID  ARNOLD,  905  N EMPORIA  BOX  3298,  67201 
262-7598 

4 7 M 64914  77  ORB 

MCRAE-DENNING  MD, PATRICIA,  3311  E MURDOCK,  67208 
689-9333 

56  F 1902  83  IM 

MEEK  JR  MD,.)OBEPH  C,  UKBM -WICHITA,  67214 
261-2650 

31  M 1902  57  IM 

MEEKER  II  MD,BRUC;E  P,  345  N HILLSIDE,  67214 

686- 3384 

30  M 1902  59  OBG 

MELEAN  MD, JAIME,  1152  B CLIFTON,  67218 
688-0321 

40  M 17602  78  CD 

MbILHORN  MD,J  MARK,  1111  N BT  FF^'ANCIS,  67214 

267- 1924 

53  M 1902  82  ORB 

MELHORN  MD,KA1  FIERI NE  J,  8239  LIMERICK,  67206 

268- 8302 

55  F 1902  83  PD 

MENAKER  MD, JEROME  B,  2703  E CENTRAL,  67214 

16  M 1002  49  00 

MENDIONES  MD,L  MARLENE,  2501  E CENTRAL,  67214 

687- 5733 

45  F 1611  75  D 

MENDIONES  MD,RUPERTO  D,  2501  E CENTRAL,  67214 

682-6585 

44  M 1611  76  IM 

MENEHAN  MD,H  JAMES,  2959  N ROCK  RD,  67226 
681-1152 

26  M 1902  53  PD 

MENKING  MD,F  U MANFRED,  3311  E MURDOCK,  67208 
689-9336 

34  M 40715  74  PD 

MENKING  MD, SUSAN  MARGARET,  UKBM  WICHITA,  67214 
261-2631 

41  F 3840  77  PD 

MERCADER  MD, MARIO  S,  818  N EMPORIA  STE  307,  67214 
264-9476 

43  M 74801  78  ANES 

MEREDITH  MD,W  TOM,  1035  N EMPORIA  STE  105,  67214 
263-7285 

35  M 4812  69  IM 

MERRIFIELD  MD, TERRY  S,  818  CARRIAGE  PKWY,  67208 
685-8231 

4 7 F 1002  76  FP 

MERBHON  MD, JAMES  C,  PO  BOX  2517,  67201 
263-5889 

37  M 1803  70  CD 

MESSNER  MD,STAN  A,  8200  W CENTRAL,  67212 
721-4544 

56  M 1902  84  FP 

MEYER  MD, WARREN  E,  1515  S CLIFTON  STE  420,  67218 
684-5237 

27  M 1606  58  GS 

MICHELBACH  MD, ALBERT  P,  4815  E CENTRAL,  67208 
684-4750 

35  M 2101  66  IM 


MILFELD  MD, DOUGLAS  J,  818  N EMPORIA  STE  200,  67214 
263-0296 

45  M 4804  79  TS 

MILLER  MD, DAVID  PATERSON,  7111  E 21ST  N,  67206 

684- 2851 

50  M 2803  78  FP 

MILLER  MD,DON  E,  4145  E KELLOGG,  67218 

20  M 2802  46  00 

MILLER  MD,TODD  A,  8200  W CENTRAL,  67212 
721-4470 

55  M 1902  82  FP 

MILLS  MD, CHARLES  D,  1140  S WATER,  67213 

89  M 2002  16  00 

MILLS  MD, PHILIP  R,  3243  E MURDOCK  STE  202,  67208 

683-6613 

49  M 512  PM 

MINNS  MD, GAROLD  O,  UKSM-WIC,HITA  DEPT  OF  MED,  67214 
261-2650 

51  M 1902  77  IM 

MIRANDA  MD, JOSEPH  R,  3311  E MURDOCK,  67208 
689-9422 

52  M 4812  DR 

MOELLER  MD, CHRISTOPHER  A,  835  N HILLSIDE,  67214 

685- 4395 

55  M 1803  87  D 

MONTGOMERYSHORT  MD,RUTH  G,  1019  W 50TH  NORTH,  67204 

10  F 1902  37  00 

MOORE  MD, DENNIS  F,  3311  E MURDOCK,  67208 
689-9250 

36  M 2101  64  HEM 

MORGAN  III  MD, LOUIS  S,  8030  E KELLOGG,  67207 

683- 3811 

22  M 3901  49  FP 

MORGAN  MD, JAMES  I,  PO  BOX  17007,  67217 
522-2266 

29  M 1606  56  FP 

MORGAN  MD, RANDALL  J,  212  N HILLSIDE,  67214 
682-4572 

52  M 1902  OBG 

MORRISON  MD, RICHARD  L,  1148  S HILLSIDE,  67211 

684- 3391 

42  M 1902  68  FP 

MORROW  MD, THOMAS  F,  3310  E DOUGLAS,  67208 

685- 1443 

21  M 5606  51  P 

MOSIER  MD, STANLEY  JAY,  818  CARRIAGE  PKWY,  67208 
685-8231 

42  M 1902  69  FP 

MUELLER  MD,VERNETTE  A,  624  N ARMOUR,  67206 

17  M 2802  42  00 

MUEIH  MD,JGAN  D,  7111  E 21SI , 67206 

684-2851 

53  I--  2803  80 

MULLINIX  MD,  JANICE  M,  3311  E MURDOr:K , 67208 
689-9424 

47  F 3006  77  N 

MURPHY  MD, BARRY  L,  3243  E MURDOCK  STE  500,  67208 

684- 0251 

45  M 1902  72  IM 

MURPHY  MD, DUANE  A,  3243  E MURDOCK  STE  200,  67208 

685- 1491 

32  M 1902  66  ORS 

MURPHY  MB, PA TRICK  L,  7150  E HARRY,  67207 
68/-2651 

55  M 3901  82  FP 

MURPHY  MD,PAU1.  M,  3600  E HARRY,  67218 
689-5050 

28  M 3006  5/  R 
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ui:i:(:;h:i:ta,  672 


MURPHY  MDfPAUl.  U),  UKSM  - UHlUH.'n'A,  672 
26:1.-2647 

49  M 1.902  03  P 

OSTER  MTi, JOYCE  A,  331:1.  E MURBOCK,  67208 
6B9-9422 

54  P'  1.902  80  BR 

MURPHY  MDfU:i:U..:i:AM  R C,  B.1.8  N EMPORMA  STE  200,  67.2.1.4 
263-0296 

43  M l.6:l.:l,  rs 

OUANO  JR  MB,B.PB.i:ANa  B,  .1.5.15  S Ct.TPFTON  BTE  380,  67218 
6Ci4-5094 

40  M 74801  79  U 

MURRAY  Mi:i,KENT  B,  VA  MEB  CTR  K500  E:  KELl.DGU,  6"/2.I.B 
6B5-2221. 

OWEN  MB, LARUE  W,  236  N BELMONT,  67208 

47  M 390:l.  74  :tM 

19  M 1902  50  00 

NELl..:tB  MB,BTEP4-IAN.TE  F,  33.1. .1.  E MUFv'BBCK , 67'208 
6B9-9270 

53  F :i.902  b:i.  :i:m 

OWEN  MB,PERE  A,  1128  S CLIP  TON,  67218 
681  ■■■■2 108 

37  M 1902  65  ANE3 

NEL.SON  JR  MIi,GUBT  H,  3600  E HARRY,  672.1.8 
6B9-S050 

23  M .1.902  46  Bl< 

OXLEY  M:Ci,BW:PGHT  K,  550  N HTLI.SIBE,  67214 
688-2810 

36  M 1902  63  l-'ATH 

NELBON  MB,GERAl.i:i  B,  825  N 1 I:i:|...LS:i:BE , 672:1.4 
6B8 - ^SOO 

P'AGE  MB, RUTH,  1051  N BTRATFORB,  67206 

34  M 1.902  6:1.  I"•S 

13  F 1902  43  GO 

NELBON  MB,RUBBELL  ALAN,  G/D  WESLEY/PER:i:NATAL  , 6 /2:1. 4 
6BB  ■2360 

:I.B  M :l.902  45  PB 

PAl.KO  MB, WILLIAM  M,  707  N MAIN,  67203 
682^4472 

56  M 4114  87  BLB 

NEBMITH  MB,LEBL.TE  Ul,  530  N l.ORRATNE  BTE  1.00,  672.1.4 
683-561. 1. 

40  M .1.902  67  OPJ 1 

PALMER  MB,BAOIB  L,  PC)  BOX  9450,  67277 
722-9132 

3'7  M 1902  64  A 

NETHER70N  MB,BAOTB  M,  7.1.1..1.  E 2.I.ST,  67206 
6B4-2B5:l. 

55  M 2B03  82  l-B-:' 

PALTAN  JR  MB,. JOBE  B,  550  N H.TL.LSIBE,  7,7214 
688-2808 

43  M 84711  87 

NEWBY  MB, JAMES  P,  8:1.8  N EMPDR:IA  Bl'E  200,  672:1.4 
263-0296 

34  M :l.902  70  IS 

PANKOW  MB, LARRY  M,  337  N WACO,  67202 
265-ST872 

49  M 1902  85  P 

NEWSOM  MB,E  CARTER,  33:1.0  E BOUGLAS,  67208 
685- :l.  443 

:l.8  M :i.20:i.  50  P 

PARKER  MB,HAROL.B  L,  3311  E MURBOCK,  67208 
689-9107 

32  M 1902  68  FP 

N:I:E1..SEN  MB,MARY  L,  WESLEY  MEB  CTR  lab  BEPT,  672:l.4 
688-2834 

4'7  1“  :l.902  '78  P^ATH 

P’ASSMAN  MB,BTEOEN  M,  835  N HILLSIBE,  67214 
685-4395 

47  M 2803  83  B 

n:i:xon  mb,w:i:i...i. :i:am  a,  29:i.6  meni  o,  672.1..1. 
1.6  M :l.902  44  80 

PATTON  MB,,..I  M.PCHAEL,  1431  B BL,UFFV:iEW  BTE  210,  67218 
636 ■■■■21 1 1 

51  M 3005  79  PT' 

N0RR:PS  mb, ROBERT  P,  33:1:1.  E MURBOCK , 67208 
:l.7  M :l.902  43  00 

PAXTON  MB,EBWARB  SCOTT,  3600  E HARRY,  67218 
639-5675 

51  M 2802  83  P-'AIPI 

NORTH  MB,B0R:I:S  G,  :l.:l.48  S H:I:U...B:IBE,  672:l.:l 
684-5257 

:l.6  I"'  1.902  47  n-' 

PAY  MB, NORMAN  T,  SI  FRANCIS  HOBP,  67214 
263-5914 

45  M 74802  77  NR 

NORTON  MB, ROBERT  K,  33:1. :l.  E MURBOCK,  67208 
689-9235 

32  M 1.001.  6'7  PB 

PEERY  MB, WILLIAM  H,  UKSM  WICHITA,  67214 
261-2650 

46  M 4802  82  IM 

O'BONNEL.L  JR  MB , I...EONARB  A,  8033  E BOI.JGI.AB,  67207 
684-2835 

27  M :i.902  55  :i:m 

PE.IL  MB, MICHAEL.  L,  1035  N EMP'ORIA  *265,  67.214 
269-4026 

54  M 1902  81  PM 

OCHBNER  MB, BRUCE  B,  :l.:l.00  N TOPEKA,  672:1.4 
263  ■62  73 

39  M 1.902  66  OPT-I 

F'ELLETIER  JR  MB, LAWRENCE  L,  UKSM  WICHITA,  67214 
261-2650 

42  M 3501  71  IM 

0BENHE:I:MER  MB,BURTRAM  ,.1,  33:1.  :l.  E MURBOCK,  6720B 
689-9:1. 3 7 

48  M 21.05  73  N 

PENCE  MB, CHARLES  B,  3311  E MUPCBOCK , 67208 
689-9468 

42  M 1902  69  ORB 

OI...BON  MB, BAN  E,  UKSM  ■■■■  WiPCPLi:  I'A , 6'72:l.4 
26:1.  2650 

42  M 702  85  PM 

F-ENNER  MB,BTEOEN  B,  855  N HILI.BIBE,  67214 
685-1381 

55  M 1902  86  FP 

ORTH-BAALMAN  MB,B:I:ANE  M,  :l.0300  W MAPL.E,  6'72.1.2 
72:1.  •694:1. 

56  E :l.902  83  PB 

PENNINGION  MB, KATHERINE,  2113  B BLUFF  CT , 67218 
7>85--5271 

16  F 1902  43  PB 

OSBORNE  MB,CONRAB  C,  855  N H:i:I...I..S:i:BE , 67214 
685'':l.38:l 

38  M :l.902  68  R-:' 

PERALES  MB,MERCEBES,  1035  N EMPORIA  *130,  67214 
264-3222 

57  F 85  P 

os:i:o  mb,anton:i:o  i...,  4:1.45  e kei...logg,  672:1.8 

682-655:1. 

4:1.  M 26404  72  P-M 

PETERIE  MB, JERRY  B,  818  N EMPORIA  BTE  305,  67214 
264-;3505 

48  M 1902  76  IM 

osoBA  mb,w:i:li...:i:am  g,  2525  w :i.3th,  67203 

943-939:1. 

25  M 2802  54  R-’ 

PETERS  MB, THOMAS  J,  3311  N MURBOCK,  67208 
689-9190 

4 7 M 2803  79  PM 
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PETERSON  HD, STACY  L,  825  N HILLSIHE,  <f>7214 
638-7500 

55  fi  1V02  8.1  PS 

RAWCLIFFE  JR  MD, ROBERT  A,  1111  N ST  FRANCIS,  67214 
267-1924 

29  M 3501  63  ORS 

PH.1PPS  MI.i,JACK  315  N HILLSIDE,  67214 

686 -33V 1 

21  M 1902  53  FP 

RAZEK  MD,ZACK  A,  818  N EMPORIA  STE  200,  67214 
263-0296 

46  M 60501  77  CDTS 

PIBURN  MD, MARVIN  F,  125  N ZELTA,  67206 
22  M 1803  80  00 

H^'EADER  MD,G  WHITNEY,  933  N TOPEKA,  67214 
263-5889 

48  M 2101  81  CD 

PICKENS  MD, ANDREW  T,  WICHITA  PSY  PO  BOX  8037,  67208 
684-0201 

43  M 2834  69  P 

REALS  MD, WILLI AM  J,  UKSM  WICHITA,  67214 
261-2600 

20  M 3006  46  PATH 

PICKERT  MD, CURT IS  B,  3311  E MURDOCK,  67208 
689-9109 

57  M 1902  85  PD 

REAZIN  MD, WALTER  L,  547  TURNBERRY  CIR,  67230 
685-1381 

30  M 1902  59  FP 

PINSKER  MD, JACOB  A,  556  BROADMOOR  CT , 67206 
06  M 1902  35  00 

REDDI  MD,RAGHUNATH  P,  ST  JOSEPH  MEDICAL  CTR,  67218 
689-5043 

36  M 49521  80  RT 

POLINER  MD, LAWRENCE  R,  818  N EMPORIA  STE  407,  67214 
264-8604 

43  M 3520  83  CD 

REED  MD,A  J,  9019  SUMMERFIELD,  67206 
685-5775 

40  M 3901  67  EM 

POLING  MD, TERRY  L,  7602  E HARRY,  67207 
682-7411 

REED  MD,D  CRAMER,  7520  E 21ST  #22,  67226 

36  M 1902  63  FP 

15  M 2802  46  00 

POLLACK  MD,SIMON,  7523  PLAZA  LANE,  67206 
00  M 79  00 

REED  MD, DAVID  D,  3333  E CENTRAL  STE  214,  67208 
685-1291 

43  M 1902  70  DR 

POLLOCK  MD, ANTHONY  G A,  825  N EMPORIA,  67214 
264-2806 

45  M 80305  76  ORS 

REED  MD, WILLIAM  RANDALL,  550  N HILLSIDE,  67214 
688-2360 

51  M 1611  83  NEO 

POOLE  MD, BERNARD  T,  825  N EMPORIA,  67214 
264-2806 

37  M 53902  73  ORS 

REISMAN  MD, MICHAEL  ALAN,  3243  E MURDOCK  STE  600,  67208 
683-5688 

50  M 4804  76  OPH 

PORTER  MD, GARRY  L,  3243  E MURDOCK  STE  400,  67208 
686-7351 

35  M 1606  63  P 

RELIHAN  MD, DONALD  A,  655  N WOODLAWN,  67208 
684-5158 

27  M 1902  54  OPH 

POWERS  MD,K  DEAN,  2703  E CENTRAL,  67214 
683-8386 

23  M 1902  47  GYN 

REMPEL  MD,JOHN  H,  1515  S CLIFTON  STE  240,  67218 
685-1812 

38  M 3901  70  PS 

PRESKORN  MD, SHELDON  H,  UKSM-WICHITA,  67214 
261-2647 

48  M 1902  75  P 

REYNOLDS  MD, TERESA  A,  3311  E MURDOCK,  67208 
689-9400 

52  F 1902  88  IM 

PULLMAN  MD, NORMAN  K,  3007  E CENTRAL,  67214 
686-7369 

21  M 3006  53  PS 

RHOADS  MD, JAMES  P,  3311  E MURDOCK,  67208 
689-9505 

34  M 3520  67  IM 

PURINTON  MD,LEW  W,  1431  S BLUFFVIEW  DR  £iTE  109,  67218 
685-3030 

23  M 1902  48  IM 

RHODEN  MD, CURTIS  H,  3243  E MURDOCK  STE  500,  67208 
684-0252 

33  M 1606  67  IM 

PUTNAM  MD,LYLE  B,  4700  W 13TH  UNIT  1-1,  67212 
11  M 1902  36  00 

RHODES  MD,IVAN  E,  144  S HILLSIDE,  67211 
685-9289 

25  M 3901  56  R 

RADOVANOV  MD, RADMILA,  PO  BOX  780446,  67278 
683-1243 

34  F 95702  72  R 

RHODES  MD, LOWELL  M,  315  N HILLSIDE,  67214 
685-1461 

25  M 1902  53  FP 

RAGHAVAN  MD,PARULA  P,  2404  GREENLEAF  CT,  67226 
262-7662 

47  F 49501  80  IM 

RIEGER  MD, ERNEST  H,  444  N LORRAINE,  67214 
682-4591 

29  M 1902  56  GS 

RAGHAVAN  MD,PRAKASH  V,  1035  N EMPORIA  #245,  67214 
262-7662 

46  M 49501  80  CD 

RIORDAN  MD,HUGH  D,  3100  N HILLSIDE,  67219 
682-3100 

32  M 5605  59  P 

RAMOS  MD, MICHAEL,  925  N EMPORIA,  67214 
265-2876 

35  M 702  82  FP 

ROACH  MD,NEIL  E,  CHARTER  HOSP  8901  E ORME,  67207 
686-5000 

38  M 1902  68  P 

RANDALL  MD, GEORGE  R,  MID-KANSAS  ENT  ASSOC,  67211 
684-2838 

43  M 2802  77  OTO 

ROAN  MD,YEAI,  WESLEY  MED  CTR  PERINATAL  DIV,  67214 
688-2360 

41  M 38501  82  PD 

RANDLES  MD, MICHAEL  J,  959  N EMPORIA  S - 403,  67214 
265-2924 

48  M 1902  75  IM 

ROBERTS  D.O.  , ROGER  W,  PO  BOX  47668,  67201 

264-8604 

49  M 2879  78  CD 

RAUSA  JR  MD, FRANC I SCO  C,  1148  S HILLSIDE,  67211 
682-4535 

42  M 74808  76  IM 

ROBERTS  MD, DANIEL  K,  3333  E CENTRAL  SUITE  301,  67208 
685-7234 

36  M 3005  71  OBG 
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ROBERTSON  MB, JOSEPH  K,  018  N EMPORIA  STE  200,  67214 
263-0296 

41  M 3901  68  GS 

SCHLICHER  MB, JOHN  E,  3311  E MURBOCK,  67208 
689-9344 

40  M 1803  72  B 

ROBINSON  MB,G  DONALB,  3333  E OENTRAL  STE  610,  67208 
686-6659 

28  M 1902  54  PB 

SCHLUETER  MB, JOHN  J,  144  S HILLSIBE,  67211 
685-9289 

31  M 3841  62  R 

ROBINSON  MB, JOHN  E,  2708  E OENTRAL,  67214 
682-2730 

32  M 6201  71  P 

SCHNELLE  MB, JOACHIM,  4145  E KELLOGG,  67218 
682-6551 

44  M 40933  73  FP 

ROBINSON  MB, ROBERT  H,  558  N STRATFORB,  67206 
20  M 1902  53  00 

SCHOPF  MB, CLIFTON  C,  222  S RIBGE  RB,  67209 
945-0142 

29  M 1902  57  FP 

ROBL  MB,BAVIB  A,  8200  U CENTRAL  STE  1,  67212 
721-4544 

48  M 1902  76  FP 

SCHWARTZ  MB,U  BEAN,  400  N WOOBLAWN  *4,  67208 
684-3881 

24  M 1902  48  FP 

ROBRIGUEZTOCKER  MB, LILIA,  225  PENROSE,  67206 
265-2613 

21  F 27501  57  00 

SCOTT  MB, WILLIAM  H,  1431  S BLUFFOIEW  STE  111,  67218 
685-8262 

41  M 4901  73  CB 

ROMALIS  MB, BRIAN  E,  1431  S BLUFFOIEU  STE  203,  67218 
682-5069 

39  M 6201  73  P 

SEN  SARMA  MB,PRONAB  K,  1144  N ST  FRANCIS,  67214 
267-0159 

45  M 49518  81  CB 

RODS  MB, MAUREEN,  925  N EMPORIA,  67214 
265-2876 

53  F 1902  80  FP 

SHAFER  MB, PRESTON  J,  3788  RUSHWOOB  CT,  67226 
682-8003 

20  M 3005  47  00 

ROSE  MB, SHELBY  B,  3333  E CENTRAL  STE  721,  67208 
681-2741 

40  M 2012  71  PATH 

SHAH  MB,MUKHTAR  H,  3243  E MURBOCK  STE  400,  67208 
686-7351 

40  M 70404  77  P 

ROSEN  MB,BAVIB,  818  N EMPORIA  *303,  67214 
265-3774 

48  M 1902  75  PB 

SHAPIRO  MB, WILLIAM  M,  818  N EMPORIA  BIE  201,  67214 
263-0348 

45  M 1606  84  NS 

ROSENBERG  MB, THOMAS  F,  2627  E CENTRAL,  67214 
684-0501 

41  M 1642  72  A 

SHAW  MB,RICHARB  C,  825  N HILLSIBE,  67214 
688-7500 

35  M 1902  62  PS 

ROSS  MB,BENNIS  LEE,  1035  N EMPORIA  STE  105,  67214 
263-7285 

SHELL I TO  MB, JOHN  G,  18  01 A ROMA,  67230 

47  M 3005  78  NEP 

18  M 1606  49  00 

RUSSELL  MB, PHILIP  U,  3311  E MURBOCK,  67208 
689-9351 

22  M 1902  44  IM 

SHELL I TO  MB, JOHN  L,  3311  E MURBOCK,  67208 
689-9124 

52  M 2407'  84  GS 

SABIN  JR  MB, GEORGE  M,  6412  E 9TH,  67206 
268-0824 

12  M 5002  66  ABM 

SHIELB  MB, CHARL.es,  818  N EMPORIA  STE  200,  67214 
263-0296 

46  M 2802  81  GS 

SABOOR  MB,SYEB  A,  9134  UINBUOOB  TALLGRASS,  67226 
35  M 49520  P 

SHOFFNER  MB,RICHARB  W,  3311  E MURBOCK,  67208 
689-9271 

53  M 3901  82  IM 

SABIQ  MB,SULEMAN,  1144  N ST  FRANCIS,  67214 
267-0159 

40  M 70401  74  TS 

SHRABER  MB,C  ERIC,  655  N WOOBLAWN,  67208 
684-5158 

47  M 1902  79  OPH 

SANCHEZ  MB, JOSE  J,  3311  E MURBOCK,  67208 
689-9287 

SHRABER  MB,BOYL.E  A,  12719  BIRCHWOOB  BR,  67206 

54  M 1643  87  PB 

16  M 1902  41  00 

SANBERS  MB, GLORIA  B,  RIVERSIBE  HOSP  2622  U CENTRAL,  67203 
945-9161 

50  F 1902  PATH 

SHURTZ  MB, GLEN  L,  3333  E C:ENTRAL  STE  214,  67208 
685-1291 

40  M 4802  81  R 

SANTOS  MB, JOAQUIN  G,  3243  E MURBOCK  STE  500,  67208 
684-0251 

49  M 1902  81  IM 

SIMMS  MB,BAOIB  ALAN,  3311  E MURBOCK,  67208 
689-9422 

50  M 3401  83  BI^ 

SANTOSCOY  MB, GILBERT  S,  3311  E MURBOCK,  67208 
689-9124 

38  M 4812  70  GS 

SKIBBA  MB,RICHARB  M,  3311  E MLiRBOCK,  67208 
689-9477 

43  M 5606  72  GE 

SCANLAN  MB, TIMOTHY  M,  ST  JOSEPH  MEB  CTR-ATU,  67218 
689-4850 

46  M 2604  78  FP 

SLUTSKY  MB, LAWRENCE  JOEL,  ST  FRANCIS  R.M.C.,  67214 
268-5922 

46  M 3501  T'9  BR 

SCHILTZ  MB, FRANCES,  115  S RUTAN  *10B,  67218 

SMITH  JR  MB,WILLARB  J,  851  N HIL..LSIBE,  67214 

93  F 6701  24  00 

32  M 1611  65  00 

SCHLACHTER  MB, ERNEST  R,  406  E CENTRAL,  67202 
265-0705 

24  M 1902  52  FP 

SMITH  MB, ALVIN  L,  929  N ST  FRANCIS,  67214 
268-5470 

28  M 5606  72  PATH 

SCHLAGECK  MB, JOSEPH  G,  8200  U CENTRAL  S - 1,  67212 
721-4544 

55  M 1902  85  FP 

SMITH  MB,  1. INBALL.  E,  3333  E CENTRAL.  STE  408,  67208 
682 ■■••041 1 

55  M 1902  PB 
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SMITH  MDf  llMOTHY  UIM,  1035  N EMPORIA  SIE  2(f>5,  67214 
26V-4026 

49  M 1902  76  IM 

SNYI'IER  MD, GREGG  M,  902  N H.TLLSHiE , 67214 

687-1441 

27  M 1803  66  NS 

SOLOMON  MD, HERMAN,  835  N HILLSIDE,  67214 
685-4395 

37  M 2'701  69  D 

SOLTZ  MD, ROBERT  A,  3311  E MURDOGK , 67208 
689-9320 

4'7  M 2803  77  E'D 

SOMERS  MD, MARVIN  M,  2506  BENJAMIN,  67204 
23  M 1902  48  00 


SPANN  MD, RICHARD  U),  3243  E MURDOCK  STE  500,  67208 
684-0251 

40  M 1902  66  ITJD 

STAMBAUGH  MD,ROY  A,  2456  N WOODLAWN,  67220 
685  ■5691 

34  M 2501  85  EM 


STAMPS  MD,PHIL,  3600  E HARRY,  67218 
689-5668 

37  M 3901  PAIH 

STANLEY  MD,D  SCOTT,  FT)  BOX  782438,  67278 
685-4389 

56  M 1902  87  ANES 

STARK  MD, JAMES  R,  719  BROOKFIELD  RD,  67206 
689-9422 

20  M 1902  44  00 

STECKLEY  MD, RICHARD  ALLEN,  PO  BOX  47669,  67201 
265-1308 

49  M 2105  80  IM 

STEELBERG  MD, ELSIE,  337  N UlACO,  67202 
265-8872 

34  F 1606  84  P 

STEIN  MD,PAUL.  S,  3243  E MURDOCK  STE  601,  67208 
685-2377 

40  M 3305  73  NS 

STEMBRIDGE  MD, TRAVIS  U),  3333  E CENTRAL  STE  301,  67208 
685-7234 

47  M 4802  78  OBG 

STEPHENS  DO,G  MARCUS,  1010  N KANSAS,  67214 
261-2622 

57  M 2878  85  FI-' 

STEVENS  MD,  WM.  MICHAEL,  3311  E MURDOCK,  67208 
689-9234 

55  M 1902  OBG 

STREET  MD, DAVID  E,  818  N EMPORIA  STE  200,  67214 
263-0296 

35  M 2101  67  GS 

STREIT  MD, JEROME  G,  1131  S CLIFTON,  67218 
689-5500 

48  M 1902  78  FP 

SUERO  MD, JESUS  T,  1148  S HILLSIDE,  67211 
681-3371 

33  M 74802  57  PUD 

SUL.LIVAN  MD,LEONAR'D  L,  3311  E MUFVDOCK,  67208 
689-9454 

35  M 1902  . 62  PD 

SVOBODA  MD,L.OIS  V,  818  CARRIAGE  PKWY,  6 7208 
685-8231 

39  !-■  1602  81  FF-' 

SVOBODA  MD, WILLIAM  B,  1035  N EMPORIA  #270,  67214 
267-5215 

36  M 1602  81  PDN 

SWEET  MD, DONNA  E,  UKSM  WICHITA,  67214 
261-2622 

48  F 1902  80  IM 

TATPATI  MD, DANIEL  A,  1144  N ST  FRANCIS,  6'7214 
267-0159 

44  M 49535  78  TS 


TATPATI  MD,OLGA  ADELINA,  1515  S CLIFTON  STE  250,  67218 
687-3100 


44  F 

49535 

78 

PD 

TAY1..0R  MD, STEVEN  L,  3311 

E MURDOCK, 

67208 

689-9422 
46  M 

1902 

78 

R 

TERREBONNE 

MD,MAE  E,  3311 

E MURDOCK 

, 67208 

689-9409 
49  F 

2105 

87 

PD 

TFIAKOR  MD, DENNIS  S,  310  S 

HILLSIDE, 

67211 

684-2838 
57  M 

2307 

87 

OTO 

THELEN  MD,J 

CF-IRISTINE,  1738  N ROOSEVELT,  67208 

13  F 

5104 

50 

00 

THOMAS  MD, DARYL  L,  3311  E 

MURDOCK , 

67208 

689-91 1 1 
56  M 

1902 

86 

IM 

THOMPSON  MD 

, DANIEL  M,  PO 

BOX  4069, 

67204 

838-3381 
19  M 

1902 

50 

FP 

THOMPSON  MD, WILLI AM  E,  3333  E CENTRAL  STE  533,  67208 

687- 3322 

30  M 3005  60  OPH 

TIHEN  MD, EDUARD  N,  1227  N RIVER  BLVD,  67203 
24  M 1606  55  00 

TILLER  MD, GEORGE  R,  5101  E KELLOGG,  67218 

684- 5255 

41  M 1902  68  AM 

TILTON  MD, FRANK  M,  3311  E MURDOCK,  67208 
689-9137 

33  M“  2002  68  00 

TINTEROW  MD, MAURICE  M,  WICHITA  ST  U CAMPUS  BOX  43,  67208 

17  M 4802  46  00 

TIPPIN  JR  MD, ERNEST  E,  959  N EMPORIA,  67214 
265-5256 

24  M 1902  50  OTO 

TOCKER  MD, ALFRED  M,  225  PENROSE,  67206 
265-2613 

15  M 4802  53  00 

TONN  MD, GERHART  R,  855  N HILLSIDE,  67214 

685- 1381 

16  M 1902  44  00 

TOOHEY  MD,JOHN  S,  3311  E MURDOCK,  67208 
689-9175 

50  M 5605  82  ORS 

TOSH  MD,FRED  E,  1900  E NINTH,  67214 
268-8391 

30  M 4706  80  PH 

TRACY  MD, TERRY  A,  315  N HILLSIDE  #B,  67214 
685-7234 

35  M 2803  68  OBG 

TRAVERS  MD, HENRY,  3333  E CENTRAL,  67214 

688- 2812 

46  M 4114  79  PATH 

TREGO  MD,A  JASON,  8404  W 13TH,  67212 
722-6000 

55  M 1902  IM 

TRETBAR  MD, HARVEY  A,  3243  E MURDOCK  #500,  67208 
684-0251 

25  M 1902  52  IM 

TF?EWEEKE  MD, MICHAEL  W,  2916  E CENTRAL,  67214 
684-5243 

46  M 1902  73  IM 

TRUDEAU  MD, DAVID  L,  ST  JOSEPH  MED  CTR  ATU,  67218 

689 -^SSO 

40  M 2604  78  ADT 

TRUJILLO  MD,ANTERO  A,  1431  S BLUFFVIEU  STE  117,  67218 
6B5  ■■■■646A 

36  M 73701  81  ANES  1 
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LJULIG  MrwF'AUL  J,  3311  E MURDOCK,  A7208 
689-9191 

28  M 1902  57  PD 

WEBSTER  MD, BOBBY  W,  2903  E CENTRAL,  67214 
687-2112 

48  M 4802  75  OBG 

OAL-MEJIAB  MD,JE8US  E,  818  N EMF’ORIA  STE  407,  67214 
264-8604 

45  M 23101  84  CD 

WEIPPERT  MD, EDUARD  J,  8200  U CENTRAL  #1,  67212 
721-4454 

44  M 1902  71  FP 

OAN  OALLERA  MD,RODERT,  3311  E MURDOCK,  67208 
689-9107 

51  M 1902  FP 

WELCH  MD, LAUREN  K,  3243  E MURDOCK  STE  601,  67208 
685-2377 

35  M 1902  62  N 

OAN  I..EEUUEN  MD,OERARD  J,  UK8M  WICHITA,  67214 
261-2631 

29  M 1803  80  NEO 

UELLSHEAR  MD, CHARLES  C,  WICHITA  PSY  CTR  PO  BOX  8037,  67208 
684-0201 

30  M 4706  62  P 

OARENHORST  MD,  MICHAEL.  P,  530  N LORAINE,  67214 
683-5611 

52  M 1803  85  OPH 

UENINCER  MO, JOHN  H,  1148  S HILLSIDE  STE  12,  67211 
682-6523 

32  M 3005  63  FP 

OAUGHAN  MD,D  ANN,  UKBM-W  DEPT  OF  PBYCHIATRY,  67214 
261 --2647 

45  F 1902  75  P 

WEST  MD, WILLIAM  T,  3311  E MURDOCK,  67208 
689-9234 

24  M 1902  49  OBG 

OIN  ZANT  MD, LARRY  E,  13741  ST  ANDREWS  PL,  67230 
10  M 1902  40  00 

WHEELER  MD, NICKY  RAY,  1515  S CLIFTON  STE  390,  67218 
684-0220 

48  M 1902  74  PS 

VINE  MD, DONALD  LEE,  1010  E KANSAS,  67208 
261-2622 

39  M 511  79  CD 

WHEELER  MD, PINCKNEY  R,  2208  U 13TH,  67203 
943-2118 

18  M 3901  57  FP 

OINZANT  MD, WHITNEY  L,  1515  S CLIFTON  STE  270,  67218 
686-1991 

45  M 1902  74  GS 

WHITAKER  MD, JAMES  A,  3243  E MURDOCK  STE  500,  67208 
684-0251 

44  M 1902  74  IM 

WADE  MD, EDWARD  J,  1036  LAWRENCE  CT,  67206 
686-6835 

53  M 1902  83  ANES 

WHITE  MD, CHARLES  F,  3600  E HARRY,  67218 
689-4797 

38  M 1611  PM 

WADUD  MD, ABDUL,  1543  S HILLSIDE,  67211 
682-6814 

WHITE  MD, CHARLES  M,  18  VIA  VERDE,  67230 

35  M 70409  74  P 

15  M 3005  48  00 

WAKEFIELD  MD, KENNETH  M,  1131  S CLIFTON,  67218 
689-5163 

24  M 6201  86  FM 

WHITESIDE  MD, WILLIAM  H,  1431  S BLUFFVIEW  S - 108,  67218 
681-0086 

46  M 53903  84  PD 

WALKER  D.O.  , MARSHALL  D,  1301  N WEST  ST,  67203 

945-5245 

41  M 2878  80  OTO 

WILDER  MD, LOWELL  U,  655  N WOODLAWN,  67208 
684-5158 

35  M 4109  67  OPH 

WALL  MD,DAOID  M,  925  N EMPORIA,  67214 
265-2876 

53  M 4813  87  FP 

WILKINSON  MD, LARRY  K,  1520  S CLIFTON,  67218 
689-5775 

46  M 1902  75  FP 

WALLING  MD, ADRIAN  E,  FARHA  MED  LIB  1010  N KANSAS,  67214 
681-1152 

47  M 80302  78  FP 

WILLIAMS  MD, CHARLES  L,  3311  E MURDOCK,  67208 
689-9168 

16  M 2834  50  OO 

WALLING  MD,ANNE  D,  UKSM  WICHITA,  67214 
261-2607 

47  F 80302  PH 

WINN  MD,TERRIA  L,  PO  BOX  48126,  67214 
265-7241 

56  F 1902  83  OPH 

WALSH  DO, LESLIE  L,  818  N EMPORIA,  67214 

264-9476 

UISNER  JR  MD, HARRY  J,  5642  COE  DR,  67208 

56  M 2879  ANES 

17  M 3005  47  OO 

WARD  MD, LARRY  G,  818  N EMPORIA  STE  307,  67214 
264-9476 

UITTMANN  MD, ALBERT  F,  555  SAGEBRUSH,  67230 

54  M 1902  82  ANES 

10  M 2834  40  OO 

WARREN  JR  MD,JOHN  W,  63  VIA  VERDE,  67230 
15  M 2501  49  00 

WOLF  MD, PATRICK  G,  8420  TURON  LN,  67207 
685-3030 

52  M 1902  78  IM 

WARREN  MD, LLOYD  P,  1202  WILLOW  LN,  67208 
683-7223 

11  M 1902  36  OO 

WOLFE  MD, FREDERICK,  1035  N EMPORIA  #230,  67214 
263-2125 

36  M 3508  69  RHU 

WARREN  MD,WIRT  A,  526  S BLUFF,  67218 
267-0520 

WOOD  MD,GARY  B,  8527  BOXTHORN,  67226 

09  M 2802  36  PGER 

21  M 2802  51  00 

WEAVER  MD,J  ROBERT,  641  N UOODLAWN  #66,  67208 
265-5731 

21  M 1902  48  00 

WOOD  MD, ROBERT  D,  1441  N ROCK  RD  STE  1001,  67206 
486-2127 

26  M 1902  53  FP 

WEAVER  MD,JACK  D,  1616  COOLIDGE,  67214 
16  M 2802  46  00 

UOODHOUSE  MD, CHARLES  L,  46  ST  CLOUD  PL,  67230 
265-8821 

10  M 1902  34  00 

WEBER  JR  MD,HUGO  P,  1035  N EMPORIA  STE  105,  67214 
263-7285 

40  M 702  73  IM 

WOODRING  MD, CATHY  S,  222  S RIDGE  RD,  67209 
945-0142 

51  F 3546  82  FP 
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WORSING  JR  Mil, ROBERT  A,  3311  E MURDOCK,  67208 
689-9231 

47  M 2604  81  ORS 

URAY  JR  MD, REGINALD  P,  PO  BOX  782438,  67278 
683-4389 

40  M 4113  84  ANES 

WRAY  MD, ALEXANDER  J,  120  E 21ST  ST,  67214 
838-4912 

19  M 1902  49  FP 

UU  MD,JIN-TZE,  3333  E CENTRAL  SUITE  214,  67208 

688- 2920 

41  M 38502  79  TR 

WYATT-HARRIS  MD, PATRICIA  G,  345  N HILLSIDE,  67214 
683-6766 

55  F 1902  82  OBG 

YOON  MD, CHANG  SUP,  BOX  782438,  67278 
685-4389 

46  M 58303  81  ANES 

YOUNG  MD, DOUGLAS  L,  3311  E MURDOCK,  67208 

689- 9213 

42  M 1902  72  IM 

YOUNGBERG  MD,DEAN  I,  959  N EMPORIA  i201 , 67214 
268-6075 

00  M 1902  73  IM 

ZARNOU  MD, HILARY,  ST  FRANCIS  REG  MED  CTR , 67214 
268-5905 

45  M 1611  74  R 

ZATZKIN  MD,.)AY  B,  818  N EMPORIA  STE  403,  67214 

262- 4467 

46  M 2002  79  IM 

ZEPICK  MD,LYL.E  F,  PO  BOX  2517,  67201 

263- 5889 

50  M 6001  81  CD 

ZIEGLER  MD,  JUDY  P,  3311  E MURDOCK,  67208 
689-9414 

54  F 1803  84  PD 

ZIELKE  MD, STEVEN  L,  3243  E MURDOCK  STE  603,  67208 
683-2666 

53  M 1643  86  OBG 

ZIMMERMAN  MD, KENNETH  D,  934  CRESTLINE,  67212 
526-3925 

29  M 3901  58  OM 

Z.ONGKER  MD, PHILIP  E,  3311  E MURDOCK,  67208 
689-9422 

43  M 1902  71  R 


PIZARRO  MD,FE  E,  1317  1*C:aT  RD  PO  BOX  544,  67156 
221-3200 

44  F 74310  81  PD 

PRICE  MD, PETER  G,  3015  LAKE  fiHORE  HR,  67156 

26  * M 64901  57  GS 

SAMUEL  MD,CHANDY  C,  1211  E FIFTH,  67156 
221-6100 

35  M 49527  76  GS 

SHIPPEY  MD,DEAN  U,  1302  E 5TH,  67156 
221-2300 

49  M 64914  85  R 

STURICH  MD, JORGE  M,  1211  E 5TH,  67156 
221-6100 

54  M 64914  84  FP 

WHITE  MD,R  BURNLEY,  117  U 9TH,  67156 
221-2950 

24  M 1902  52  FP 

WILCOX  EXEC  £*:C,  GENE  M.,  COWLEY  CD  MEDICAL  SOC, 
221-2267 
00  M 

UINBI...AD  MD,J  KENT,  15  FLEI:TW00D,  67156 
221-6100 

51  M 1902  74  OBG 

UINBLAD  MD,..JAME:S  N,  1211  E 5TH  ST,  67156 
221-6100 

27  M 1902  53  GS 

WINBLAD  MD,JOHN  M,  1211  E FIFTH,  67156 
221-6100 

55  M 1902  82  FF' 


YATES  CENTER  — 316 
(Allen  County  Medical  Society) 

ATKIN  MD,J  D,  1004  E MADISON,  66783 
625-2312 

35  M 3901  63  GP 

WEBER  MD,RUTH  M,  204  S MAIN,  66783 
625-2162 

60  F 1902  35  FP 


WINCHESTER  — 913 
(Shawnee  County  Medical  Society) 

HUSTON  MD, FRANCIS  W,  PO  BOX  H,  66097 
06  M 1601  34  00 


WINFIELD  — 316 
(Cowley  County  Medical  Society) 

CARRO  MD,F  AURELIO,  PO  BOX  38,  67156 

23  M 27501  67  00 

KAUFMAN  MD,LELAND  R,  PO  BOX  643,  67156 
221-3350 

33  M 1902  61  FP 

MAC  KILL.OP  JR  MD, DAN I EL,  4 FLEETWOOD  DR,  67156 
11  M 2407  62  00 

MILLER  MD, FRANKLIN  R,  301  PARK,  67156 
02  M 2401  54  00 


67156 
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AMADO  MU, MERCEDES  C,  6406  U 89TH  AFT  18,  SHAUNEE  MISSION,  66212 

ARAFILES  MO, ESTHER  D N,  RR  2,  OSKALOOSA,  66066 

ARPIN  MD, JEFFREY  P,  MUNSON  ARMY  HOSP,  t.EAOENUORTH , 66027 

ASHBURN  MB, WILLIAM  T,  1131  S CLIFTON,  WICHITA,  67210 

ATKISSON-KOWALSNI  Mri,PEBRA,  MENNINOER  FI)  BOX  029,  TOPEKA,  66601 

ATWQOn  D.O.,ERIC  B,  BOX  829,  TOPEKA,  66601 

BALDWIN  MD, THOMAS  F,  39TH  & RAINBOW,  KANSAS  CITY,  66103 

BARKER  MD, MONTY  R,  8130  W 54TH  TERR,  SHAWNEE  MISSION,  66202 

BARR  MD, ROBIN  R,  6659  OUTLOOK,  SHAWNEE  MISSION,  66202 

BASSINGER  MD, BRADLEY  B,  6747  PAR  LN  tl410,  WICHITA,  67212 

BECK  JR  MD, CALVIN  E,  808  W 99TH,  KANSAS  CITY,  64114 

BECKER  MD, NANCY  J,  4107  FRANCIS,  KANSAS  CITY,  66103 

BECKNELL  MD, CHARLIE  A,  8421  CARTER,  SHAWNEE  MISSION,  66212 

BEILMAN  MD,GREG,  625  EMERSON,  WICHITA,  67212 

BELL  MD, GREGORY  A,  3622  W 74TH,  KANSAS  CITY,  6,6208 

BELL  MD,MALINDA  H,  5921  W 61ST,  SHAUNEE  MISSION,  6,6202 

BELL  MD, MICHAEL  F,  4638  N HEDGEROW,  WICHITA,  6,7220 

BENNING  MD, TIMOTHY  C,  1915  HOMESTEAD,  WICHITA,  6,7200 

BERGH  MD, JAMES  R,  UKSM  - WICHITA  1010  N KANSAS,  WICHITA,  6,7214 

BERNHARDT  MD,MARK,  929  N ST  FRANCIS,  WICHITA,  67214 

BHARATI  MD, RALPH,  1010  N KANSAS  PSY  DEPT,  WICHITA,  6,7214 

BIEGERT  MD, DOUGLAS,  550  N HILLSIDE,  WICHITA,  67214 

BLACK  MD, BRADFORD  T,  KU  MEDICAL  CENTER,  KANSAS  CITY,  6,6103 

BLOMQUIST  MD, GLENDA  L H,  2707  N 72  TERR,  KANSAS  CITY,  66,109 

BOLLIER  MD,RENE  P,  11515  HARDY,  SHAUNEE  MISSION,  66,210 

BOOTON  MD, DEBBIE  S,  150  N RIDGEWOOD,  WICHITA,  67208 

BRANIECKI  MD,MARYLEE  A,  4130  EATON,  KANSAS  CITY,  66,103 

BRIDGE  MD, ROBERT  S,  39TH  6 RAINBOW  OTO  DEPT,  KANSAS  CITY,  66,103 

BROUN  MD, BRADLEY  J,  PO  BOX  17120,  WICHITA,  67217 

BULLER  MD, DAVID  L,  1508  TRAIL  NORTH,  MCPHERSON,  67460 

BURKE  MD, MICHAEL  A,  KU  MEDICAL  CENTER,  KANSAS  CITY,  6,6,103 

BUSH  MD, RUSSELL  L,  1010  N KANSAS,  UICHIIA,  67214 

CAMPBELL  MD, LINDA  HINSCH,  6520  WALMER,  EIHAWNEE  MISSION,  6,6,202 

CANDELA  MD, ANDRES,  550  N HILLSIDE,  WICHITA,  67214 

CANNADAY  MD,JOHN  J,  550  N HILLSIDE,  WICHITA,  6,7214 

CARR  MD, SUSAN  L,  1010  N KANSAS,  WICHITA,  67214 

CATO-LOWER  MD,TERI  A,  UKSM  WICHITA  PED  DEPT,  UICHIIA,  6,7214 

CAVANAUGH  MD, TIMOTHY  B,  KU  MED  CENTER  OPH  DEPT,  KANSAS  CITY,  6,6,103 

CERVENY  MD, CARLA  J,  39TH  6 RAINBOW,  KANSAS  CITY,  6,6,103 

CHENG  MD,MEI  Y,  6915  CROYDEN  CIRCLE,  WICHITA,  67226 

COCHRAN  III  DO, CASEY  G,  925  N EMPORIA,  WICHITA,  6,7214 

COCHRAN  MD, KEVIN  S,  8055  W 123RD  TERR,  SHAWNEE  MISSION,  66213 

COHN  MD, ELLIOT  J,  444  E 7TH,  KANSAS  CITY,  64131 

CONANT  MD,FERRILL  R,  8515  LAKELAND  DR,  WICHITA,  67207 

CONGRESS  MD, HOWARD  J,  44TH  ^ WORNAl L , KANSAS  CITY,  64111 

COOK  MD, ANDREW  S,  550  N HILLSIDE  OBG  DEPT,  WICHITA,  67214 

COOPER  MD, CATHY  N,  8320  LOCUST,  KANSAS  CITY,  6,4131 

COOPER  MD,MIKE  A,  6417  E 14TH,  WICHITA,  67206 

COUGHENOUR  MD,MARK  E,  8781  GODDARD,  SHAWNEE  MISSION,  66,214 

CURTIS  MD, JEFFERY  L,  823  MULVANE , TOPEKA,  66606 

CUTLER  MD,PAUL  R,  2301  HOLMES,  KANSAS  CITY,  64100 

CZAPANSKY-BEILMAN  MD, DESIREE,  665  N VOLUISIA,  WIGHT lA,  67214 

DANSDILL  MD, DAVID  J,  7677  E 21ST  i2110,  WICHITA,  6,7206, 

DEDON  MD,JON  F,  9307  OUTLOOK,  SHAUNEE  MISSION,  66207 

DEGNER  MD, JAMES  C,  4901  ARLENE,  WICHITA,  67220 

DENNING  MD,DALE  P,  714  N YALE , , WICHI lA , 67208 

DEYOUNG  BO,BOUGL..AS  B.,  3243  E MURDOCK,  WICHITA,  6,7200 

DOOI...ITTL.E  MD,GARY  C,  21.0  SPRING  GARDEN,  LEAVENWORTH,  6,6040 

DOLIBEK  MD,DEBB1:E  L.  , 46,08  W 62ND,  SHAWNEE  MISSION,  66205 

DREES  MD, BETTY  M,  9227  MASTIN,  SHAWNEE  MISSION,  6,6212 

DUGAN  MD, DAVID  L,  331  N ERIE,  WICHITA,  6,7214 

EARL.  DO, JEFFREY  J,  Kl.l  MED  CENTER,  KANSAS  CITY,  66103 

ECK  MD,MARCI  J,  351  S ERIE,  WICHITA,  6,7211 

EDROZO  MD,M  L.UZ  L.UNA,  1237  NW  GI.IDEN,  TOPEKA,  66,61.0 

EDWAR'DS  MD,GHEl.t..EY  J,  0709  W 6,5TH  STE  201,  SHAWNEE:  MISS:iON,  66,202 

EISEMANN  MD, ALLAN  D,  432  W 62ND,  KANSAS  CITY,  64113 

ELLIS  MB,LAVEL.LE  A,  8905  E HARRY  111107,  WICHITA,  6,7207 

EWING  MD, DAVID  1..,  39111  6 RAINBOW  NEURD  DEPT,  KANSAS  CIIY,  6,61.03 

FAILING  MD, TRENT  L.,  527  PERSIMMON  DR,  OL.AIHE,  6,6,06,1 

FREDRICKSON  MD, BOREN  D,  BOX  9/5  KUMC , KANSAS  CITY,  6,61.03 

GABRIELLI  JR  MD, WILLIAM  F,  4117  ADAMS  ilOl,  KANSAS  CITY,  66103 

GARCIA-FERRER  MD,C::[RA  M,  9409  W 02ND,  SHAWNEE  MISSION,  66,204 

GERWICK  MD, CHARLES  1..,  KU  MEDICAL.  CENTEIR,  KANSAS  CITY,  66103 

GILLENWATER  MD, DAVID  T,  621  S IDA,  WICHITA,  6721:1 

GOODWIN  MD,J011N  A,  6,500  W 78T11  TERR,  SHAWNEE  MISSION,  6,6,204 

GRABAU  MD,GUY  M,  920  N RLITAN,  WICHITA,  6,7208 

GRANT  MD, MICHAEL.  E,  1221  EASTMOOR,  WICHITA,  6,7207 

GW:iNN  MD, DOUGLAS  R,  1500  E:  151ST  TERR,  OLATHE,  6,6,06,2 

HALL  MD,MARK  S,  6,  PARKVIEW  RD,  HESSTON,  6706,2 

HAM  MD, ROBERT  E,  6,25  S 10T11,  SALINA,  6,740:1 

HARDTEN  MD, DAVID  R,  39T1I  6 RAINBOW,  KANSAS  CITY,  6,6,103 

HARMON  MD,GARY  S,  9614  W :L24  TERR,  SHAWNEE  MISSION,  6,6213 

HARF'ER  MD,D:|:ANE  M,  4412  W 94TT1,  S1IAWNE:f::  MISSION,  6,6,20 / 

HART  MD, ROBYN  M,  KUMC:  39111  ^ RAINBOW  RAD  DEPT,  KANSAS  CITY,  6,6,103 
HARTY  MD,JEAN  R,  :146,04  W 91ST  PL.,  SHAWNEE  MISSION,  6,6,215 

HATCHER  md,e:lizabetii  r,  me:nn:i:nger  ni  box  029,  t (:)1'i;::ka , 66601. 

HELL.MAN  MD, DAVID  W,  224  N FERN,  WICHITA,  6,7203 

HENDRICKS  MD, WILLIAM  J,  9/39  W 05T11,  SHAWNEE  MISSION,  66212 

HERBEL.  MD, BYRON  1..,  T’O  BOX  029,  TOF-EKA,  6,6,6,01 

he:rl.  md,cary  j,  23/  e m:i:nni;:apoi..is  ave,  sal.ina,  6,7401. 

HERRON  MB,KRIST:i:NE  G,  8549  WEBB,  S1IAWNEF:  MISSilON,  6,6,212 
HO  MD, SAMUEL.  Y,  44 TH  6 WORNAL.L.  RD,  KANSAS  CITY,  6,41:11 
1I01IL.Y  MD,EVE  K,  110  THUNDE:RBIRD , Hl.nT:HINSON,  6/502 

H01..1..AND  ji=:  md,dav:i:d  i..,  243  s Kansas,  russel.l.,  6,76,6,5 

HUGHES  MD, DOUGLAS  W,  4029  SI’RINGI  lEL.D , KANSAS  CITY,  66,103 
HURT..EY  MD,  DEBORAH  1..,  39  TH  ^ RA:1NB0W,  KANSAS  CITY,  6,6,1.03 
HUTCHINSON  MD, STEVEN  A,  4120  E ENGLISH,  WICHITA,  6,7210 

HUT'SEY  MD,PAUI I,  3430  EDGi;::MONT  , WICITETA,  6,7200 

JACKSON  MD, THOMAS  M,  5300  E THIRD,  Wir:i1ITA,  6,7200 

JANKOWSKI  MD,KAZ:|:M:|:ERZ  W,  TOF’EKA  ST  H0S1>  SG  <>,  K I,  TOF'FKA,  6,6,6,06, 

JOHNSON  MD, TERESA  F,  10  RENFREW,  WIN1IE1..D,  6/156, 

KEETH  MD,  REX  B.,  925  N.  EMPORIA,  WICHITA,  67214 
KEL.L.EY  MB, CHRISTINE  1..,  929  N ST  FRANCIS,  WICHITA,  6/214 
KELLY  MD,MICHEL.E,  6,42/  W 51.ST  TERR,  SHAWNEE  M:i:SSIi:]N,  6,6,202 
KENNING  MD, GERALD  F,  1/  BEECHWOOD  L.N,  HI.JT  TIITINSON , 6/502 

kerl.i;;:y  md,sf'Ence:r  w,  4/26  w /oth  tt;:rr,  shawnee  mi:ss:ion,  6,6,200 


KILF’ATRICK  MB, CHARLES  11,  1741  S VOL.UTSIA,  WICHITA,  6,7211 
KIRWAN  MD, LAURENCE  A,  417/  BROADWAY,  KANSAS  CITY,  64111 
KLEIN  MB, TERRY  B,  925  N EMF’ORIA,  WICHITA,  67214 
K0E1IN  MB, NORMAN  S,  1221  EASTMOOR,  WICHITA,  67207 
KOWAL  SKI  MB, PETER  C,  1351  SW  TIAMF'BEL.L. , T OF’EKA,  66,6,04 
KOWALSKI  MD , S TEPHI;;:N  F,  1.41/  SW  MAC:VICAR,  TOF’EKA,  66604 
KRESIE  MB, RANDALL  J,  KIIMC:  39T1I  6 RAINBOW,  KANSAS  CITY,  6,6,103 
LANG  MD, GORDON.  323  RUSSELL,  WAKEENEY,  676.72 
L.AUBERT  MB, SUSAN  E,  2021  BROAllMOOR  11404,  UICHIIA,  6.7206, 

LAWHORN  MD, CHARLTON  D,  2739  S 45 TH  TERR,  KANSAS  CITY,  66106 
L.AU110RN  MB.STEF’HANIE  LU,  2739  S 45T11  TERR,  KANE1AS  CITY,  66,106 
LEIS  MD, EDUARD  A,  2457  BONN,  WICHITA,  6/217 
LLiCKEROTH  MB,  LEAH  L. , 905  W 12T11  N,  WICHITA,  67203 
L.IINBERRY  MD,..IUL.IA  J,  7627  E 3/TH  N GTE  3210,  WICHITA,  6/226 
L.YRENE  MB,GTE:F’HE:N  a,  MENNINGER  FB  box  829,  T OF’EKA , 6.6,601 
MADDOX  MB, OWEN,  550  N HILLSIDE,  WICHITA,  67214 

MALLOY  MB, BARRY  C,  39TH  6 RAINBOW  OPH  DEPT,  KANSAS  CITY,  6.6.103 

MA1..0NE  MB, DAVID  G,  5102  WA1..ME:R  , SHAWNEE  MISSION,  66204 

MARTIN  MB, JUAN  E,  1232  BELL  HOSP,  KANSAS  CITY,  6,6,103 

MARTINSON  MD,E:DWARD  E,  UKMC  REHAB  MED  DEPT,  KANSAS  CITY,  66103 

MASSOTH  MB, SUE  V,  1712  SW  CHEYENNE,  TCrEKA,  666,04 

MATTER  MD, STEPHEN  E,  3550  RAINBOW,  KANSAS  CITY,  66103 

MCCOWEN  MB,HE;RBE:RT  M,  4035  W 6,2NB  TERR,  SHAWNEE:  MISSION,  6^,205 

MCDONALD  MB,  THOMAS  L,  KI.IMC  39  TH  6 RAINBOW,  KANSAS  CITY,  66103 

MCKITTRICK  MB, RICHARD,  5544  CHADWICK,  SHAWNEE  MISSION,  6.6205 

MCMEEKIN  MD, SHEILA  P,  7713  ABERDEEN  RD,  SHAWNEE  MISSION,  66200 

MESSAMORE:  MD.DEBRA  L.,  230B  S BELMONT,  WICHITA,  6,7210 

MILLER  MD, KEVIN  E,  7411  E lOTH,  WICHITA,  6/206 

MILLS  MD.KIRK  C,  6,11  BROADVIEW,  WICHITA,  6,7208 

MIL.1..S  MD, MELISSA  ,J,  1000  E 50T11  STE  350,  KANSAS  CIIT’Y,  64110 

MIIRF’HY  MD,JOHN  P,  KU  ME:D  CENTE:R,  KANEIAS  CITY,  6,6103 

MORROW  MD,R  W,  5556  SANTA  FE,  SHAWNEE  MISSION,  6.6.202 

NAZARIO  MB, LILIANA  E,  10100  W 119T11,  SHAWNEE  MISSION,  6,6,213 

NE:LS0N  MD, DOUGLAS  L.E:R0Y,  4210  W 60TH  TERR,  SHAWNEE  MISSION.  66208 

NICHOLS  MB, JON  C,  5107  OUTLOOK,  SHAWNEE  MISSION,  6,6.202 

NIEMAN  MD.JOHN  1..,  9001  JUNIPER  LANE,  SHAUNEE  MISSION,  66.207 

NIGHTENGALE:  MB, DIANE  ..J,  404  C:HEROKEE  BR,  KECHI,  6/06,7 

NOOR’DHOEK  MD.L.YLE  .1,  204  W 25T11,  HAYS,  67601. 

OLIVE  JR, MB, ROBERT  J,  249  N BATTIN,  WKIHITA,  6,7200 

PAL.AGANAS  ” TOSCO  MD, AMANDA  C,  F’O  BOX  69  303  S UNION,  MCCLOIJTH,  66054 

F-’EARSON  MB,MAFfK  A,  2910  S 9TH,  KANSAS  CITY,  6,6,103 

PE'NNER  MB, TIMOTHY  M,  3226,  COUNTRY  C1..UB  PL,  WICHITA,  6,7208 

PENZL.ER  MB, T: INDY  E,  5229  W 57111  TERR,  SHAWNEE  MISSION,  6,6205 

PERSONS  MD, DIANE  L,  1002  W 70TH,  KANSAS  CITY,  64114 

F’ETERSEN  MD, LAURA  J,  115  E DARTMOUTH  FUD,  KANSAS  CITY,  6,4113 

PROCHASKA  MD,  MARK  L,  3838  Rainbow,  #805,  66103 

F’Ol.asi;;:k  md.car’L.a  l.,  po  box  029,  topeka,  66601 

REALS  MD, THOMAS  C,  1010  N KANSAS,  WICHITA,  6,7200 
REGIER  MD, DONALD  I),  925  N EMPORIA,  WICHITA,  67214 
REINSEL.  MD.MARK  S,  K U MED  CENTER,  KANSAS  CITY,  6.6,103 
REUSSER  MD.LAYNE  M,  3425  E ENGLISH  STE  303,  WICHITA,  67218 
RHOADS  MD,  ANNE  C:,  10350  GODDARD  #207,  SHAUNEE  MISSION,  66.214 

riddi;:l  mb,  ste:f’Hen  .james,  1424  westfield,  uichita,  6/212 

ROSIN  MB, ROBERT  L,  102  UESTVIEW  BR,  SCOTT  CITY,  6/071 
RUNDOUIST  MD.DETH  E:,  KU  MED  CENTER,  KANSAS  CITY,  66103 
RUSSELL.  MB, BRIAN  K,  2200  W 48111  TERR,  SHAUNEE  MISSION,  66,205 
RYAN  JR  MD, RAYMOND  J,  929  N ST  FRANCIS,  UICHITA,  67214 
SAr:i1EN  MB, FREDERICK  1..,  4201  WEST  90TH,  SHAUNE:E  MISSION,  66.207 
SCANLON  MD,1::DWARD  K,  I.IKMT:  39TH  6 RAINBOW,  KANSAS  CITY,  66,103 
SCiHACK  MB, STANLEY  11,  KUMC  39TH  ^ RAINBOW,  KANSAS  CITY,  6,6103 
SCHE:RM0L.Y  mb, martin  J,  1.005  E SUNiiiEI  CIR,  OLATHE,  6.6,061 
SEGRAVES  MD, STEVEN  B,  /OOO  GL.ENWOOB,  SHAUNEE  MISSION,  66,204 
SEGRE’TO  do, MARY  C,  BOX  829,  T01’E:KA,  66601 
SHERARB  MD.JOHN  I.,  1910  FEDERAL,  KANSAS  CITY,  6,6.103 
SHERARB  MD, SARAH  L,  1910  FEDERAL,  KANSAS  CITY,  66103 
SIEG  MD.KARL.  G,  12376,  U 02ND  F’L,  SHAUNEE  MISSION,  6,6.215 
SIF:MENS  Mil, CHARLOTTE  A,  550  U CENTRAL  GTE  1406,  WICHITA,  67203 
SIMPSON  MD, KAREN  M,  KU  MED  CENTER,  KANSAS  CITY,  66,103 
SIMS  MD, PETER  MORRIS,  4521  SW  UANAMAKER  RD,  TOF’EKA,  66610 
SITZMAN  JR  MD,EVERETTE,  KU  MED  CTR  PSY  DEF>T , KANSAS  CITY,  66,103 
SPERRY  MD, ROBERT  E,  KUMC  39TH  6 RAINBOW,  KANSAS  CITY,  66,103 
SPITTLER  MD,LEO  J,  12409  SAYAMORE,  SHAUNEE  MISSION,  6,6.209 
SPRATT  MD, DENNIS  P,  1131  S CLIFTON,  UICHITA,  6,7218 
SPRINGER  MD.MARK  J,  539  N EDUARDS,  WICHITA,  6,7203 
STARKEY  MD, DAVID  J,  630  N PERSHING,  UICHITA,  67200 
STASS-ISERN  MD, MERRILL,  1405  W 50TH  TERR,  KANSAS  CITY,  6.4112 
STEWART  MD, DANIEL  L,  550  N HILLSIDE,  UICHITA,  67214 
STILES  MD, MICHAEL  C,  4730  LIBERTY,  KANSAS  CITY,  6,4112 
STILES  MD.SAMIA  A,  KUMC  39TH  6 RAINBOW,  KANSAS  CITY,  66103 
SUMMERS  MD, LAURIE  K,  1520  N DELL.  ROSE,  UICHITA,  6,7208 
SWARTZ  MD, MARSHA  A,  9341  E SKINNER,  WICHITA,  6,7207 
TACKETT  MD, ROBERT  J,  6,111  OAKUOOB  DR,  UICHITA,  6,7208 

TREMPY  MD, GREGORY  A,  KUMC  39TH  6 RAINBOW  BOX  1011,  KANSAS  CITY,  6,6,103 
TURNER  MD, ROBERT  N,  5424  EDMINISTER,  WICHITA,  67212 
WARD  MD, CYNTHIA  L,  1719  EVERGREEN,  DERBY,  6/03/ 

UATANABE  MD.MASAYO,  CHIlJiREN'S  MERCY  HOSP,  KANSAS  CITY,  6,4100 
WATSON  MD,  RICHARD  L,  524  N ANDUVbR  RD,  ANDOVER,  67002 
UAXMAN  MD, STEVE,  12516  U 85TH  TERR,  SHAUNEE  MISSION,  6,6215 
WEBER  MD, ALICE,  1718  E WATERMAN  i2,  UICHITA,  67211 
WEGNER  MD.MARY  M,  F’O  BOX  829,  TOF’EKA,  66.601 

WEINSTEIN  MD.GARY  L,  10110  U 96TH  TERR,  SHAUNEE  MISSION,  6.6212 
WELCH  MD, KATHRYN  E,  700  S BROADWAY,  LEAVENWORTH,  6,6,048 
UERDER  D 0, STEVEN  F,  1010  N KANSAS,  WICHITA,  67214 

WIENS  MD, JONATHAN  G,  4117  ADAMS  APT  213,  KANSAS  CITY,  66,103 
WIENS  MD.LYNN  A,  8828  WAYNE,  KANSAS  CITY,  64131 
WILES  MD, DENNIS  D,  550  N HILLSIDE,  UICHITA,  67214 
WILLIAMS  MD, RONALD  P,  158  N NEVADA,  UICHITA,  67212 
WILSON  MD,J  WELLS,  550  N HILLSIDE,  UICHITA,  6,7214 

WILSON  MD.LORI  J,  5321  FOXRIDGE  DR  APT  201,  SHAUNEE  MISSION,  66202 

WONG  MD, CURTIS  S F,  130  RIDGEWOOD,  WICHITA,  67200 

WONG  MD, GEORGE  F,  11  W 66TH,  KANSAS  CITY,  64113 

WOODS  MD, DENNIS  D,  7942  BOOTH,  SHAWNEE  MISSION,  66200 

WOODS  MD, GREGORY  A,  RT  2 BOX  114,  OTTAWA,  66,06,7 

WRIGHT  MD,  CHRIST  CIPHER,  246,0  N CHARLOTTE,  UICHITA,  67220 

WRIGHT  MD, TIMOTHY  F,  2804  E 1ST,  WICHITA,  67214 

YOUNG  MD, SHERYL.  L. , 391 H 6 RAINBOW  BOX  853,  KANSAS  CITY,  6,6103 
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ADAMS, MARY  E,  S507  UJ  78TH,  SHAWNEE  MISSION,  66204 
AGUIAR, MARY  C,  948  W 33RD  JERR,  KANSAS  CITY,  6411.1, 

AHNEMANN,  JANET  L. , 4464  FISHER,  KANSAS  CITY,  661.0:5 
AISTRUP,  DRUCE  J,  1017  U 39riH  APT  1,  KANSAS  CITY,  64111 
ALDERMAN, LILLIAN  C,  1928  W 36TH,  KANSAS  CITY,  66103 
ALEXANDER, CHRISTIANE  K,  3570  RAINBOW  *613,  KANSAS  CITY,  66103 
ALLEY-HAY, ROBYN  R,  8404  E LINCOLN,  WICHITA,  67207 
APPLING, J SCOTT,  2911  W 73RD  TERR,  SHAWNEE  MISSION,  66208 
BAILEY, MICHAEL  J,  RT  2,  HALSTEAD,  67056 


BAKEBERG, KATHY  D,  112  CLINTON,  KANSAS  CITY,  64123 
BAKER, JAMES  R,  10230  NALL,  SHAWNEE  MISSION,  66207 

BAMBINI, DANIEL  A,  6563  W FOXRIDGE  DR  *3046,  SHAWNEE  MISSION,  66202 

BANKS, DONALD  E,  4807  BOOTH,  SHAWNEE  MISSION,  66205 

BARE, JANE  E,  7013  LAKE  SHORE  DR,  KANSAS  CITY,  64133 

BASHAM, BRIAN  E,  456  COLJRTLEIGH  DR,  WICHITA,  672 IB 

BAUER, LAIRD  A,  4171  CAMBRIDGE,  KANSAS  CITY,  66103 

BEARCE, SHARON  K,  7677  E 21ST  *1402,  WICHITA,  67206 

BELOOF, GRANT  L,  1631  S WICHITA,  WICHITA,  67213 

BELZ, MICHAEL  K,  14909  W 82ND  TERR,  SHAWNEE  MISSION,  66215 

B£RNTSEN,BERNITA  M,  2509  W 45TH,  KANSAS  CITY,  66103 

BETIIN, BRYCE  D,  1820  S 31ST,  KANSAS  CITY,  66106 

BETTY -NEARY, JANE  M,  9412  ROBINSON,  SHAWNEE  MISSION,  66212 

BIBERSTEIN,GREG  A,  2855  OREGON,  MANHATTAN,  66502 

BLACK, DAOID  L,  4448  FISHER,  KANSAS  CITY,  66103 

BLACKBURN, TIMOTHY  L, , 2831  MCALISTER,  TOPEKA,  66614 

BLAKELEY, SHARON  L,  1004  WILLOW,  OTTAWA,  66067 

BLAKELY, KENT  W,  2243  BRAMBLEWOOD  *1502,  WICHITA,  67226 

BLUME,  GREGORY  M,  1532  NOTTINGHAM,  WICHITA,  67204 

BOGNER,KENT  A,  4144  BOOTH  PL  APT  *7,  KANSAS  CITY,  66103 

BOLAND, KAREN  L,  11  N BOEKE,  KANSAS  CITY,  66101 

BOLING, JAMES  M,  7500  BRIAR,  SHAWNEE  MISSION,  66208 

BOLTON, MARK  E,  935  S LEXINGTON,  WICHITA,  67218 

BORRA, HENRY  M,  7249  EBY  *302,  SHAWNEE  MISSION,  66204 

BOTTERON, GREGORY  W,  4731  WYOMING,  KANSAS  CITY,  64112 

BOTTERON, KELLY  N,  4731  WYOMING,  KANSAS  CITY,  64112 

BOYCE, MARY  C,  3934  BOOTH  APT  *12,  KANSAS  CITY,  99103 

BOYD, HAROLD  D,  5015  ELMWOOD,  KANSAS  CITY,  66106 

BRANDT,MERRILEE  R,  2323  N WOODLAWN  *510,  WICHITA,  67220 

BRAUN, STEOEN  D,  1875  S 31ST,  KANSAS  CITY,  66106 

BRENNER, CYNTHIA  L,  BOX  551  KUMC,  KANSAS  CITY,  66103 


BRENT, CHRISTOPHER  R,  2418  VICTORIA  DR  *7302,  KANSAS  CITY,  66106 

BRINKMAN,  MARK  F,  4107  BOOTH,  KANSAS  CITY,  66103 

BROWN, JEFFERY  C,  7401  SCHOOL,  WICHITA,  67212 

BROUN, MICHELLE  R,  1111  BITTING,  WICHITA,  67203 

BROUN, SF'ENCER  A,  2418  OICTORIA  *7302,  KANSAS  CITY,  66106 

BROUN, TODD  A,  4008  BOOTH,  KANSAS  CITY,  66103 

BRLJEGGER, DANIEL  E,  8205  W 56TH  TERR,  SHAWNEE  MISSION,  66202 

BRUNNER, CHRIS  N,  6536  W 9 1ST  GTE  81,  SHAWNEE  MISSION,  66212 

BUCKINGHAM, ULISA  D,  3107  F’UCKETT,  KANSAS  CITY,  66103 

BURKE, MICHAEL  J,  1450  N FAIRMOUNT,  WICHITA,  67208 

BURNS, LISA  A,  2311  MARTY  *2,  KANSAS  CITY,  66103 

BUSCHMAN,CARLENE  D,  4117  ADAMS  *104,  KANSAS  CITY,  66103 

CABF<Efv-A , ART  R,  3804  BOOTH  *7,  KANSAS  CITY,  66103 

CAMERON, JEFF  W,  3016  FRANCIS  APT  104,  KANSAS  CITY,  66103 

CAMERON, JULIE  F,  3600  STATE  LINE,  KANSAS  CITY,  66103 

CAMPBELL, ELIZABETH  A,  7917  ROSEWOOD,  SHAWNEE  MISSION,  66200 

CARNEY, JENNIFER  R,  1618  N 81ST,  KANSAS  CITY,  66112 

CARNEY, LISA  ANN,  12811  W 88  CIR  *128,  SHAWNEE  MISSION,  66215 

CARRIAGA,MARISA  T,  3404  KARNES,  KANSAS  CITY,  64111 

CARRO,TONY  L,  C/0  BOX  38,  WINFIELD,  67156 

CART Y, RUSSEL  U,  5937  OAK,  KANSAS  CITY,  64113 

CASIDY, SHANNON  L,  3144  WOODOIEU  RIDGE  DR  *102,  KANSAS  CITY,  6. 

CASTEEN,JOHN  A,  3838  RAINBOW  *202,  KANSAS  CITY,  66103 

CASTERLINE, JOHN  B,  1010  APACHE,  WICHITA,  67207 

CATTANEO, JOHN  E,  2925  W 49TH,  WESTWOOD,  66205 

CHALABI, PHILLIP  M,  11814  U 66TH,  SHAWNEE  MISSION,  66203 

CHANG, PETER  S,  2966  FRANCIS  APT  604,  KANSAS  CITY,  66103 

CHERAY, JAMES  A,  9401  U 81,  SHAWNEE  MISSION,  66204 

CHO,STEOE  Y,  3106  EATON,  KANSAS  CITY,  66103 

CHGU,SHIOW-LING,  3838  RAINBOW  *1007,  KANSAS  CITY,  66103 

CHRISTEN5iEN,ERIC  C,  3737  EATON,  KANSAS  CITY,  66103 

CHUNG, CLARA  K,  3805  BOOTH,  KANSAS  CITY,  66103 

CLARK, GORDON  B,  4104  ADAMS,  KANSAS  CITY,  66103 

CLARK, M KATHLEEN,  4117  ADAMS  APT  308,  KANSAS  CITY,  66103 

CLAY, MICHAEL  J,  1263  S SAGEBRUSH  CT , WICHITA,  67230 

COADY,MARY  ANN,  1114  W 49TH/DaWNSTAIRS,  KANSAS  CITY,  64112 

COBB,  JEANNINE  M,  1720  PAFCK  PL,  WICHITA,  67203 

COFFMAN, JENNIFER  A,  3838  RAINBOW  *103,  KANSAS  CITY,  66103 

COHN,L  ELIZABETH,  7100  W 68TH,  SHAWNEE  MISSION,  66204 

COLLINS, DAVID  E,  3519  BROADWAY,  GREAT  BEND,  67530 

COLLINS, JEFFREY  S,  4333  OAK  APT  3,  KANSAS  CITY,  64111 

CONNELL, CHRISTINA  Y,  2217  U 39TH  *2,  KANSAS  CITY,  66103 

CORNELL , KELLEY  M,  3530  RAINBOW  *514,  KANSAS  CITY,  66103 

COX, MARCIA  M,  1985  AMIDON  APT  812,  WICHITA,  67203 

COX, MICHAEL  R,  4449  FRANCIS,  KANSAS  CITY,  66103 

COX, REAGAN  M,  3580  RAINBOW  BLVD  *811,  KANSAS  CITY,  66103 

COZAD, SCOTT  C,  633  NE  42ND  TERR,  KANSAS  CITY,  64116 

CRAMPTON,KARMEL  L,  3570  RAINBOW  *611,  KANSAS  CITY,  66103 

CROSKELL, SARAH  E,  4717  BOOTH,  KANSAS  CITY,  66103 

DADKHAH, NADER,  6114  EL  MONTE,  SHAWNEE  MISSION,  66208 

DANIELS, PATRICIA  W,  4921  GARNETT,  SHAWNEE  MISSION,  66203 

DAVIES, KIMBERLY  M,  3001  S 9TH,  KANSAS  CITY,  66103 

DAVIS, BF<ADLEY  E,  8214  W 101,  SHAWNEE  MISSION,  66212 

DAVIS, MAYLI  L,  4136  BOOTH,  KANSAS  CITY,  66103 

DE  WITT, BARBARA  L,  2913  EATON,  KANSAS  CITY,  66103 

DEPEW, CLIFFORD  S,  932  SPAULDING  *4,  WICHITA,  67203 

DETAR  NEUBERT,LE  ANNE,  F'O  BOX  41,  BONNER  SPRINGS,  66012 

DIAZ, MARIA  L,  4104  FRANCIS,  KANSAS  CITY,  66103 

DICK, CAMERON  R,  1726  CYPRESS  APT  101,  WICHITA,  67207 

DO,  SON  T,  9716  W 49TH  PL,  SHAWNEE  MISSION,  66203 

DOANE,JOHN  FFicEDERICK , 6747  F^AR  LANE  *704,  WICHITA,  67212 

DOBRATZ, DAVID  E,  3822  BOOTH  *2,  KANSAS  CITY,  66103 

DOUGHERTY, WILLI AM  S,  2000  U 36TH,  KANSAS  CITY,  66103 

DUNFIELD,JAY  A,  2460  CHARLOTTE,  WICHITA,  67220 

DWYER,  wJOHN  E,  2417  S 24TH  APT  08204,  KANSAS  CITY,  66106 

DYER, DAVID  S,  6503  FLINT  ST  *202,  SHAWNEE  MISSION,  66203 

EBRAHIMI,KAMILLE  G,  3580  RAINBOW  *822,  KANSAS  CITY,  66103 

£CK,BRYAN  D,  4132  BOOTH,  KANSAS  CITY,  66103 

EDMONDS, MARTA  J,  4620  U 72ND,  SHAWNEE  MISSION,  66208 


EDWARDS, KIMBERLY  K,  RT  1 BOX  965,  BUCYRUS,  66013 

EGE, DAVID  L,  144  N MADISON,  WICHITA,  67214 

EHLY, CHRISTOPHER  J,  5301  LYDIA,  KANSAS  CITY,  64110 

EKENGF\’EN,HUGH  I,  6526  FLINT  APT  105,  SHAWNEE  MISSION,  66203 

ELANGGVAN,SUDHA,  14033  E GILBERT,  WICHITA,  67230 

ELCOCK, DAVID  G,  3518  W 83RD  AF'T  212,  SHAWNEE  MISSION,  66208 

ELLIS, STEVEN  F,  6018  EL  MONTE,  SHAWNEE  MISSION,  66205 

ENGEN,PHIL  L,  2028  CHESTER,  KANSAS  CITY,  66103 

ENNB, STEPHEN  J,  3108  UOODVIEU  RIDGE  *301,  KANSAS  CITY,  66103 

ENOCH  III,DUAF<D  W,  3044  FRAMCOS  *301,  KANSAS  CITY,  66103 

ERDUIEN, BARBARA  A,  3838  RAINBOW  *410,  KANSAS  CITY,  66103 

FAKHOLJRY,MARK,  4332  N CENTRAL,  KANSAS  CITY,  64116 

FANSHIER,SHAWNETTE  L,  4033  SPRINGFIELD,  KANSAS  CITY,  66103 

FAST, GARY  A,  3821  UESTLAUN,  WICHITA,  672»03 

FAST, PAUL  D,  1322  U 40TH,  KANSAS  CITY,  64111 

FEAGINS-ALEXANDER, SHIRLEY  J,  557  S BROADVIEW,  WICHITA,  67218 

FEARON, BRUCE  E,  9630  CHADWICK,  SHAWNEE  MISSION,  66206 

FELIS, ARTHUR  D,  5143  MISSION  RD,  SHAWNEE  MISSION,  66205 

FIELDS, VALERIE  J,  2911  W 73RD  TERR,  SHAWNEE  MISSION,  66208 

FITZPATRICK  HARRIS, PAMELA,  2910  W 49TH  AVE , SHAWNEE  MISSION,  66205 

FLEER, GERALD  K,  1943  LAURENCE  CT,  KANSAS  CITY,  66103 

FLUTY, STEVEN  R,  6920  U 72ND,  SHAWNEE  MISSION,  66204 

FRANK -GEIER, MARY  S,  6025  W 50TH,  SHAWNEE  MISSION,  66202 

FRANK, GEORGE,  3332  E OAKLAND,  WICHITA,  67218 

FRANKLIN, MICHAEL  D,  3913  ADAMS,  KANSAS  CITY,  66103 

FRIESEN, SUSAN  G,  400  W CENTRAL.  *509,  WICHITA,  67203 

FRGGGE, JAMES  M,  3804  BOOTH  *9,  KANSAS  CITY,  66103 

FFs’OST, ELIZABETH  L,  4726  SE  29TH,  TOF'EKA,  66605 

GAMINDE, CYNTHIA  A,  6536  U 91ST  *81,  SHAWNEE  MISSION,  66212 

GARDINER, ROBERT  C,  6315  W 75TH  APT  10,  SHAWNEE  MISSION,  66204 

GARRETT, DALE  G,  3600  RAINBOW  APT  312,  KANSAS  CITY,  66103 

CAST, KRISTIE  L. , 4815  WOODUARB  AVE,  SHAWNEE  MISSION,  66203 

GATSCHET, TIMOTHY  P,  314  COMMERCIAL,  SEDGWICK,  67135 

GAYNES, STUART  M,  2838  EATON,  KANSAS  CITY,  66103 

GEIER, DAVID  L,  3600  RAINBOW  APT  313,  KANSAS  CITY,  66103 

GERNON, CROSBY,  3924  Fs’AINBOW,  KANSAS  CITY,  66103 

GERROND, LINDA  L,  5201  HOWE  DR,  SHAWNEE  MISSION,  66205 

GLEASON, JEFFREY  J,  3806  STATE  LINE,  KANSAS  CITY,  66103 

GLOVER  II, RICHARD  M,  6613  PARK,  SHAWNEE,  66216 

GODWIN, JIM  E,  3820  BOOTH  *11,  KANSAS  CITY,  66103 

GOINS, BONNIE  K,  7632  NORWOOD,  SHAWNEE  MISSION,  66208 

GOLDBERG, JOHN  M,  3242  W 43RD,  KANSAS  CITY,  66103 

GOLDSTEIN, JOYCE,  12062  WEDD,  SHAWNEE  MISSION,  66213 

GORMAN,  JAMES  W,  257  S BATTIN,  WICHITA,  67218 

GRAHAM  JR,  ARNOLD  R,  3824  BOOTH  *12,  KANSAS  CITY,  66103 

GRAHAM, JOHN  D,  3804  BOOTH  *7,  KANSAS  CITY,  66103 

GRANGER, NAT HAN  D,  214  N OLD  MANOR,  WICHITA,  67208 

GRANTHAM, J AARON,  4132  BOOTH,  KANSAS  CITY,  66103 

GRATNY, LINDA  L,  RR  3 BOX  513,  LEAVENWORTH,  66048 

GREENWOOD, MELANIE  A,  1402  BUF<NS,  WICHITA,  67203 

GRELINGER,BART  A,  3609  E KELLOGG  DR,  WICHITA,  67218 

GRIFFITT, WESLEY  E,  4310  FF<ANCIS,  KANSAS  CITY,  66103 

GR.TLLOT,M.[CHAEL  B,  3511  ELMWOOD,  WICHITA,  67218 

GRINAGE,BRAD  D,  3909  BOOTH  *12,  KANSAS  CITY,  66103 

GROSWALD, DOUGLAS  E,  BOX  3419,  KANSAS  CITY,  66103 

HALDEMAN, RICHARD  C,  1712  W 36TH,  KANSAS  CITY,  64111 

HALL, GARY  D,  6910  W 52  PL  APT  lA,  SHAWNEE  MISSION,  66202 

HALL.ING,AMY  C,  3916  SPRINGFIELD,  KANSAS  CITY,  66103 

HALLING, KEVIN  C,  3916  SPRINGFIELD,  KANSAS  CITY,  66103 

HALVORSON  BEESLEY , KARI  J,  3035  PUCKETT  RD  AF-'T  36,  KANSAS  CITY,  66103-1 

HAMPEL, JEFF  A,  3332  E OAKLAND,  WICHITA,  67218 

HAMPEL, KEVIN  G,  2632  S MEAD,  WICHITA,  67216 

HANSON, ROBERT  L,  6202  ONEIDA,  WICHITA,  67208 

HARDY, BRADFORD  R,  701.2  COTTONWOOD,  SHAWNEE  M.ISSION,  66216 

HARRINOrON,ELA.[NE  M,  5737  AYESBURY  C.IR,  WICH.ITA,  67220 

HAVERKAMP,KENT  D,  2330  N OLIVER,  WICHITA,  67220 

HAYES, KATHRYN  R,  110  E 58TH,  KANSAS  CITY,  6411.3 

HEATON, KEITH  M,  1037  U 38TH,  KANSAS  CITY,  64.111 

HE , T r,.. JOSEPH  A,  4319  BELL,  KANSAS  CITY,  64111 

HELENA, WESLEY  D,  1931  W L.AURENCE  CT,  KANSAS  CITY,  66103 

HEI...I...ER,  DEANNA  I...,  5033  OLFiNWOOB  8,  SHAWNEE  MISSION,  66202 

HELM,i:iOUGLAS  S,  6568  U 51ST,  SHAWNEE  MISSION,  66202 

HENDERSON, BRYAN  K,  3530  RAINBOW  *525,  KANSAS  CITY,  66103 

HENRY, ROBERT  M,  5011  PAWNEE,  SHAWNEE  MISSION,  66205 

HENSON, STEVEN  R,  608  RANDOM  RD , HESSTGN,  67062 

HERSH,  CHRISTOPHER  K.  4901  BROADMOOR,  #84,  66202 

HICKERT, MAUREEN  C,  505  N ROCK  RD  *410,  WICHITA,  67206 

HILL YER, JON  F,  MED  STU  BOX  310  39TH  ^ RAINBOW,  KANSAS  CITY,  66103 

HINSHAU, DARLA  J,  2613  ESSEX,  KANSAS  CITY,  66103 

HOLDEN, JILL  K,  11188  DENSON,  SHAWNEE  MISSION,  66210 

HOLST  RUM, STACY  J,  1602  N TERR,  WICHITA,  67208 

HON, DAVID  E,  803  N SHERIDAN  STE  1901,  WICHITA,  67203 

HOPPOCK, KEVIN  C,  1214  S PERSHING,  WICHITA,  67218 

HORNER,  JII..L.I  AN  E,  4443  SPRINGFIELD,  KANSAS  CITY,  66103 

HORTON, GREG  A,  4105  ADAMS,  KANSAS  CITY,  66103 

HOURIGAN, RICHARD  J,  8421  WAFU*  PKWY , KANSAS  CITY,  64114 

HGUe...L,STEVEN  J,  621  S IDA,  WICHITA,  67211 

HRABIK, BRENT  A,  6206  CF\‘AIG,  SFIAUNEE  MISSION,  66202 

HUDGINS, MARK  A,  4415  FRANCIS,  KANSAS  CITY,  66103 

HUGHES, STEVEN,  4327  WYOMING,  KANSAS  CITY,  64111 

HUNNINGHAKE, DENISE  A,  2201  U 42ND,  KANSAS  CITY,  66103 

HUNT, BRIAN  J,  3828  BOOTH  *6,  KANSAS  CITY,  66103 

HURLBUT, KEVIN  M,  16847  W 68TH  #292,  SHAWNEE  MISSION,  66217 

HUTCHISON, SCOT  M,  4462  FFiTANCIS,  KANSAS  CITY,  66103 

HUTZENBUHLER, ANGELA  N,  3901  BOOTH  NO  7,  KANSAS  CITY,  66103 

IMLAY, BRIAN,  3630  BELL,  KANSAS  CITY,  64111 

ISAAC, STEVEN  R,  2966  FRANCIS  APT  304,  KANSAS  CITY,  66103 

JAEGER- CAMF'BEL.L  , MARY  G,  1554  N PINECREST,  WICHITA,  6720B 

JANSSEN, KATHERINE  L,  1157  S WEBB  *1815,  WICHITA,  67207 

JENAB,JOHN,  6654  rfi:OOST  F^•QCKHIL.L.  MED  F’LAZA,  KANSAS  CITY,  64131 

JENKINS, DE  ANN  R,  1430  N SALINA,  WICHITA,  67203 

JENSEN  JR, JOHN  T,  505  N ROCK  RD  *107,  WICHITA,  67206 

JOHNSON, BRIAN  A,  3808  BOOTH  APT  9,  KANSAS  CITY,  66103 

JOHNSON, LINDA  M,  8905  MOHAWK  L.N,  SHAWNEE  MISSION,  66206 

JOHNSON, PERRY  J,  1920  W 37TH,  KANSAS  CITY,  66103 

JOHNSON, REBECCA  L,  2509  W 45TH,  KANSAS  CITY,  66103 

JOHNSON, ROBERT  C,  2525  W 38TH  *1A,  KANSAS  CITY,  66103 

J0F1NST0N, VINCENT  B,  4808  MISSION  F^’B,  SHAWNEE  MISSION,  66205 

JONES, MARGARET  M,  3602  RAINBOW,  KANSAS  CITY,  66103 
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JORIiAN, JANET  C,  617  E 72ND  TERR,  KANE5AS  C.TTY,  64131. 

JO‘3LIN,CHARL,TE  G,  3103  BARNETT  APT  C,  KANSAS  C.ITY,  661.02 

JUNG,S.TMC)N  C:Y,  8l7r;9  OOC)IiARi:i , SHAWNEE  MISS.TDN,  66214 

KAtGH,JGDI,  PG  BGX  1540,  WIGHITA,  67201 

KALIN, C.TNDI  A,  10605  U 61ST,  SHAWNEE  M.TSS.TDN,  66203 

KALIOAS,L.INBA  L,  12300  PAWNEE  I..N,  SHAWNEE  MISSION,  66209 

KASTER, STEVEN  B,  1033  W 3S1H,  KANSAS  C.1TY,  64111 

KAUER, CURTIS  B,  4174  CAMBRIBGE,  KANSAS  CITY,  66103 

KELLEY, MARSHALL  B,  10111  W S6TH  TERR,  SHAWNEE  MISSION,  66212 

KELLY, JIM,  612  W 66TH,  KANSAS  CITY,  64113 

KENAGY, ROBERT  S,  642  SYLVAN,  WICHITA,  6721 B 

KERBY, GWENDOLYN  S,  5712  BUENA  VISTA,  SHAWNEE  MISSION,  66205 
KERWIN, MERRITT  M,  2606  W 50TH  TERR,  SHAWNEE  MISSION,  66205 
KILLEN, DARREN  E,  3S2B  BOOTH  APT  2,  KANSAS  CITY,  66103 
KIM,SUCHA,  1705  BELAIR  BR , JUNCl ION  CITY,  66441 
KIMPLE,KRIS  G,  2000  S ESTELLE,  WICHITA,  67211 
KIMURA,LYLA  S,  3504  U BSTH,  SHAWNEE  MISS.TON,  66206 
KIMURA, STEPHEN  H,  3504  W BSTH,  SHAWNEE  MISSION,  66206 
KINDRED, BRIAN  C,  4130  N 37TH  TERR,  SHAWNEE  MISSION,  66103 
KING, BRADLEY  S,  2330  N OLIVER  #115,  WICHITA,  67220 
KING, TERESA  M,  1551  N 85TH  FL,  KANSAS  CITY,  66.112 
KIRCHNER, LAURA  L,  3038  RAINBOW  APT  200,  KANSAS  CITY,  66103 
KIRK, JOHN  M,  4411  FRANCIS,  KANSAS  C.ITY,  66103 
KOERPER,KARL,  4920  BELL,  KANSAS  CITY,  64112 
KORnONOWY,RAYMONi;i  W,  1717  S 31ST  #B,  KANSAS  CITY,  66106 
KOSTER,KIM  R,  5525  HORTON,  SHAWNEE  M.TSSION,  66202 
KRATZ, DONALD  P,  302  N DDGKSIDEE,  WICHITA,  67200 
KUBIN, SUSAN  D,  411  S CHAUTAUOUA,  WICHITA,  67211 
KUMMER, ANTHONY  J,  0047  KENWOOD,  KANSAS  C.ITY,  64131 

KUAPISZESKI, BRADLEY  R,  1100  COUNTY  LINE  BLBG  12  - 20,  KANSAS  CITY, 
LASNIER, JOSEF'H  M,  2000  W 36TH,  KANSAS  CITY,  66103 
LAUER, DAVID  K,  526  S ROBIN  RB,  WICHITA,  67209 
LAWHEAD,JEFF  B,  100  E MAIN,  OSAWA TOMIE , 66064 
LEAR, REX  V,  5700  MAINSGATE  STE  2106,  WICHITA,  67220 
LESSIN, DIANNA  L. , 3821  WYOMING,  KANSAS  CITY,  64111 
LETOURNEAU,EDWARD  N,  5070  SKYLINE  DR,  SHAWNEE  MISSION,  66205 
LEVINE, EDGAR  M,  2605  ESSEX,  KANSAS  CITY,  66103 
LI BEL, ROY,  2710  W 5 1ST  TER,  SHAWNEE  MISSION,  66205 
EIGHTY, DAN  M,  6412  W 77TH  TERR,  SHAWNEE  MISS.ION,  66204 
LILLICH, MAUREEN  A,  5046  CLARK  DR,  SHAWNEE  MISSION,  66205 
L.INDS>TROM,LORI  A,  4100  WYOM.ING,  KANSAS  CITY,  64111 
LOCKE , KELLY  T,  RT  1 BOX  153,  HAYS,  67601 
L.ONEY,PAUL  B,  1624  S MISSION,  WICHITA,  67207 
LONG, TERESA  D,  4417  JARBOE,  KANSAS  CITY,  64111 
LOPEZ, MARIA  I,  4104  FRANCIS,  KANSAS  CITY,  66103 
LORSBACH, ROBERT  B,  18050  S WEAVERLY  RD,  GARDNER,  66030 
L.ORTZ,F’HILIP  W,  3628  SPRINGFIELD,  KANSAS  CITY,  66103 
LOVETT, BRENT  R,  637  E 62ND,  KANSAS  CITY,  64110 
LUALLIN, SCOTT  R,  4907  BROADMOOR  #94,  SHAWNEE  MISSION,  66202 
LUBETICH  JR, JOHN  F,  15541  W BIST,  SHAWNEE  MISSION,  66219 
LUCAS, EDDY  D,  3629  GILl.HAM  RD  #16,  KANSAS  CITY,  64111 
LUELLEN, DONNA  L,  6319  ASM,  SHAWNEE  MISSION,  66200 
MADISON, RANDALL  U,  7711  GARNETT,  SiHAWNEE  MISSION,  66215 
MADRIGAL, MARILU,  3580  RAINBOW  #821,  KANSAS  CITY,  66103 
MARGOLIS , MICHAEL  T,  7430  BEVERLY,  SHAWNEE  MISSION,  66204 
MARSHALL, STEPHEN  R,  1157  S WEBB  STE  2116,  WICHITA,  67207 
MARTINEZ  MD,JDSE  A,  3044  FRANCIS  APT  304,  KANSAS  CITY,  66103 
MATZEN,TED  A,  10215  W BOTH  #204,  SHAWNEE  MISSION,  66204 
MAUCH, WILLIAM  D,  3530  RAINBOW  #522,  KANSAS  CITY,  66103 
MAVEC, JAMES  A,  4467  BOOTH,  KANSAS  C.ITY,  66103 
MCGREGOR , PATRICK  E,  3929  WYOMING,  KANSAS  CITY,  64111 
MCHENRY , TERESSA  J,  3609  KELLOG  DR,  WICHITA,  67210 
MCKINLEY, DOUGLAS  L , 5733  HAUSER,  SHAWNEE  MISSION,  66212 
MCOUITTY, CHRISTOPHER  K,  1922  W 37TH,  KANSAS  CITY,  66103 
MCUUITTY, DWAYNE  A,  3824  BOOTH  APT  #10,  KANSAS  CITY,  66103 
MEEKS,  MARK  A,  2404  W 30 TH  APT  3,  KANSAS  CITY,  66103 
MEIER, PATRICIA  A,  3009  SCHRADER,  WICHITA,  67211 
MELEAN, PATTY  A,  2311  MARTY  APT  #2,  KANSAS  CITY,  66103 
MELHAM, THOMAS  J,  3540  RAINBOW  #324,  KANSAS  CITY,  66103 
MELROSE, ZIANA  A,  5027  BUENA  VISTA,  SHAWNEE  MISSION,  66205 
MENNINGER, BRENT  0,  4147  CAMBRIDGE,  KANSAS  CITY,  66103 
MENZIE,LISA  D,  4161  CAMBRIDGE,  KANSAS  CITY,  661,03 
MERTFIELD,CHRISTnF'Ht“;R  D,  7405  BELINDER,  SHAWNEE  MISSION,  6620B 
METZ, BRIAN  A,  4134  EATON  #3,  KANSAS  CITY,  66103 
MEYER, MARK  C,  3737  EATON,  KANSAS  CITY,  66103 
MICHAELLE,CARA,  2600  U 4 3RD,  KANSAS  CITY,  66103 
MILLER, DAVID  A,  3722  WYOMING  #4,  KANSAS  CITY,  64111 
MILLS, CRAIG  G,  2007  FEDERAL.,  KANSAS  CITY,  66103 
' MITCHELL  MD,SUE  M,  1019  W 38TH,  KANSAS  CITY,  64111 
MITCHELL , DEANNA  SUE,  PO  BGX  154,  LACYGNE,  66040 
i MODEL.L, ELLEN  M,  5210  W 69TH,  SHAWNEE  MISSION,  66200 
! MONTERO  JR, CARLOS,  3731  EATON,  KANSAS  CITY,  66103 
i MOORE , Fv'DBERT  M,  3737  EAION,  KANSAS  CITY,  66103 
MOORE, THOMAS  A,  7439  TANOLEWOOD , WICHITA,  67206 
I MORGAN, MICHAEL  C,  10216  DAKRIDGE  DR,  SHAWNEE  MISSION,  66212 
I MOROAN, MITCH  A,  1330  N PERRY  #3,  WICHITA,  67204 
j MOYES, ANDREW  L,  5101  MISSION,  SHAWNEE  MISSION,  66205 
MUKERJEE,SANDEEP,  3905  SPRINGFIELD , KANSAS  CITY,  66103 
MURPHY, TIMOTHY  P,  4176  EAION,  KANSAS  CITY,  66103 
MURI-HY, WILLIAM  R,  7945  FALMOUTH,  SHAWNEE  MISSION,  66200 
NADER, DADKAH,  6114  EL  MONTE,  SHAWNEE  MISSION,  66208 
NAOLE, KEITH  J,  3730  BELL,  KANSAS  CITY,  64111 
NElSON,BF<ENDA  S,  4143  CAMBRIDGE,  KANSAS  CITY,  66103 
NELSON , CHAFi:LES  G,  7217  BEVERLY,  SHAWNEE  MISSION,  66204 
NELSON, MARIAN  K,  1215  4TH,  CLAY  CENTER,  67432 

NELSON, MARK  THEODORE , 3030  RAINBOW  APT  404,  KANSAS  CITY,  66103 
NELSON, NANCY  A,  1123  HIGHLAND  DR,  CONCORDIA,  66901 
NEUBAl.JER,  MARCUS  A,  4907  BROADMOOR  #94,  SHAWNEE  MISSION,  66202 
NEUFELD, BRENDA  G,  1210  LUTHER,  EMF'ORIA,  66801 
NEWMAN, MARK  A,  6901  W 52ND  PL  APT  lA,  SHAWNEE  MISSION,  66202 
NEWTH, ROBERT  C,  7656  tTU.ONIAL  UR,  SHAWNEE  MISSION,  66208 
NGUYEN, KHANH  X,  4114  BOOTH  ST  FL , KANSAS  CITY,  66103 
, NIGH, STEPHEN  S,  4700  W 66TH,  SHAWNEE  M.TSSION,  66208 
NOI...LA,LORATNE  L BROWN,  915  N CRESIWAY,  WICHITA,  67200 
NOFs'MAN, BENJAMIN  R,  102  MIAMI,  BUFJ.INGTDN,  66839 
NUNLEY, PIEIa’CE  B,  3921  BELL,  KANSAS  CITY,  64111 
OM>ONNEl.l.,JANAT  E,  32  NUFCF  OL,  K , WICHITA,  67208 
OEHME, STEPHEN  F,  4440  CAMBRIDGE,  KANSAS  CITY,  66103 
CU. SEN, TIMOTHY  W,  39TH  6 RAINBOW  BOX  414,  KANSAS  CITY,  66103 
OLSON, INGER  I... , 3934  BOOTH  #12,  KANSAS  CITY,  66103 
ONG, CATHERINE  M,  6001  W 90TH  TERR,  SHAWNEE  MISSION,  66207 
OSIL, KEVIN  J,  1037  W 30TH,  KANSAS  CITY,  64111 

OTI  INGER, CHRISTOF>HER  M,  3838  RAINBOW  APT  204,  KANSAS  CITY,  66103 
OVERFIEI..B,A  SCOTT,  8232  PERRY,  SHAWNEE  MISSION,  66204 
OWEN,MEDGE  D,  804  7 KENWOOD,  KANSAS  C.ITY,  64131 


OWENS  JR, WILLIAM  S,  5112  W 111TH  TERR,  SHAWNEE  MISSION,  66211 
OYLER,  JONATHAN  M,  F’D  BOX  593,  WELLSVIl.l.E,  66092 
PAIGE, ANGEL. A A,  7504  CODY  #12,  SHAWNEE  MISSION,  66214 
F'ALMER,  APRIL.  L. , 4104  FFvANCIS,  KANSAS  CITY,  66103 
PARAMORE,  DEANNA  S,  13910  W 47IH  TEF^R,  SHAWNEE  MISSION,  66216 
F-ARKER, JAMES  A,  1712  W 36TH,  KANSAS  CITY,  64111 
PARKS, JON  C,  505  N ROCK  #010,  WICHITA,  67206 
PARSONS, JUL IE  A,  7048  E KELLOGG  #F , WICHITA,  67207 
PATRON,RTCARriO  E,  3900  BOOTH  #9,  KANSAS  CITY,  66103 
PATRON,RUF  TNO  B,  1945  N ROCK  RD  #13.19,  WICHITA,  67206 
PAl.JL, DAVID  M,  1726  S CYPRESS  APT  101,  WICHITA,  67207 
PAULS, DAVID  G,  2728  W 17TH,  WICHITA,  67203 
PAULS, SCOTT  W,  3123  WYANDOTTE  CIR  #D,  KANSAS  CITY,  66106 
PENA, ALEJANDRO  J,  3731  EATON,  KANSAS  CITY,  66103 
F:'ENG,ANGELA  S,  3602  R'AINBOW  APT  307,  KANSAS  CITY,  66103 
F’ENN,CHRIBTOF’HER  C,  211  N BAT'IIN,  WICHITA,  67.208 
PETERS,  CHRIS  T0PHF;;R  C,  3030  RAINBOW  APT  909,  KANSAS  CITY,  66103 
F'ETERSEN,MAFn'K  I,  RT  1 BOX  384  E,  BONNER  SPRING,  66012 
PINKERTON,I...YNNE  E,  1014  N EDGEMOOR,  WICHITA,  67200 
PINKHAM, CHRIS  M,  1002  W 11ST  #1W,  KANSAS  CITY,  64111 
PLUMB, RENEE  I... , 4400  ADAMS,  KANSAS  CITY,  66103 
F'ODFs'EBARAC, FRANCIS  A,  5101  RIGGS,  SHAWNEE  MTSSION,  66202 
PODR’EBARAC, PIERRE,  4132  BOOTH  SE,  KANSAS  CITY,  66103 
F'DKURNY,  JOHN  C , 3020  BOOTH  #11,  KANSAS  CITY,  66103 
POLICH,  ANN  I..,  6902  W 50TH  PL  APT  A4,  SHAWNEE  MISSION,  66202 
F'Oai.E, EDWARD  C,  2745  N B7TH,  KANSAS  CITY,  66109 
PORTER, SCOTT  W,  4144  BOOTH  FL  #7,  KANSAS  CITY,  66103 
PRUITT , DAVID  E,  3920  BOOTH,  KANSAS  CITY,  66103 
RAMOS, DAVID  E,  1017  W 39 TH  #1,  KANSAS  CITY,  64111 
66103  RANDALL,  JEFFREY  C,  5407  W 71  ST  TEFs'R , SHAWNEE  MISSION,  66208 
RANK  fN, KRISTIN,  3570  RA.TNBOW  APT  611,  KANSAS  CITY,  66103 
RASMUSSEN, MARK  R,  10304  WF:;NUNGA  , SHAWNEE  MISSION,  66206 
RAUSCH, MICHAEL  A,  1525  N WACO,  WICHITA,  67203 
REDDY, DEENA  M,  7329  OXFORD  C'T  , W.TCHITA,  67226 
REEIH--;Fv- , S>TFPHIi;: N M,  '7506  LAMAR  #50,  BHAWNF^E  MISS. TON,  6620L1 
Fs'EGEHR,RANDA)...L  S,  3540  RAINBOW  #317,  KANSAS  CITY,  66103 
REICHENBERGER,RONALi:i  J,  501  S SI.IMMT  T LAWN,  WICHITA,  67209 
REJ:SWIG,GARY  W,  4I31  ADAMS,  KANSAS  CITY,  7>6103 
R'EISWIG,  JEFFREY  SCOTT,  2004  WESTFIELD,  WICHITA,  67212 
RETSZ,r:ni..l.EEN  C,  2220  W 7 1ST,  SHAWNEE  MISSION,  66208 
RET  TELE, GARRICK  A,  3735  BOOTH  APT  #1,  KANSAS  CITY,  66103 
F'.'EUSSNER , l..t:E  A,  3915  BOOTH  #12,  KANSAS  CITY,  66103 
R'EYNOLDS,MIKE  G,  5426  E 3RD,  WICHITA,  67200 
RHODES  I.T, ROBERT  J,  3608  W 84TH,  SHAWNEE  MISSION,  66208 
RICE, DAVID  B,  374 7 CAMBRIDGE  APT  #1,  KANSAS  CITY,  66103 
R.TCE,F<ANDAL.l.  B,  1919  F'EDEFs'AL , KANSAS  CITY,  66103 
RICH,  GARY  L,  3905  SPRINGF.(;ELD  , KANSAS  CITY,  66103 
RICHARDSON, CURT  IS  J,  005  N lOTH,  MARYSVILLE,  66508 
RIEDEL, SHAUN  M,  6865  W 51ST  TERR  #20,  SHAWNEE  MISSION,  66202 
RIESENMY,BFCAND0N  D,  5538  Fi:EEDS , SHAWNEE  MISSION,  66202 
RING, KEVIN  F,  5933  EL.MONT,  SHAWNEE  MISSION,  66205 
RISENHOOVER, EDDIE  D,  5100  FOXRIDGE  #1714,  SHAWNEE  MISSION,  66202 
ROBERSON,  CHERYL  L , 4122  BROOKS,  WICHITA,  67220 
F^’OBINSON, RICHARD  K,  2904  W 46TH,  KANSAS  CITY,  66103 
RODR.rOl.lEZ,BEATRIZ  M,  550  U CENTRAL,  WICHITA,  67203 
ROMEF\’EIM,MARK  E,  5011  U 57TH  TERR,  SHAWNEE  MISSION,  66205 
RONSICK, STEVEN  0,  8400  HEDGES,  KANSAS  CITY,  64130 
ROY, RISE  J,  2316  SW  MAYF  AIR  PL,  TOF'EKA,  66611 
RUHl, CONSTANCE  E,  3711  GENEBSEE  APT  2,  KANSAS  CITY,  64111 
RUPP, JAMES  CLARKE,  4146  BOOTH  PL  AF'T  B12,  KANSAS  CITY,  66103 
RUTHF-RFT3RD,MAFi;K  A,  5005  WALMER,  SHAWNFE  MTSSION,  66202 
SACKJJOSEF'H  M,  1704  W 32ND  NORTH,  WICHITA,  67204 
SANDENO, CRAIG  A,  10046  FTOSEHILL,  SHAWNEE  MISSION,  66215 
SANDERS, JAMES  E,  3725  STATE  l.INE,  KANSAS  CITY,  61111 
SANDERS, KARL  A,  1019  U 30 TH  #3,  KANSAS  CITY,  64111 
SANDNESS, KATHLEEN  M,  2520  W 46TH,  KANSAS  CITY,  66103 
SCAMMAN,AMY  C,  3020  BOOTH  #9,  KANSAS  CITY,  66103 
SCANL..AN,MARK  R,  2903  W 12ND  APT  8,  KANSAS  CITY,  66103 
SCHEFFER,F;:USSEL.L.  E,  6333  STATE  LINE  RD,  KANSAS  CITY,  64II1 
Sr:HlOESSER,ANNE  C,  1914  WARNER  CT , TOPEKA,  66604 
SCHMIDT ,KENLEY  D,  915  N BELMONT,  WICHITA,  67208 
SCHMIDT, MART Y L , 1023  VERDA,  WICHITA,  67203 

SCHOWENGERDT,ANBREU  W,  3934  BOOTH  APT  1,  KANSAS  CITY,  66103 
SCHOUENGEF<DT, DANIEL.  B,  921  N BATTIN,  WICHITA,  67208 
SCHROEBER, PATRICK  L,  921.  BATTIN,  WICHITA,  67208 

sc:hrof'f,oregofcy  3715  (:;ambft).i:ige,  Kansas  cti;ty,  66103 

SCHI.JI.Z,  THOMAS  K,  2934  FTWICTS  APT  101,  KANSAS  CITY,  66103 

BCHUYl..ER,GF^-EGG  T,  3807  BOOTH,  KANSAS  CITY,  66103 

SCHWF'RBTFEGER,  DEBRA  J,  6811  F’ARK,  SHAWNEE  MISSION,  66216 

SCROGGJE, DANIEL  J,  3009  SCHRADER,  WICHITA,  67211 

SEIDEL, DONALD  R,  550  NIMS  BLVD  APT  239,  WICHITA,  67203 

SEIFERT, EARNEST  D,  1945  N ROCK  RD  #1105,  WICHITA,  67206 

SEL.IGSON, MICHAEL  S,  3044  FRANCIS,  KANSAS  CITY,  7>6103 

SERRANO, ERIC  R,  2812  W 43ITD  APT  #1,  KANSAS  CITY,  66103 

SHAVER, TIM,  1129  S TER’RACE,  WICHITA,  67218 

SHAW, JAMES  M,  8530  OVERBROOK , WICHITA,  67206 

SHAW,  PAMELA  K,  9909  W 49TH  F'L , SHAWNEE  MISSION,  66203 

SHEEHAN, MAUFs'EEN  H,  3504  W 85,  SHAWNEE  MISSION,  66206 

SHELL, JOHN  R,  5311  FOXRIDGE  DR  APT  #102,  SHAWNEE  MISSION,  66202 

SFIEF’ARD,E;HELLEY  M,  190B  FEDERAL,  KANSAS  CITY,  66103 

SHER, SCOTT  I,  4146  STATE  LINE,  KANSAS  CITY,  7>6103 

SHERBON,MARY  I DU,  1000  CHESTNUT,  DERBY,  67037 

SHERMAN, DENISE  I,  2966  FRANCIS  #301,  KANSAS  CITY,  66103 

SHULMAN, NANCY  S,  3611  WYANDOTTE,  KANSAS  CITY,  61111 

SHUMARB, CRAIG  J,  4915  E GILBERT,  WICHITA,  67210 

SIMMONS, MICHAFT.  R,  6632  FLOYD,  SHAWNEE  MISSION,  66202 

SIMOES  DE  CARVALHO, VICTOR,  3932  ADAMS  APT  24,  KANSAS  CITY,  66103 

SIMONY- SCOl.nFSKY,M  ANN,  5020  SOUTHRIDGE,  SHAWNEE  M.TSSION,  66205 

SMF  Tt  I, MICHAEL  L,  3932  ADAMS  #10,  KANSAS  CITY,  66103 

SMITH, VALDA  L,  OLATHE  6 RAINBOW  RM  267,  KANSAS  CITY,  66103 

SMITH, WILLIAM  E,  0405  U CENTRAL  #1003,  WICHITA,  67212 

SNIDER, BRUCE  B,  4464  FISHER,  KANSAS  CITY,  66103 

SNIDER,. .JOHN  h,  4016  BOOTH,  KANSAS  CITY,  66103 

SNYDER, JUL IE,  3739  CAMBRIDGE,  KANSAS  CITY,  66103 

SPIL.KER, CYNTHIA  A,  4136  BOO  TH,  KANSAS  CITY,  66103 

SPRADLIN, MICHAEL  L , 4928  ADAMS,  SHAWNEE  MISSION,  66205 

STANLEY, BRAD  K,  0337  PARALLEL,  KANSAS  CITY,  661 12 

STANI..EY, KENNETH  E,  6909  S'TONEGATE  L.N,  WICHITA,  67206 

STARR, STEVEN  K,  2204  W 71 ST  TERR,  SHAWNEE  MISSION,  66200 

ST AUDACHER , T I MOTH Y P,  2942  EATON,  KANSAS  CITY,  66103 

STECHSCHULTE  JR, DANIEL  J,  391:1  ADAMS , KANSAS  CITY,  66103 

STEEVES, KIMBERLY  J,  2201  W 42ND  1ST  FL,  KANSAS  CITY,  66103 

STfe.tNBEROER ,CRISI  .tNE  C,  5313  REEDS  RD,  SHAWNEE  MISSION,  66202 

STEF 'HENS, THAD  A,  9915  WL SI  GATE  LN,  SHAWNEE  MISSION,  66215 

STESKAI..,  JOHN  J,  1731  ALABAMA,  LAWRENCE,  66044 
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Bi;i:G(;ir,KE;VIN  U,  7*27  E 37  N !5:2708,  UI.TCHITA,  A7226 
STINGO, ANDREW  J,  G708  Ul  1.6401,  STIUJELL,  66085 
STOKES,  JEFFREY  R,  ,1.100  OOUNrY  LINE  12-15,  KANSAS  CITY,  66103 
STONE, CHRIS  D,  3026  S aiH,  KANSAS  CITY,  66103 
STRONG, DFv'AULE:Y  Ul,  1206  UULLOU,  OLATHE,  66061 
STUBLER, DANIEL  K,  3942  ADAMS  APT  17,  KANSAS  CTIY,  66103 
STUEOER, KEVIN  J,  4603  BELL,  KANSAS  CITY,  64112 
STl.JRGEON,  JOHN  B,  5217  NEWTON,  SHAWNEE  MISSION,  66202 
SUTTON, JEFFREY  J,  4449  FRANCIS,  KANSAS  CITY,  66103 
SWEAZY,SCOrT  M,  5010  GLENWOOB  ^S21 , SHAWNEE  MISSION,  66202 
SWEET, L.EIGHION  J,  930  N BROA.DWAY  S4,  WICHITA,  67214 
TALBERUTIMOrUY  C,  900  N WACO  APT  B 104,  WICHITA,  67203 
TAPHDRN,ANN  M,  19B5  AMIDON  APT  8.12,  WICHITA,  67203 
TARANTINO, CELESTE  A,  8354  METCALF,  SHAWNEE  MISSION,  66212 
TEETER,  CAFv’OI.YN  NAN,  5343  Fv'EEDS  RB , SITAWNEE  MISSION,  66202 
TEET'ER,MAF<II...YN  A,  7505  W 101  rEI'i:R , SHAWNFIE  MISSION,  66212 
TETER, KENNETH  E,  128  S ESTELLE,  WICHITA,  67211 
THAI,VINH  0,  2966  FRANCIS  ^!l=302,  KANSAS  CITY,  66103 
II  lOMAS, STANLEY  M,  6202  ROBINSON  J4,  SHAWNEE  MISSION,  66211 
mORNTON  III  ,F(;)XHAI...I...  P,  8536  BENSON,  SHAWNEE  MISSION,  66212 
IIP'TONtKYLE  M,  4144  BOOTH  PI...  ^S-7,  KANSAS  CITY,  66103 
TQNKOWICZ, PATRICIA  A,  5811  ANTIOCH,  SHAWNEE  MISSION,  66202. 
TRIMMER, KENNETH  J,  8 78  S CHAUTAUOUA , WKWITA,  67211 
TROWBRIBGE, DENISE  R,  1309  E 154,  OLATHE,  66062 
TRYGG, KELLY  A,  3808  RAINBOW  ■S:212,  KANSAS  CITY,  66103 
TSEN, ANDREW  C,  4449  FRANCES , KANSAS  CITY,  66103 
TTOF  I ,C;HRIST0FTIER  S,  3828  BOOTH  T!=3,  KANSAS  CITY,  66103 
rURKLE, JANET  K,  506  RI VERDALE , MUI..VANE,  67110 

UNRUH-  BLAKELY, LINDA  SUE,  2243  BRAMBLEWOOD  IH502,  WICHITA,  67226 

VAN  BE  VEER, SCOTT  M,  1322  W 40TH,  KANSAS  CITY,  64111 

VASUDEVAN,GOPI , 5742  AYESBURY  CIR,  WICHITA,  67220 

VEAL,  M KATHRYN,  7504  LUCILLE  *6,  SHAWNEE  MISSION,  66214 

VILE, SHELDON  B,  8341  BRIAR,  SHAWNEE  MISSION,  6620 7 

VOGELSANG, PAMELA  J,  1019  W 38 TH , KANSAS  CITY,  64111 

VORAN, DAVID  A,  8629  RILEY,  SHAWNEE  MISSION,  66212 


WALKER, ANDY  E,  3617  CAMBRIDGE,  KANSAS  CITY,  66103 
WARD, WENDY  L,  14050  SWITZER,  SHAWNEE  MISSION,  66221 
WATTERS, AARON  T,  5715  HORTON,  SHAWNEE  MISSION,  66202 
WEIS, MARK  S,  3044  FF^'ANCIS  *303,  KANSAS  CITY,  66103 
WEISI  IAAR,PAUL  D,  2259  S TERRACE,  WICHITA,  67218 

w[-:lch,wade  b,  4125  Thompson  apt  3,  kansas  city,  66103 

WELI ,.EMEYER,MARK  L,  228  S GLENDALE,  WICHITA,  67218 

WELLING, PAUL  A,  6105  W 54  TERR,  SHAWNEE  MISSION,  66202 

WENBELBURG, BLAKE  E,  4412  STATE  LINE  RD,  KANSAS  CITY,  66103 

WENGER,  CHARLES  B,  3744  BOOTH  S--6,  KANSAS  CITY,  66103 

WETZEI.  ,MARK  D,  4172  CAMBRIDGE,  KANSAS  CITY,  66103 

WETZEI..., ORVILLE  R,  2330  N OLIVER  API  220,  WICHITA,  67220 

WEYDERTJJGY  A,  4134  EATON,  KANSAS  CITY,  66103 

WHITELY,  FVANDCILF-H  N,  19  S 58TH,  KANSAS  CITY,  66102 

WIENS, TIMOTHY  K,  510  SE  2ND  ST,  NEWTON,  67114 

WILLCOX, JAMES  A,  4326  MISSION  FcD  *13,  KANSAS  CITY,  66103 

WILLIAMS, CARL  M,  6910  W 52  PL  APT  lA,  SHAWNEE  MISSION,  66202 

WILLIAMS, MICHAEL  K,  6119  W 56TH,  SHAWNEE  MISSION,  66202 

WII..I...IAMS,TERI  L,  1319  VALENTINE  RD  APT  8E,  KANSAS  CITY,  64111 
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Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  &Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatnnent 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D, 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 
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New  this  year 


One  more  reason  to  join 
the  AM  A 


Special  benefit  packages  available  with 
1988  membership 

A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 


mation and  education 
designed  to  enhance  your 
practice,  profession,'  and  the 
public  health. 

Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  niake  the  change  to  the 
right  of  the  address  shown  Be  sure  to  retain  your  membership  card 
Use  this  portion  of  the  card  for  changes  only. 


IMPORTANT:  In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 

return  this  card. 

In  addition  to  my  usual  benefits.  I prefer  a specially  designed  package  of  publications,  topical 

conferences,  participatory  panels,  focused  issue  updates . . which  focus  on  the  following: 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  will  enhance  my  practice, 
profession,  and  the  health  of  the  public. 

D Representation  Concentrated  Specifically  on  Economic  Concerns  focing  my 
practice  and  profession,  such  as  professional  liability  and  third-party  reimbursement. 

D Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession, 
including  not  only  professional  liability  and  third-party  reimbursement  but  also  quality' 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc. 


Look  for  this  card  in  your  AMA  Membership  Kit 


To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 

Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 

James  H.  Sammons,  MD 
Executive  Vice  President 
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In  moderate  depression  and  anxie^ 

^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


.J.. 


~ '"’ftten 


SobstrtutK>o  ParmissiBle 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

liitibitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VS 

Umbitroros 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
et  ah  Psychopharmacology  61 :2\1 -12b,  Mar  22, 1979. 


Limbitrol®® 

Itanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg. , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drag  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  hmction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drag.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drags. 
Use  of  Limbitrol  with  other  psychotropic  drags  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drag. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drags:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thromboc>'topenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  {antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrapt  amitripwline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrapt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportivel)’. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptv’line 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  TUblets.  white,  film-coaled,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Jdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  ht'drochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient  ^ r,  i 

See  ImpiDvement  InThe  First V\feek 

And  The  Weeks  That  Follow  |ii 

^74%  of  patients  experienced  improved  sleep  " i 

after  the  first  h.s.  dose^  | 

^First-week  reduction  in  somatic  symptoms^  J ; 

Percentage  of  Reduction  in  Individual  Somatic  Symj  t; 
During  First  Week  of  Limbitrol  Therapy*  r " 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 

limbitrol  DS 

Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY/ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Introducing  a new'^how  to"publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
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We  are  backing  your  affiliation 
with  the  Kansas  Medical  Society 
through  a prominent  line  of  credit 
up  to  $15,000  and  MasterCard®  ac 
ceptability.  Yours  free  of  its  $30  an 
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average  daily  balance  above 
$3,500). 
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The  KMS  Gold  MasterCard 
card  will  secure  for  you  the  finest 
credit  services:  Worldwide  ac- 
ceptance at  5.9  million  locations  ... 
24-Hour  toll-free  Customer  Service, 
365  days  a year ...  No  finance  charge 
option  on  purchases...  Convenient 
access  checks  and  cash  advance 
privileges  at  over  135,000  locations 
through  the  card  that  proudly 
displays  the  KMS  identification. 


takes  better 
care  of  you! 


Your  travel  benefitr  induce: 

IS  Up  to  $1 ,000,000  travel  ac- 
cidental death  and  dismember- 
ment insurance 
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■ Emergency  cash  and  airline 
tickets 

■ 24-hour  toll-free  travelers’ 
message  service 

■i  Lost  card  registration  at  no 
additional  cost 

Complete  the  brief  application 
below  and  send  it  to: 

KMS  MasterCard® 

MBNA 

P.O.  Box  15464 
Wilmington,  DE  19850 
or  call  the  bank  toll-free 

1-800-847-7378 

Be  sure  to  use  the  priority  code 
BDWM  when  calling! 

MBNA®  is  a federally  registered  service  mark  of 
Maryland  EJank,  N,A,,  a subsidiary  of  MNC  Financial,  Inc, 


■ ' r-  r I wish  to  apply  for  the  Kansas  Medical  Society  Gold  Master- 
- ■ i Card®  account  with  credit  lines  up  to  $15,000,  and  all  other 
- ' ■ benefits  described  in  this  advertisement,  I understand 

if  I do  not  qualify  for  the  Gold  MasterCard  Card,  this  request  constitutes 
my  application  for  the  Silver  MasterCard,  t (Note:  This  is  not  an  application 
for  a corporate  account.)  IPlease  PrintI 


PREVIOUS  EMPLOYER  Ilf  less  than  3 yrs.l  YEARS  THERE 

I have  read  this  entire  application,  agree  to  its  terms,  and  certify  the  information  is 
BDWM  correct, 

01-270  ^ 1_ 

04-573  APPLICANT  SIGNATURE  Date  (Seall 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

HOME  PHONE  ( I 

BUS.  PHONE  ( 

1 

ARE  YOU:  □ Renting  □ Own  □ Buying  Monthly  Payment  $ 

SOCIAL  SECURITY# 

DATE  OF  BIRTH  

EMPLOYER/NAME  OF  BUSINESS 

POSITION  YEARS  THERE 

ANNUAL  OTHER 

SALARY  $ INCOME-  $ SOURCE 

- (Alimony,  child  support,  or  separate  maintenance  income  need  not  be  revealed  if  you  do 
not  wish  it  considered  as  a basis  of  repayment,) 

MOTHERS  MAIDEN  NAME  

(For  use  when  you  request  special  action  taken  on  your  account! 

CURRENT  CREDIT  CARD  ACCOUNTS 

My  MasterCard®  /VISA®  Account#  is 

My  American  Express®  Account  # is  

Previous  address  (Please  complete  if  at  current  address  less  than  3 yrs,| 


CITY STATE ZIP. 


If  you  wish  an  additional  card  issued  to  a co-applicant  over  18  years  of  age  complete  the 
information  below. 

CO-APPLICANT  NAME  

RELATIONSHIP  SOCIAL  SECURITY#  ^ 

EMPLOYER  YEARS  THERE  

POSITION  ANNUAL  SALARYS 

OTHER  INCOMES  _WORK  PHONE  I I . 

* (Alimony,  child  support,  or  separate  maintenance  income  need  not  be  revealed  if  you  do 
not  wish  it  considered  as  a basis  of  repayment  ) 


I have  read  this  entire  application  and  agree  to  its  terms,  and  understand  that  I will  be 
jointly  and  severally  liable  for  all  charges  on  the  account. 

CO-APPLICANT  SIGNATURE 

Date  (Seall 

I (we)  authorize  MBNA®  to  investigate  any  facts,  or  obtain  and  exchange  reports  regar- 
ding this  application  or  resulting  account  with  credit  reporting  agencies  and  others. 
Upon  request  I Iwel  will  be  informed  of  each  agency's  name  and  address. 


trhe  ANNUAL  PERCENTAGE  RATE  is  15.9%  for  that  portion  of  the  average  daily 
balance  (subject  to  FINANCE  CHARGES)  up  to  $3,500  and  is  14.9%  for  that  portion  of 
the  average  daily  balance  (subject  to  FINANCE  CHARGES)  greater  than  $3,500.  The  AN- 
NUAL FEE  for  the  Gold  MasterCard  is  $30.  The  ANNUAL  FEE  for  the  Silver  MasterCard 
is  $20.  GRACE  PERIOD:  You  will  not  be  assessed  a FINANCE  CHARGE  on  purchases  if 
you  pay  the  New  Balance  Total  each  month  by  the  Payment  Due  Date  (25  days  after  the 
closing  date).  If  this  amount  is  not  paid,  FINANCE  CHARGES  accrue  from  the  date  of 
transaction.  Cash  Advances  bear  FINANCE  CHARGES  from  the  date  of  transaction. 
OTHER  CHARGES:  You  will  be  charged  an  overlimit  fee  of  $15  if  your  New  Balance  Total 
on  your  billing  date  is  more  than  15%  over  your  credit  limit.  You  will  be  charged  a late 
fee  of  $15  if  you  fail  to  make  required  payment  within  15  days  after  the  Payment  Due 
Date.  You  will  be  charged  a return  check  fee  of  $15  if  a check  submitted  as  payment  is 
returned  for  any  reason.  (KMSI 


ARMY  RESERVE 


MEDICAL  PROFILE  N0.3 


Dr. Tipton  and  residents  examining  post-operative  patient  in  recovery  mom. 


DALELTIPTON,M.D. 

Associate  Clinical  Professor,  Department  of  Otolaryngology, 
Head  and  Neck  Surgery,  University  of  California  School  of 
Medicine,  San  Francisco,  California. 

Chairman,  Division  of  Otolaryngology,  Franklin  Hospital, 

San  Francisco,  California. 

Lieutenant  Colonel,  U.S.  Army  Reserve. 

EDUCATION  University  of  California  at  Berkeley,  A.B. 
Physiology;  University  of  California  School  of  Medicine,  San 
Francisco,  M.D.  and  Master  of  Science,  Pharmacology. 

RESIDENCY  University  of  California  School  of  Medicine, 
San  Francisco:  General  Surgery  — 2 years;  Otolaryngology  — 

3 years. 

FELLOWSHIPS  National  Institute  of  Health  Fellow;  Cancer 
Research  Institute,  University  of  California,  San  Francisco. 

OUTSTANDING  ACHIEVEMENTS  Freshman  Medi- 
cal Student  Research  Award;  Class  President— 2nd  year  medical 
school;  Student  Body  President— senior  year  medical  school; 
Special  Award  by  National  Institute  of  Health  to  attend  and  pre- 
sent paper  at  International  Congress  of  Otolaryngology  in  Tokyo, 
Japan;  Chairman,  Department  of  Otolaryngology,  San  Francisco 
General  Hospital  1970-76;  Chief  of  Medical  Staff,  Franklin 
Hospital  1982-84. 


IMI  joined  the  Army  Reserve  shortly  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
FTospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  1 also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  lor  prescribing  Information. 
Indications  and  Usage:  Axid  is  indicated  fur  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s.  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  In  patients  with  hypersensitivity  to 
other  H2*receptor  antagonists. 

Precautions:  General—^  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3-  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests— False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions— Ho  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoin.  and  warfarin. 
Axid  does  not  inhibit  the  Cidochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility-f^  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect.  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations).  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers— HizaUdme  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates. 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers. 

Pediatric  t/se— Safety  and  effectiveness  in  children  have  not  been  established. 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups. 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1,300  given  placebo. 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1.3%)  were  significantly  more  common  in  the  nizatidine  group.  A 
variety  of  less  common  events  was  also  reported:  it  was  not  possible  to 
Axid'^  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine. 

Hepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST],  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid. 

Cardiovascular-\n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects. 

Endocr/ne— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic-Htal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients.  Rash  and  exfoliative  dermatitis 
were  also  reported. 

Other— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported. 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy. 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LDso  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively.  PV  2091  AMP  (041288) 

Axid®  (nizatidine,  Lilly) 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356  © i988,  eli  lilly  and  company 


Cover  Story 


The  current  Board  of  Healing  Arts  bears  little  re- 
semblance in  name,  content  or  function  to  its  birth 
form  — The  State  Board  of  Medical  Registration 
and  Examination.  The  latter  arrived  in  1901  after  a 
long  and  stormy  gestation  period.  Ironically,  the 
biggest  element  of  dystocia  was  the  State  Legisla- 
ture, which  in  its  successive  sessions  resisted  the 
efforts  of  the  Kansas  Medical  Society  to  establish 
some  official  control  over  the  education  and  profes- 
sional abilities  of  medical  practitioners.  Legislative 
reasoning  generally  came  down  to  the  attitude  that 
the  KMS  could  provide  any  necessary  controls 
through  acceptance  or  rejection  of  candidates,  but 
the  less-publicized  belief  was  that  many  of  the  bor- 
derline practitioners  — or  frank  quacks  — would 
then  be  unable  to  practice.  And  many  of  the  leg- 
islators’ constituents  relied  on  just  such  individuals 
for  their  “medical”  care. 

In  any  event,  the  legislative  blessing  was  finally 
forthcoming,  and  the  first  Board  convened  in  To- 
peka in  May  1901,  with  its  seven  members  in  at- 
tendance. The  members,  G.  F.  Johnston,  Lakin; 


F.  P.  Hatfield,  Grenola;  E.  B.  Packer,  Osage  City; 
S.  W.  Williston,  Lawrence;  O.  F.  Lewis,  Hepler; 
D.  P.  Cook,  Clay  Center;  and  Henry  W.  Roby, 
Topeka,  sat  for  their  photograph,  but  unfortunately 
the  members  were  not  individually  identified  in  it. 
The  gentleman  standing  at  the  left  is  known  to  be 
Dr.  Cook,  while  the  second  from  the  right  in  the 
front  row  is  Dr.  Roby.  It  will  be  appreciated  if  any 
readers  can  assist  in  further  identifications  of  these 
Board  members. 

Licensed  physicians  in  Kansas  should  have  little 
trouble  recognizing  the  early  license  (this  one.  No. 
366,  was  issued  to  Dr.  F.  E.  Richmond,  of  Logan 
and  later  Stockton),  since  the  general  form  has  not 
changed  over  the  years.  One  significant  change, 
however,  is  that  each  member  of  the  board  was 
responsible  for  examining  candidates  in  a particular 
branch  of  medicine,  and  the  signatures  were  so  des- 
ignated. 

We  gratefully  acknowledge  the  assistance  of  the 
Kansas  State  Historical  Society  in  providing  these 
photographs. 


Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired  colleague. 

yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your  area.  All  information 

and  identities  will  be  held  in  strictest  confidence.  This 

program  is  an  advocacy  program  with  emphasis  on 

identification  and  treatment  of  impaired  individuals  with  the  least  disruption  in  their  daily  lives. 

Elizabeth  Alexander,  M.D.,  

316-261-2607 

Timothy  M.  Scanlan,  M.D., 

Wichita 

316-261-2622 

Wichita  

316-689-4850 

John  A.  Billingsley,  Jr.,  M.D., 

913-755-3151 

Alex  Scott,  M.D.,  Junction  City  ... 

913-238-2518 

Olathe 

Ext.  711 

Douglas  Sheafor,  M.D.,  Topeka  ... 

913-233-7138 

L.  Theil  Bloom,  M.D.,  Pratt  

316-672-9300 

Richard  Siemens,  M.D.,  Lyons  — 

316-257-5124 

David  H.  Clark,  M.D.,  Salina  

913-825-8221 

George  R.  Tiller,  M.D.,  Wichita  .. 

316-684-5255 

Modesto  Gometz,  M.D.,  Pittsburg 

316-231-2490 

Don  R.  Tillotson,  M.D.,  Ulysses  ... 

316-356-1261 

Victor  H.  Hildyard  II,  M.D., 

Karen  Trudeau  (Auxiliary), 

Colby  

913-462-3332 

Derby  

316-788-4593 

Robert  R.  Laing,  M.D., 

Donald  R.  Tucker,  M.D., 

Kansas  City  

913-371-4301 

Lawrence  

913-232-4566 

Connie  M.  Marsh,  M.D.,  Halstead 

316-835-3435 

Virginia  L.  Tucker,  M.D.,  Topeka 

913-296-1205 

James  I.  Morgan,  M.D.,  Wichita  . 

316-522-2266 

Eric  A.  Voth,  M.D.,  Topeka  

913-354-9591 

W.  Lee  Murray,  M.D., 

Wayne  O.  Wallace,  Jr.,  M.D., 

Shawnee  Mission  

913-541-3350 

Atchison  

913-367-7300 

C.  Erik  Nye,  M.D., 

Nancy  Jane  Welsh,  M.D.,  

913-272-3111 

Shawnee  Mission  

913-362-8317 

Topeka 

Ext.  533 

Michael  J.  Randles,  M.D.,  Wichita 

316-265-2924 

James  W.  Wilson,  M.D., 

Ivan  E.  Rhodes,  M.D.,  Wichita  ... 

316-685-9289 

Coffeyville  

316-251-5210 
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EDITORIAL  COMMENT 


The  Unchanging  Art 


There  is  no  more  disturbing  alteration  in  the  char- 
acter of  medical  practice  on  the  current  scene  than 
that  which  has  been  defined  as  deprofessionaliza- 
tion. It  is,  of  course,  a relative  term  encompassing 
the  concept  of  a shift  of  the  standards  of  professional 
performance  from  those  of  an  earlier  time  to  those 
created  by  the  complex  of  education,  methodology, 
therapies  and  objectives  of  the  day.  The  evolvement 
of  the  process  is  not  new.  What  is  new  is  the  speed 
with  which  it  has  enveloped  all  phases  of  medical 
service.  Revolutionary  shifts  in  the  past  have  been 
primarily  profession-inspired  and  -executed.  The 
current  phenomenon  has  been  (whatever  the  profes- 
sional accomplishments  involved)  directed  by  non- 
professional elements,  mainly  social  and  economic, 
and  applied  to  the  profession  by  non-professional 
actions  and  actors. 

The  pressures  which  have  brought  about  the  de- 
gree of  deprofessionalization  now  apparent  (and  by 
no  means  terminated)  are  an  expression  of  the  pre- 
vailing, as-yet-incomplete  move  toward  a populist 
philosophy.  Where  it  will  lead  is  not  clear,  but  it 
is  certain  that  there  will  be  no  return  to  earlier  ways. 

Still,  a case  can  be  made  that  what  we  see  as 
deprofessionalization  will  be  seen  in  the  long  range 
of  medical  history  as  an  adaptation  of  the  discipline 
to  the  overall  changes  of  the  times,  neither  de- 
meaning nor  commendable.  But  there  is  an  aspect 
of  it  that  warrants  the  utmost  concern  of  practition- 
ers: the  depersonalization  that  comes  all  too  easily 
as  physicians  meet  the  exigencies  thrust  upon  them. 

The  essence  of  medical  practice,  the  thread  which 
has  connected  it  through  the  ages,  has  been  the 
personal  relationship  between  physician  and  patient. 
But  it  is  easy  to  Justify  an  alteration  in  that  rela- 
tionship by  attributing  it  to  circumstances  the  phy- 
sician cannot  effectively  (or  personally)  dispel:  cost 
containment,  third  parties,  liability  threats,  de- 
mands for  medical  answers  to  social  and  economic 
problems  — or  the  departure  from  principle  that  the 
climate  invites  some  physicians  to  pursue. 

We  are  not  without  the  mechanisms  for  influ- 


encing the  situation,  though  a total  retention  of  ear- 
lier conditions  would  be  an  impossible  anachro- 
nism. At  that  level,  there  is  no  doubt  that  the 
strengthening  of  organized  medicine  is  essential  as 
a bulwark  against  the  incessant  effects  of  the  inroads 
into  the  essence  of  medical  practice.  “Divide  and 
conquer”  doesn’t  have  to  be  a prime  intent  of  those 
who  are  implementing  changes  — it  happens  every 
time  a new  design  is  promulgated.  The  situation, 
however,  calls  not  only  for  individuals  to  support 
organized  and  concerted  efforts  (that  is,  participate 
knowledgeably  in  their  formulation),  but  for  orga- 
nized medicine  to  respond  with  vigor  and  imagi- 
nation. 

To  resort  to  the  stage  metaphor,  the  producer  or 
director  may  change  the  scenery  and  the  props  and 
the  stage  business.  There  may  even  be  benefits  short 
of  what  they  proclaim  but  unforeseeable  by  the  ac- 
tors and  positive  in  meeting  the  audience’s  expec- 
tations. But  it  is  up  to  the  actors  to  protect  the 
sensitivity  of  their  roles  against  all  efforts  to  stifle 
them. 

Returning  to  the  medical  reality,  no  aspect  of  the 
contention  can  be  allowed  to  become  stronger  than 
the  dedication  to  maintaining  the  patient-physician 
connection.  A recent  personal  experience  with  med- 
ical care  (including  hospitalization)  reminded  us  that 
the  “system”  does,  indeed,  complicate  the  provi- 
sion of  medical  service  — in  many  ways  contrary 
to  its  purpose  and  even  inexplicable  in  any  but  bu- 
reaucratic terms.  But  after  one  gets  through  that 
maze  and  gets  to  the  personal  level,  the  spirit  of 
traditional  medical  service  is  alive  and  well.  That 
level  of  contact  reveals  the  caring  that  the  structure 
has  not  succeeded  in  destroying.  It  is  deeply  en- 
couraging to  one  whose  detachment  from  active  in- 
volvement in  medical  service  and  daily  exposure  to 
the  myriad  expressions  of  discontent  with  medical 
service  make  it  easy  to  get  a distorted  picture  of 
medical  service  today.  It  was  worth  a spell  of  illness 
to  learn  that  in  our  own  experience,  the  art  is  still 
long.  — D.E.G. 


4- 
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Liberty  celebrated  her 
100th  birthday  Senate 
proceedings  began  airing  hve  on 

television  and  IMted 
Missouri  Broterage 
Services,  Inc.  opened  for  business. 


United  Missouri  Brokerage  Services  opened  in  ’86.  It 
didn’t  make  national  headlines.  It  did  make  a difference. 

Since  then,  United  Missouri’s  brokerage  experts  have 
handled  transactions  for  thousands  of  investors  to  buy,  sell 
and  trade  stocks,  bonds  and  options. 

They’ve  used  their  brokerage  expertise  to  give  customers 
quick  and  accurate  transactions  at  a substantial  savings  when 
compared  to  full  commission  brokers’  fees. 

Tbday,  United  Missouri  still  makes  a difference.  It  can 
make  a difference  for  you.  For  more  information  and  an 
application,  stop  by  any  United  Missouri  Bank.  And,  pick 
the  proven  performer. 

UNITED  MISSOURI 
BROKERAGE  SERVICES,  INC. 

Member  NASD  and  SIPC 

A subsidiary  of  United  Missouri  Bancshares,  Inc. 

928  Grand  P.O.  Box  419226  Kansas  City,  Missouri  64141-6226 
(816)  556-7240 


MEDICINA  ET  LEX 


Reporting  of  AIDS 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

On  July  1,  1988,  Senate  Bill  686  became  effective 
in  Kansas.  This  bill  deals  with  the  reporting  and 
management  of  a clinical  diagnosis  of  acquired  im- 
mune deficiency  syndrome.  It  mandates  that  phy- 
sicians report  the  name  and  address  of  persons  di- 
agnosed with  AIDS  to  the  Secretary  of  Health  and 
Environment. 

Section  2 requires  this  report  to  be  made  by  a 
physician  when  the  physician  has  knowledge  or  in- 
formation that  a person  is  suffering  from  or  has  died 
from  AIDS . The  obligation  to  report  does  not  extend 
to  a physician  who,  while  performing  services,  other 
than  the  direct  rendition  of  medical  services,  for  an 
insurance  company,  health  maintenance  organiza- 
tion or  non-profit  medical  and  hospital  service  cor- 
poration, becomes  aware  that  a person  is  suffering 
from  or  has  died  from  AIDS . 

There  is  a provision  which  grants  immunity  to  a 
physician  who  makes  the  report  if  the  report  is  done 
in  good  faith  and  without  malice. 

The  second  aspect  of  this  new  legislation  pre- 
scribes that  such  information  shall  be  confidential 
and  shall  not  be  disclosed  or  made  public,  upon 
subpoena  or  otherwise,  beyond  that  permitted  by 
the  act.  Such  information  may  be  disclosed,  how- 
ever: 

1.  To  gather  statistics,  if  identifiable  information 
is  not  included; 

2.  Upon  consent  in  writing  by  any  person  iden- 
tifiable in  the  information; 

3.  If  a medical  emergency  exists  and  the  disclo- 
sure is  to  medical  personnel  qualified  to  treat  AIDS , 
except  that  any  information  disclosed  pursuant  to 
this  exception  shall  be  disclosed  only  to  the  extent 
necessary  to  protect  the  health  or  life  of  a named 
party; 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


4.  If  required  in  a court  proceeding  involving  a 
minor,  and  the  information  is  disclosed  only  in  pri- 
vate proceedings; 

5.  If  the  disclosure  is  necessary,  and  only  to  the 
extent  necessary,  as  specified  by  rules  and  regula- 
tions of  the  Secretary  of  the  Department  of  Health 
and  Environment,  to  protect  the  public  health. 

It  is  important  that  physicians  understand  their 
obligations  to  maintain  the  confidentiality  of  infor- 
mation pertaining  to  patients  suffering  from  this  dis- 
ease. A body  of  case  law  has  developed  over  the 
years  which  recognizes  that  a physician  may  have 
a duty  to  disclose  contagious  or  infectious  diseases 
to  family  members  in  order  to  maintain  the  public 
health.  The  question  arises  of  whether  a physician 
is  permitted  under  Senate  Bill  686  to  disclose  a 
patient’s  medical  condition  to  a sexual  partner  if  the 
physician  has  reason  to  believe  that  the  AIDS  patient 
will  not  make  the  disclosure  voluntarily  or  will  en- 
danger the  sexual  partner  in  exposing  him  or  her  to 
the  disease.  It  appears  that  the  legislature  has  de- 
cided as  a matter  of  public  policy  that  physicians 
are  not  permitted  to  disclose  the  risk  of  AIDS  to  a 
sexual  partner. 

It  would  seem  that  as  a matter  of  public  policy, 
third  persons  who  potentially  could  be  infected,  such 
as  spouses  and  other  persons,  should  have  a right 
to  know  whether  they  are  being  exposed  to  a life- 
threatening  infection,  which  right  should  exceed  the 
patient’s  right  to  keep  the  diagnosis  confidential. 
But  until  such  time  as  the  Department  of  Health  and 
Environment  should  permit  such  disclosure  pur- 
suant to  rules  and  regulations  adopted  by  the  Sec- 
retary, physicians  are  not  permitted  to  make  such  a 
disclosure  under  the  provisions  of  this  act.  Perhaps 
such  rules  and  regulations  will  permit  disclosure  by 
the  physician,  or  perhaps  the  Secretary  will  take  the 
position  that  disclosure  will  be  made  by  the  De- 
partment of  Health  and  Environment.  It  would  seem 
that  public  policy  should  require  that  either  the  phy- 
sician or  the  state  should  have  the  responsibility  for 
protecting  the  interest  of  third  parties  when  an  in- 
fected individual  is  unwilling  to  assume  this  duty 
himself. 
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Some  doctors  would  rather  spend 
a weekend  feeling  like  Chuck  Yeager  than 
acting  like  Fuzzy,  Arnie  and  Jack. 


They’re  physicians  in  the  Air  National  Guard. 

Civilian  doctors  who  trade  their  golf  carts  for  jet  aircraft  one  weekend  a month. 
Qualify,  and  you’ll  serve  two  days  a month  and  15  days  a year.  You’ll  ride 
shotgun  on  simulated  comhat  missions.  Treat  pilots  for  acute  hypoxia.  And 
discover  how  it  feels  to  make  a house  call  at  45,000  ft. 

Find  out  more.  Call  collect  |12„  EI]= 

(913)  862-0465.  All  N3tlOI13l  UU3Ill 

Americam  at  their  best. 
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WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS  AT 
COMPETITIVE  PRICES. 


• OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 

• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 

• MEDICARE  AND  CAP  CERTIFIED  CONTINUOUSLY  SINCE  1967. 

• PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS. 

• PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

• AN  EVER— EXPANDING  LIST  OF  ESOTERIC  TESTING. 

HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 

YOUR  TOTAL  RESOURCE  LABORATORY 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Thomas  E.  Meierant,  Gregory  Sherar  | 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222  j 
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1 


President’s  Message 


Over  the  years,  the  fall  meeting  has  been  many 
things,  from  a board  of  directors  meeting  only,  to 
a learning  experience  on  a specific  topic,  to  a time 
to  learn  of  auxiliary  projects.  All  of  these  meetings 
have  served  a purpose  and  have  been  successful. 
This  year,  our  fall  meeting  will  be  a consortium  of 
skill  techniques:  coping  skills,  image-creating  skills, 
leadership  skills,  and  our  first-ever  scientific  ses- 
sion. We  have  set  out  to  present  the  types  of  skill 
techniques  that  each  of  us  needs  to  acquire,  renew 
or  become  more  comfortable  using. 

This  year’s  meeting  will  be  held  in  Wichita  at 
the  Hilton  Inn  East,  on  September  20  and  21 , under 
the  chairmanship  of  Karen  Robertson  (Joseph)  and 
Pat  DeHart  (Arthur).  We  are  extending  a personal 
invitation  to  auxiliary  members,  both  active  and 
inactive,  from  every  county  auxiliary  to  join  us  for 
an  overnight  meeting.  We  will  have  a fall  board  of 
directors  meeting  at  the  start  of  the  day,  but  every- 
one is  included  in  the  activities  following. 

Auxiliary  members  Carol  Mueller,  Sherry  Strubel 
and  Judy  Brinton  have  agreed  to  share  with  us  their 
talents  and  knowledge.  The  members  of  the  Medical 
Society  of  Sedgwick  County  Auxiliary  have  gone 
all  out  to  make  this  one  of  the  most  fun  meetings 
ever.  The  evening’s  activities  will  include  a double- 
decker  bus  tour,  progressive  dinner,  style  show, 
visits  to  several  Wichita  physician  and  auxiliary 
members’  homes  and  door  prizes.  There  will  be  no 
night-time  meetings,  since  80%  of  this  year’s  board 
are  first-time  members;  I hope  they  will  enjoy  this 
time  to  get  to  know  each  other  personally,  and  that 
we’ll  all  be  on  a first-name  basis  when  the  meeting 
draws  to  a close. 

Our  scientific  session  will  deal  with  organ  trans- 
plants. The  auxiliary  has  had  an  organ  donor  com- 
mittee for  several  years.  Now  is  the  chance  to  find 
out  everything  you  always  wanted  to  know  but  were 
afraid  to  ask!  Not  only  will  you  be  told,  but  visual 
aids  will  make  it  all  clear. 


The  Madrigal  Singers  of  Andover  High  School 
will  present  the  board  with  the  National  Anthem, 
invocation  and  two  other  numbers.  This  should  set 
the  tone  for  the  fall  meeting  as  a time  for  enjoying, 
learning,  sharing  and  getting  to  know  new  friends. 
My  philosophy  is:  many  of  the  problems  within  the 
medical  community  could  be  avoided  if  each  mem- 
ber of  the  medical  families  got  to  know  each  other 
as  friends,  rather  than  just  a name  in  the  KMS  and 
KMSA  roster.  We  will  take  time  at  each  meeting 
this  year  to  get  to  know  each  other,  share  our  con- 
cerns, ideals,  family  news  and  ways  to  help  Kansas 
medicine.  The  goal  is  to  make  each  meeting  a time 
to  come  together,  renew  friendships,  gain  new 
friendships  and  work  constructively  to  ensure  qual- 
ity of  medical  care.  We  can  help  to  ensure  this 
quality  care  by  making  our  auxiliary  projects  a source 
of  community  pride  all  over  our  state. 

Please  encourage  attendance  at  the  fall  meeting. 
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Definition:  HCPGS  (hie 
piks)-HGFA’s  (Health  Gare 
Fmancing  Administration) 
Gommon  Procedure  Goding 
System 

Symptom:  Rejected  and 
underpaid  claims  from  Medi- 
care and  Medicaid 

Rx:  You  need  PRN- codes 
required  by  Medicare  and 
Medicaid  for  supplies  and  in- 
jections not  cont^ed  in  GPT 


• lnje€tions 

• Medital  and  surgi€oi 
supplies 

• Medicare  modifiers 

• ChemoH%erapy  drugs 

• Rehabilitation 
services 

• Dialysis 

• Enteral  and 
parenteral  therapy 

• Orthoticand 
prosthetic 
procedures 

• And  much  more! 


Tb  Order,  GaU  New 1-800-6^-6094 


Medical  Adniinistration  Ribhcations 
671  Executive  Drive 
Willowbrook,  IL  60521 
312/654-1666 


AM  A 1988  Annual  Meeting  of  the  House  of  Delegates: 
Delegate’s  Report 


The  AMA  House  of  Delegates  met  in  Chicago  June 
26-30,  1988,  with  422  delegates  seated,  represent- 
ing as  follows:  state  medical  associations,  336;  na- 
tional medical  specialty  societies,  76;  and  section 
and  service  delegates,  10.  The  American  Medical 
Society  on  Alcoholism  and  Other  Drug  Depen- 
dencies, Inc.  and  the  American  College  of  Utili- 
zation Review  Physicians  were  approved  as  new 
and  additional  specialty  societies. 

Among  the  major  issues  considered  at  the  meet- 
ing were  the  following. 

Registered  Care  Technologists  (RCTs) 

The  current  nationwide  shortage  of  nurses  is  a prob- 
lem that  demands  our  attention.  It  was  justifiably  a 
major  consideration  at  the  annual  meeting  of  the 
House  of  Delegates  of  the  AMA  this  past  June. 

For  the  last  ten  years,  the  AMA  leadership  has 
had  discussions  of  the  problem  with  various  nursing 
organizations  without  reaching  a solution.  At  its 
interim  meeting  in  December  1987,  the  House  of 
Delegates  adopted  the  following  policy  on  the  nurs- 
ing shortage: 

• Support  all  levels  of  nursing  education  to  main- 
tain channels  for  nursing  recruitment; 

• Support  government  and  private  initiatives  to 
recruit  and  retain  nurses  at  the  bedside; 

• Support  economic  and  professional  incentives 
to  retain  nurses  at  the  bedside; 

• Support  hospital-based  educational  programs 
to  educate  bedside  caregivers  to  implement  medical 
procedures  in  critical  care  and  other  units;  and 

• Cooperate  with  organizations  concerned  with 
acute  and  chronic  hospital  care  to  develop  educa- 
tional programs  to  increase  caregivers  at  the  bed- 
side. 

To  implement  these  recommendations,  the  AMA 
Board  of  Trustees  submitted  Report  SS  to  the  House 
of  Delegates.  The  report  calls  for  the  development 
of  registered  care  technologists  (RCTs)  to  provide 
for  patient  bedside  care.  This  report  has  caused  con- 
siderable concern  and  adverse  criticism  from  var- 
ious nursing  organizations. 

The  program  is  designed  to  add  personnel  at  the 
bedside,  neither  competing  with  nurse  recruitment 
nor  as  a substitute  for  nurses.  The  RCT  would  be 
a part  of  the  health  care  team  delivering  bedside 


care  coordinated  by  the  manager  of  the  unit,  at  the 
direction  of  nurses.  The  RCT  would  be  responsible 
for  executing  the  physician’s  orders  at  the  bedside. 

Recruitment  would  be  in  areas  that  are  difficult 
to  fill  in  nursing:  men,  the  underprivileged,  tech- 
nicians and  allied  health  personnel  wishing  to  ex- 
pand skills.  A hospital-based,  apprentice-type  train- 
ing program  would  be  developed  to  allow  the  trainee 
to  “earn  as  you  learn.”  There  would  be  three  levels 
of  competence:  1)  Assistant  — two  months  training 
in  technical  bedside  skills;  2)  Basic  — seven  ad- 
ditional months  training  (at  the  end  of  the  nine- 
month  period,  the  trainee  could  be  certified);  3) 
Advanced  — an  additional  nine  months  training  of 
highly  technical  education  would  provide  for  cer- 
tification as  an  advanced  RCT. 

This  proposal  needs  further  refinement  and  de- 
velopment. The  House  of  Delegates  was  informed 
that  all  the  nursing  organizations,  as  well  as  the 
AHA,  American  Academy  of  Physician  Assistants, 
AARP,  JCAH,  National  Association  of  Practical 
Nurse  Education  and  Science,  and  American  As- 
sociation of  Community  and  Junior  Colleges,  have 
been  invited  to  participate  and  help  plan  the  final 
form  the  proposal  will  take.  The  House  of  Delegates 
referred  Report  SS  of  the  Board  of  Trustees  to  the 
board  for  action. 

Kansas  Resolution  #24  called  for  the  AMA  Board 
of  Trustees  to  initiate  a dialogue  with  the  American 
Nurses  Association  to  reconsider  its  position  sup- 
porting closing  of  all  three-year,  non-degree  nursing 
education  programs  and  recommended  that  these 
programs  be  re-established  as  soon  as  possible.  This 
resolution  was  extracted  and  referred  to  the  board 
for  action.  These  actions  by  the  AMA  House  of 
Delegates  allow  the  board  to  move  forward  in  the 
area  of  nursing  shortage  using  its  best  judgment, 
and  to  report  its  progress  at  the  December  meeting 
of  the  AMA  House  of  Delegates. 

Medicaid  Reform 

The  House  approved  a major  report  calling  for  sig- 
nificant reform  in  the  Medicaid  program  that  would 
create  basic  national  eligibility  and  benefits  stan- 
dards; eliminate  existing  categorical  requirements; 
and  create  adequate  payment  schedules. 

In  a related  action,  the  House  referred  a resolution 
for  action  that  calls  on  the  AMA  to  establish  a high- 
priority  task  force  to  address  the  problem  of  indigent 
health  care.  The  resolution  suggests  that  the  task 
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Care  Services,  P.A. 

Definitive  Care 
for  Problem  Pregnancies 

5107  E,  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 


George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


OPPORTUNITIES 

• Lawrence,  Kansas.  Full-time  opportunities  available 
at  Lawrence  Memorial  Hospital  Emergency  Depart- 
ment. Attractive  financial  package  and  flexible  sched- 
uling available.  Directorship  position  is  available.  Can- 
didates must  have  a residency  background  and 
emergency  medicine  experience. 

• Garden  City,  Kansas:  Full-time  position  available  at 
St.  Catherine’s  Hospital.  Small,  pleasant  community  with 
excellent  equipped  facility.  Emergency  room  average 
patient  volume  of  12,000.  Competitive  compensation 
package  available. 

• North  Platte,  Nebraska:  Directorship,  full-  and  part- 
time  positions  available  at  Great  Plains  Regional  Med- 
ical Center.  Excellent  compensation  and  benefits  pack- 
ages available.  Candidates  must  possess  ALCS  and 
ATLS  certification  and  be  either  board  certified  or  board 
eligible  in  emergency  medicine. 

For  further  information,  contact  Rick  Hopper  at: 

COASTAL 
EMERGENCY 
SERVICES,  INC. 

Partners  in  Healthcare  Management™ 


425  North  New  Balias  Rd. 

Suite  295  314-432-0210 

St.  Louis,  MO  63141  800-227-2533 


force  use  a broad  approach,  which  may  include  a 
coalition  with  other  organizations  and  solicitation 
of  grants  and  voluntary  contributions. 

Drug  Abuse  in  the  United  States: 

Toward  a New  Drug  Policy 

Calling  drug  abuse  the  common  element  in  Amer- 
ica’s most  pressing  social  problems  of  crime,  dis- 
ease, poverty  and  corruption,  the  AMA  Board  is- 
sued a detailed  report  including  the  following 
recommendations: 

• A recognition  by  the  federal  government  that 
reducing  the  demand  for,  as  opposed  to  the  supply 
of,  drugs  is  a realistic  approach  to  the  problem,  and 
that  the  federal  government  should  take  the  lead  by 
instituting  programs  aimed  at  the  demand  side  of 
the  drug  problem;  i.e.,  expanded  treatment  and  re- 
habilitation programs,  a coordinated  educational 
program  that  complements  local  educational  efforts, 
and  the  extension  of  community-based  prevention 
programs  for  youth  at  high  risk; 

• Stimulating  private  initiatives  to  curb  drug 
abuse  by,  among  other  things,  providing  a frame- 
work for  private  drug  testing  which  promotes  em- 
ployer prerogatives  while  protecting  employees’ 
rights; 

• A call  upon  the  nation  to  make  a long-term 
commitment  to  research  and  data  collection  so  that 
programs  can  be  devised  based  on  a reasonable  un- 
derstanding of  the  scope,  nature,  and  diversity  of 
drug  abuse; 

• A proposal  that  the  focus  of  the  national  cam- 
paign against  drug  abuse  be  broadened  to  include 
abuse  of  alcohol  and  tobacco; 

• A recommendation  that  all  public  officials  and 
organizations  participating  in  the  debate  on  drug 
policy  help  shift  the  emphasis  away  from  simplistic 
resolutions  such  as  “a  declaration  of  a war  on  drugs” 
and  toward  recognition  of  the  complexity  of  the  drug 
abuse  problem. 

AIDS 

Essentially,  the  House  reaffirmed  AMA  policy  es- 
tablished at  the  1987  Annual  Meeting  on  such  issues 
as  AIDS  education,  adequate  public  funding,  man- 
datory and  voluntary  testing,  access  to  HIV  testing, 
and  vigorous  enforcement  of  existing  antidiscrimi- 
nation statutes. 

The  House  approved  new  policy  calling  for: 

• A second  national  seroprevalence  study  in  or- 
der to  determine  the  rate  of  spread  of  the  AIDS 
epidemic; 
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• States  to  give  serious  consideration  to  imple- 
menting a contact-tracing  program  with  adequate 
safeguards  to  protect  confidentiality  of  seropositive 
persons  and  their  contacts,  and  for  the  counseling 
of  parties  involved;  and 

• A recommendation  that  in  the  United  States 
where  safe,  alternative  nutrition  is  widely  available, 
HIV  seropositive  women  not  breast  feed.  HIV  test- 
ing of  all  human  milk  bank  donors  should  be  man- 
datory, and  milk  from  seropositive  donors  should 
not  be  used  for  human  consumption. 

Medicare  Maximum  Allowable  Actual  Charge 
(MAAC) 

The  House  adopted  policy  that  calls  on  the  AMA 
to: 

• Seek  repeal  of  the  MAAC  provision; 

• Support  federal  legislation  that  would  rectify 
Medicare  contractual  inequities  with  physicians  and 
patients; 

• Establish  the  principle  of  freedom  of  contract 
in  the  practice  of  medicine; 

• Continue  to  evaluate  the  selective  discrimi- 
natory nature  of  MAAC  and  challenge  these  pro- 
visions as  well  as  laws  and  regulations  forcing  as- 
signment for  laboratory  and  diagnostic  procedures; 

• Continue  to  oppose  differential  treatment  of 
“participating”  and  “non-participating”  physi- 
cians under  Medicare. 

Medicare  Claim  Denial 

The  delegates  approved  policy  calling  on  the  AMA 
to  seek  appropriate  legislative  relief,  including  re- 
peal of  “medically  unnecessary”  denial  forms;  ex- 
plore judicial  relief  if  legislative  or  administrative 
relief  is  not  forthcoming;  and  continue  to  press  HCFA 
and  the  Medicare  Part  B carriers  to  make  further 
changes  in  the  implementation  of  this  authority  to 
correct  problems  being  experienced. 

Other  Actions 

Other  adopted  actions  of  the  House  included  the 
following: 

• A report  that  offers  a set  of  principles  on  long- 
term care  (ETC)  financing,  including  assurance  of 
access  to  needed  services;  protection  of  personal 
autonomy  and  responsibility  in  selecting  ETC  ser- 
vice providers;  promotion  of  family  caregiving;  pre- 
vention of  impoverishment  in  the  face  of  extended 
or  catastrophic  ETC  costs;  and  timely,  coordinated 


DES  MOINES,  IOWA 


Two  E.N.T.  associates  seeking  3rd  partner.  Competent,  congenial  staff  in 
new  office  adjacent  to  700  bed  hospital.  Compassionate  and  progressive 
physicians  offering  beginning  equal  partnership  without  “junior"  status. 

For  particulars  contact:  Pat  lies,  Coordinator 

Oto.-Head  & Neck  Surgical  Assoc.,  PC. 

1215  Pleasant,  Suite  408 
Des  Moines,  lA  50309 
515/283-5780 

Tom  Ericson,  M.D.  Steve  Herwig,  D.O. 

Available  for  interview  Washington,  D.C.  Academy  Meeting,  Monday, 
September  26, 1988. 

OTO.-HEAD  & NECK  SURGICAL  ASSOC.,  P.C. 

1215  Pleasant.  Suite  408 
Des  Moines,  Iowa  50309 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

56TH  ANNUAL 

POSTGRADUATE  ASSEMBLY 

NOVEMBER  3,  4 AND  5,  1988 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 


Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '2  Also  di2ziness, 
headache,  skin  flushing  reported  when  used  orally.’' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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coverage  of  services  in  the  least  restrictive  setting 
appropriate  to  the  individual’s  need. 

• A policy  calling  on  the  AMA  to  sponsor  or 
support  legislation  which  would  require  employers 
currently  required  to  offer  participation  in  HMOs 
to  provide  employees  with  a choice  of  health  in- 
surance types  whereby  employees  have  free  choice 
of  physicians  and  health  care  facilities. 

• A policy  which  asks  the  AMA  to  seek  to  have 
the  federal  government  fund  an  independent  study 
to  examine  and  assess  the  present  impact  on  the 
quality  of  medical  care  from  mandated  utilization 
review,  medical  necessity  standards,  methods  of 
reimbursement,  denial  of  hospital  admissions  for 
illness,  and  surgical  and  invasive  procedures. 

• A resolution  in  opposition  to  the  inaccurate  and/ 
or  misleading  use  of  the  terms  “usual,  customary, 
or  reasonable”  by  insurance  carriers  in  their  com- 
munications with  patients. 

• A report  of  the  Special  Task  Force  on  Profes- 
sional Liability  that  provides  substantial  background 
on  professional  liability  activities,  including  state 
tort  reform  actions.  The  report  also  detailed  the  ac- 
tivities of  the  AMA/Specialty  Society  Medical  Li- 
ability Project  and  the  status  of  the  model  developed 
to  create  a fault-based  administrative  procedure  to 
resolve  medical  liability  claims. 

• A report  outlining  four  principles  that  recog- 
nize the  value  of  office-based  laboratory  testing  and 
the  need  to  assure  the  quality  of  that  testing,  and  a 
resolution  calling  on  the  AMA  to  support  the  elim- 
ination of  the  HHS-proposed  requirement  that  lab- 
oratories servicing  Medicare  patients  be  operated 
by  physicians  or  by  scientists  with  doctoral  degrees. 

President’s  Citation  for  Service  to  the  Public 

In  his  Inaugural  Address,  AMA  President  James  E. 
Davis,  M.D.,  called  on  America’s  physicians  to 
become  more  active  in  community  affairs.  He  chal- 
lenged the  federation  to  develop  public  service  pro- 
grams facilitating  physician  involvement  in  activi- 
ties designed  to  improve  community  life.  In  support 
of  Dr.  Davis’  initiative,  the  AMA  Board  of  Trustees 
established  a new  award,  the  President’s  Citation 
for  Service  to  the  Public,  with  the  following  criteria; 
“The  President’s  Citation  for  Service  to  the  Public 
may  be  made  to  a state  medical  association,  county 
medical  society,  or  national  specialty  society  for 
significant  contributions  to  the  public  good  by  fos- 
tering the  involvement  of  physicians  in  community 
activities.  It  consists  of  a plaque  and  a $5,000  sti- 
pend.” 
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Responding  to  worsening  malpractice  insurance  problems.  Gov- 
ernor Mike  Hayden  announced  his  personal  involvement  in  at- 
tempting to  alleviate  the  crisis.  The  Governor  and  Insurance 
Commissioner  Fletcher  Bell  have  met  with  a number  of  groups 
that  expressed  an  interest.  The  first  meeting  was  with  lead- 
ership of  the  Kansas  Medical  Society  and  the  Kansas  Hospital 
Associ ation . 

Governor  Hayden,  who  was  a strong  proponent  of  medical  mal- 
practice reform  during  his  tenure  as  Speaker  of  the  House, 
applauded  the  KMS  and  the  KHA  for  initiating  formation  of 
mutual,  not-for-profit  insurance  companies,  but  acknowledged 
that  other  actions  must  be  taken  to  address  the  affordabi 1 ity 
problem.  He  stated  that  the  crisis  is  one  of  the  most  impor- 
tant issues  confronting  policymakers  because  it  threatens 
access  to  health  care  throughout  Kansas,  particularly  in 
rural  areas. 

The  Governor,  the  Commissioner  and  officials  of  the  asso- 
ciations discussed  a number  of  topics,  including  the  cost  and 
availability  of  insurance  and  the  growing  crisis  in  access 
to  care.  Governor  Hayden  pledged  to  use  his  office  to  assist, 
particularly  in  setting  the  agenda  for  the  1989  legislative 
session.  At  a press  conference  following  the  meeting,  he 
stated  that  he  does  not  favor  a constitutional  amendment  that 
would  limit  recovery  of  actual  damages  but  implied  that  cap- 
ping non-economic  damages  might  be  acceptable. 


MEDICAL  PROTECTIVE 
RESCINDS  PRIOR 
DECISION:  WILL  WRITE 
NEW  POLICIES 


On  August  22,  it  was  announced  that  the  Medical  Protective 
Company  of  Fort  Wayne,  Indiana  would  resume  selling  new  cov- 
erage to  Kansas  physicians.  This  decision  ends  a moratorium 
established  by  the  firm  in  July  and  follows  approval  of  a 
second  rate  increase  granted  this  year. 


Some  news  media  reported  good  news  for  Kansas  physicians;  in 
fact,  the  announcement  is  bad  news  for  those  already  insured 
by  the  company.  While  availability  has  improved,  the  af- 
fordability problem  is  worse  than  ever.  Premiums  charged  by 
Medical  Protective  have  more  than  doubled  in  1988. 


In  the  meantime,  the  Kansas  malpractice  insurance  crisis  is 
being  widely  publicized,  and  there  are  reports  that  some  com- 
panies are  contacting  physicians  and  offering  attractive  insur- 
ance policies.  If  you  receive  such  a communication,  you  should 
determine  whether  the  company  is  authorized  to  do  business  in 
Kansas.  The  Professional  Liability  Section  of  the  Kansas  Insur- 
ance Department  can  be  contacted  by  calling  1-800-432-2484. 


IPP  ANNUAL  STATISTICAL 
REPORT 


PHYSICIAN  REVIEWERS 
NEEDED 


MODEL  MEDICAL  STAFF 
BYLAWS 


PHYSICIANS  URGED  TO 
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The  KMS-IPP  annual  statistical  report  for  the  first  year  of 
formal  operation  (July  1,  1987  to  June  30,  1988)  has  been 
completed.  Key  statistics  are  as  follows:  total  inquiries 
for  information  about  the  IPP,  79;  total  referrals  to  the 
IPP,  79;  total  number  of  physicians  currently  being  monitored 
by  the  IPP,  32;  total  number  of  physicians  reported  to  the 
Board  of  Healing  Arts  for  noncompliance,  4.  There  was  a 
total  of  77  male  referrals  and  2 female  referrals,  with  an 
average  age  of  48.  Specialty  types  included  internal  medi- 
cine, 5;  pathology,  2;  psychiatry,  3;  surgery,  7;  anesthe- 
siology, 2;  ophthalmology,  1;  OB-GYN,  6;  family  practice,  20; 
radiology,  2;  ENT,  2;  cardiology,  1;  neonatology,  1;  gastro- 
enterology, 1;  D.O.,  1;  residents,  4;  medical  student,  1; 
and  respiratory  therapy,  1. 

Reported  problems  included  alcohol  abuse  only,  22;  other  drug 
abuse  only,  11;  alcohol  and  other  drug  abuse,  7;  organic  brain 
syndrome,  2;  depression,  2;  stress/overwork,  2;  other  psychi- 
atric, 9;  physical  disability,  2;  criminal  activity,  2;  poor 
prescribing  practices,  6;  and  sexual  misconduct,  2.  The  aver- 
age duration  of  the  problems  was  five  or  more  years.  For 
more  details,  please  contact  KMS-IPP. 


The  Kansas  Foundation  for  Medical  Care  (KFMC)  is  currently 
recruiting  physicians  to  take  part  in  the  PRO  review  process. 
Especially  needed  are  board-certified  practitioners  in  each 
of  the  primary  specialties.  KFMC  provides  a formal  training 
program  to  all  new  physician  reviewers,  and  also  reimburses 
the  reviewers  for  their  time.  For  information,  call  G.  Rex 
Stone,  M.D.,  Medical  Director,  at  913-273-2552. 


KMS-HMSS  is  pleased  to  announce  the  availability  of  a newly 
developed  set  of  model  medical  staff  bylaws.  The  bylaws 
incorporate  the  latest  requirements  from  the  Joint  Commission 
on  Accreditation  of  Health  Care  Organizations,  and  include 
the  latest  Kansas  statutes  dealing  with  risk  management  and 
other  matters.  These  bylaws  are  intended  to  serve  as  a model 
for  Kansas  physicians  to  follow  in  the  development  of  bylaws 
for  their  particular  institution.  They  have  been  printed  in 
looseleaf  form  to  allow  for  easy  updating  as  changes  occur 
in  the  future.  Order  your  set  from  KMS  today!  Only  $35, 
including  updates. 


AMA  President  James  E.  Davis,  M.D.,  asks  every  physician  to 
tithe  his  or  her  time  for  the  benefit  of  the  American  people: 
"Just  one-tenth  of  the  normal  work  week,  four  hours  a week, 
serving  the  public  in  the  way  you  think  is  most  helpful." 

Dr.  Davis  also  calls  on  physician  organizations  at  county, 
state  or  specialty  level  to  organize  and  staff  ombudsman 
offices.  Such  offices,  he  says,  will  assist  physicians  in 
identifying  meaningful  service  work,  provide  health  care 
information  to  the  public,  give  referrals  to  physicians  and 
handle  public  complaints.  Dr.  Davis  suggests  that  these 
offices  be  staffed  by  retired  or  semi-retired  physicians  who 
are  "highly  qualified,  highly  competent,  dedicated  individ- 
uals who  know  how  to  get  things  done." 
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Senate  Bill  2681,  introduced  by  Senator  Kennedy,  would  pro- 
vide nursing  home  care  and  unlimited  home  health  care  for 
the  elderly,  chronically  ill  and  disabled.  The  elderly  would 
pay  the  monthly  premium  of  up  to  $25,  but  the  major  sources 
of  financing  would  come  from  raising  the  ceiling  on  the  Social 
Security  payroll  tax  to  $75,000.  Kennedy  said  his  purpose  in 
offering  the  measure  at  this  time  is  to  expand  debate  on  the 
long-term  health  care  issue,  which  is  expected  to  be  a major 
item  on  the  agenda  in  the  new  Congress. 


The  completion  of  the  RBRVS  will  be  almost  three  months 
behind  the  original  schedule.  Reasons  given  for  the  delay  in 
completion  were  the  need  to  incorporate  changes  in  the  study 
based  on  a conference  held  last  spring,  and  a brief  illness 
suffered  by  one  of  the  primary  investigators  for  the  study. 
KMS  Ad  Hoc  Committee  on  RBRVS,  chaired  by  Larry  R.  Anderson, 
M.D.,  Wellington,  is  proceeding  with  plans  for  participation 
in  the  national  debate  on  RBRVS.  The  committee  will  welcome 
your  input  on  this  matter.  Please  contact  Dr.  Anderson  or 
the  KMS  Executive  Office. 


The  annual  meeting  of  KINH  will  be  held  on  Friday,  October 
21,  at  the  Holiday  Inn  City  Centre  in  Topeka.  The  luncheon 
speaker  will  be  Charlotte  Miller,  M.D.,  Cleveland,  Ohio,  who 
will  discuss  the  physician  responsibility  for  resident  care 
in  long-term  care  settings.  Physicians  are  encouraged  to 
attend.  The  registration  fee  is  $25.  For  information,  call 
KINH  at  913-842-3088. 


Patient  Medical  Instruction  sheets  are  now  available  exclu- 
sively from  the  U.S  Pharmacopeial  Convention.  Currently, 

83  different  PMIs  are  available  in  pads  of  50.  Physicians 
are  encouraged  to  obtain  PMIs  to  enhance  patient  compli- 
ance in  drug  use,  increase  the  effectiveness  of  drug  therapy, 
and  strengthen  the  patient-physician  relationship.  To  place 
orders,  call  1-800-227-USPC. 


The  Office  of  Vital  Statistics  is  preparing  for  implementa- 
tion of  the  1989  vital  records  certificate  revision  effective 
January  1,  1989.  In  preparation  for  this  implementation, 
the  Kansas  Department  of  Health  and  Environment,  Office  of 
Vital  Statistics,  is  scheduling  comprehensive  training  ses- 
sions across  the  state  for  hospital  medical  records  personnel 
and  others.  These  training  sessions  will  address  the  revi- 
sion process,  registration  requirements  and  process,  certifi- 
cation issues  and  statistical  uses  of  the  vital  statistics 
data,  and  will  offer  an  opportunity  to  ask  specific  questions. 
The  meeting  schedule  is  as  follows:  September  22,  Fort  Scott; 
October  3,  Colby;  4,  Garden  City;  5,  Hays;  6,  Wichita;  7, 
Wichita;  17,  Topeka;  19,  Salina;  and  20,  Kansas  City.  For 
more  information,  call  Charlene  Satzler  at  913-296-1414, 
or  Cynthia  Keeling  at  913-296-1426. 


The  Johnson  and  Wyandotte  County  Medical  Societies  invite  all 
KMS  members  to  attend  their  joint  meeting  on  Tuesday, 


MEDICAID 


LEGAL  MATTERS 
FOR  MAs 


REGISTER  TO  VOTE! 


September  27  at  6:30  p.m.  Guest  speaker  George  Annas  will 
discuss  some  of  the  controversial  issues  in  modern  medicine. 
Mr.  Annas  is  a graduate  of  Harvard  Law  School  and  also  holds 
an  M.P.H.  from  Harvard  School  of  Public  Health.  He  teaches 
at  Boston  University  School  of  Medicine.  The  meeting  will  be 
held  at  the  Overland  Park  Marriott,  10800  Metcalf,  and  the 
cost  for  dinner  is  $22  per  person.  For  reservations,  call 
either  the  Johnson  County  Medical  Society,  913-432-9444,  or 
the  Wyandotte  County  Medical  Society,  913-321-9460. 


The  new  eligibility  card  ID  number  will  begin  with  001.  Oth- 
erwise, the  computer-generated  card  will  remain  the  same. 
Replacement  cards  issued  by  local  area  offices  must  contain 
these  features: 

* a serially  numbered  sticker  applied  to  the  back  of  the 
card  to  validate  it; 

* SRS  staff  signature  on  the  front; 

* clear  indication  of  the  type  of  program:  PCN,  Lock-In, 
or  MediKan; 

* listing  of  all  appropriate  providers. 

All  cards  must  be  signed  to  be  valid.  For  information  regard- 
ing claims  processing,  call  1-800-333-2666  or  913-273-5704. 

Electronically  submitted  claims  (ESCs)  are  paid  three  times  a 
month.  The  current  methods  of  transmission  are  tape-tape, 
computer-computer,  or  PC  using  a 3 1/2"  or  5 1/4"  diskette. 
There  is  no  charge  for  ESCs.  For  information,  call  Sharon  or 
Darlene  at  913-273-5704. 


Don  Balasa,  legal  counsel  of  the  American  Association  of 
Medical  Assistants,  will  be  the  principal  speaker  at  the  Fall 
Seminar  of  the  Kansas  Medical  Assistants  Society  on  October 
22-23  in  Atchison.  Mr.  Balasa  will  address  legal  issues  in 
the  physician's  office  and  give  pointers  on  guarding  against 
and  avoiding  potenti al  1 i abi 1 ity  situations.  We  encourage 
your  medical  assistants  to  attend.  The  fee  for  KMAS  members 
is  $50;  for  non-members,  $75.  More  information  may  be 
obtained  from  Martha  Zumbrunn,  Seminar  Chair,  1105  Division, 
Atchison,  KS  66002;  telephone  913-367-7357  or  5496. 


Tuesday,  November  8 is  Election  Day--but  only  for  those  who 
are  registered  to  vote.  The  Secretary  of  State  reminds 
Kansans  that  you  must  re-register  if  you  have  moved,  changed 
your  name  or  failed  to  vote  in  two  consecutive  general  elec- 
tions. The  final  day  to  register  is  Tuesday,  October  18. 
Special  arrangements  may  be  made  for  absentee  ballots  if  you 
will  be  out  of  town  on  Election  Day,  and  curbside  voting  will 
be  available  for  the  disabled.  If  you  need  information  about 
registering  or  voting,  call  1-800-262- VOTE,  or  contact  your 
county  clerk  or  election  officer.  Don't  miss  this  oppor- 
tunity to  cast  your  vote  for  the  candidates  of  your 
choice! 


DISTRICT  MEETING 
CALENDAR 


See  the  listings  for  1988-89  on  page  238  of  the  September 
issue  of  KANSAS  MEDICINE. 


KMS  Meeting  Activities 

AMA  House  meetings  provide  a unique  educational 
opportunity.  Any  member  of  the  society  may  pre- 
sent testimony  at  the  Reference  Committee  hearings 
and,  of  course,  corridor  discussions  on  the  issues 
provide  ample  opportunities  to  get  your  views  across. 
Kansas  had  introduced  four  resolutions,  as  reported 
in  the  July  KMS  Newsletter.  Three  of  these  were 
adopted  in  some  form,  and  one  was  referred  to  the 
AMA  Board  of  Trustees  for  further  study.  The  House 
also  accepted  a memorial  resolution  from  Kansas 
honoring  Lucien  R.  Pyle,  M.D.,  former  KMS  Pres- 
ident and  AMA  Delegate. 


The  next  AMA  House  of  Delegates  meeting  will 
be  held  December  4-7  in  Dallas.  If  you  can’t  attend 
the  meeting,  you  can  still  be  represented  through 
your  delegate.  Let  your  delegation  know  your  opin- 
ions. You  can  also  prepare  a resolution  and  request 
that  it  be  submitted  to  the  House.  The  Kansas  Del- 
egates are:  Alex  Scott,  Junction  City,  Chairman; 
Jimmie  A.  Gleason,  Topeka;  Warren  E.  Meyer, 
Wichita;  Lew  W.  Purinton,  Wichita;  Linda  D.  War- 
ren, Hanover;  and  Kermit  G.  Wedel,  Minneapolis. 
William  J.  Reals,  Wichita,  sits  with  the  Kansas 
delegation  and  represents  the  College  of  American 
Pathologists. 


A BANK  IV  Lease  Costs  Less. 


Compare  BANK  IV’s  lease,  and  you’ll  see  there’s  no 
comparison. 

It’s  simply  the  way  we  do  business,  a direct  result  of 
BANK  IV’s  strength.  You  see,  we’re  not  just  a player  in  the 
market,  we  help  shape  it. 

So,  in  addition  to  the  advantages  anyone’s  leasing 
program  can  offer  your  business,  such  as 

□ 100%  Financing 

□ Tax  Advantages 

□ Low  Payments 

□ Working  Capital  Conservation 

□ Improved  Cash  Flow 

□ Convenience 

□ Flexibility 

BANK  IV’s  lower  rate  makes  the  difference  that 
counts;  It  costs  less  money. 

If  you’re  a buyer,  BANK  IV  leasing  can  save  you 
money.  If  you’re  a seller,  BANK  IV’s  leasing  program  can 
mean  more  sales.  Find  out  how.  Call  BANK  IV’s  Leasing 
Department,  261-2255. 


The  Strength  of  Kansas.  BANKIV 


BANK  IV  Wichita,  na  / Leasing  Department  / RO.  Box  4 / Wichita,  Kansas  67201  / (316)  261-2255 
Member  FDIC 
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Tell  us 
where  it 
hurts. 


Retirement  planning  shouldn’t  be  painful ...  but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 

We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 

• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 


Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 


• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom 
mended  retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 

Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway 
Suite  345 

Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 


Retirement  Program 


Securities  offered  through  Registered  Representatives  of  Integrated  Resources  Equity  Corporation,  member  NASD/SIPC 


Surgery  for  Ulnar  Nerve  Entrapment 
at  the  Elbow 

M.  BERNHARDT,  M.D.,*  M.  P.  KUHN,  M.D.,t  J.  M.  MELHORN, 

AND  J.  H.  YANG,  M.D.,§  Wichita 


Abstract 

A retrospective  review  of  17  cases  from  1980  through 
1985  involving  surgery  for  ulnar  nerve  entrapment 
at  the  elbow  was  done  at  the  Wichita  Veterans 
Administration  Medical  Center.  Ten  patients  were 
followed  up  with  a telephone  interview,  and  six 
were  available  for  a personal  interview  and  exam- 
ination. Follow-up  nerve  conduction  velocity  stud- 
ies were  done  on  seven  patients.  The  mean  length 
of  follow-up  was  39  months,  with  a range  of  20  to 
78  months. 

Four  different  operations  were  done  for  the  treat- 
ment of  ulnar  nerve  entrapment.  Six  cases  were 
treated  by  simple  decompression  and  epineurolysis 
of  the  ulnar  nerve;  seven  cases  by  decompression 
and  subcutaneous  anterior  transposition;  two  cases 
by  decompression  and  medial  epicondylectomy;  and 
two  cases  by  decompression,  medial  epicondylec- 
tomy and  anterior  transposition.  No  patients  were 
treated  with  submuscular  anterior  transposition  of 
the  nerve. 

The  results  of  surgery  were  as  follows:  one  patient 
was  completely  relieved  of  all  preoperative  symp- 
toms, seven  patients  were  improved  after  surgery, 
two  patients  were  unchanged,  and  no  patient  was 
worse  after  surgery.  The  mean  preoperative  nerve 
conduction  velocity  across  the  elbow  was  39.3  m/ 
sec,  while  the  mean  postoperative  nerve  conduction 
velocity  was  47.9  m/sec,  showing  an  8.6  m/sec 

^Former  Resident  in  Orthopaedic  Surgery,  St.  Francis/Uni- 
versity of  Kansas  Affiliated  Hospitals;  Spine  Fellow,  Beth  Is- 
rael Hospital/Harvard  Medical  School. 
tResident  in  Orthopaedic  Surgery,  St.  Francis/University  of 
Kansas  Affiliated  Hospitals. 

f Chief,  Orthopaedic  Section,  Veterans  Administration  Medical 
Center. 

I §Chief,  Rehabilitation  Medicine  Service,  Veterans  Adminis- 
tration Medical  Center. 

Address  requests  for  reprints  or  complete  lists  of  references 
to  Dr.  Kuhn  at  the  Dept,  of  Orthopaedics,  St.  Francis  Regional 
Medical  Center,  929  N.  St.  Francis,  Wichita,  KS  67214. 

This  Paper  was  presented  at  the  Annual  Meeting  of  the  Kan- 
sas Chapter  of  the  American  College  of  Surgeons,  1987. 


increase  in  the  nerve  conduction  velocity,  on  av- 
erage, at  follow-up. 

There  was  no  significant  difference  in  range  of 
motion  between  the  surgically  treated  and  contra- 
lateral elbows.  There  was,  however,  a slight  amount 
of  forearm  atrophy  in  most  operated  arms.  The  only 
failures  of  surgery  in  this  study  were  in  patients  who 
had  undergone  decompression  and  anterior  trans- 
position of  the  ulnar  nerve. 

The  number  of  patients  in  this  study  is  too  small 
to  conclude  that  any  one  surgical  procedure  is  su- 
perior to  the  others.  However,  one  general  point  is 
very  clear,  and  is  in  contradiction  to  many  previous 
reports  of  the  surgical  treatment  of  ulnar  compres- 
sion neuropathy  at  the  elbow:  complete  resolution 
of  all  preoperative  symptoms  and  the  return  of  the 
hand  to  normal  is  unlikely.  Although  surgery  can 
be  expected  to  decrease  symptoms  in  most  patients, 
care  must  be  exercised  in  counseling  patients  about 
the  expected  outcome  after  surgery,  as  very  few 
patients  return  to  normal. 

Introduction 

Ulnar  neuropathy  due  to  compression  at  the  elbow, 
sometimes  referred  to  as  cubital  tunnel  syndrome, 
is  a well  recognized  cause  of  disability  in  the  arm, 
though  much  less  common  than  carpal  tunnel  syn- 
drome.^ There  is  no  consensus  as  to  the  best  surgical 
procedure  for  the  treatment  of  ulnar  nerve  entrap- 
ment at  the  elbow.  This  paper  will  review  the  lit- 
erature and  describe  the  clinical  and  pathologic  find- 
ings apparent  in  this  syndrome,  discuss  the  various 
operations  recommended  for  its  treatment,  and  re- 
view the  last  five  years’  experience  at  this  center 
with  the  surgical  treatment  of  this  disorder. 

Literature  Review 

Earle  was  the  first  to  report  an  operative  treatment 
for  ulnar  neuropathy  consisting  of  segmental  nerve 
resection.  Panas,  in  1878,  is  credited  with  the  rec- 


Kansas  Medicine  • September  1988  • 233 


TABLE  1 

GRADING  CLASSIFICATION  OF 
ULNAR  NEUROPATHY 

Grade 

Description 

I 

Parasthesia  and  minor  hypesthesia  of  ulnar  nerve. 

II 

Hypesthesia,  weakening  with  incomplete  wasting 
of  interossei  and  ulnar  two  lumbrical  muscles. 

III 

Obvious  sensory  loss,  small  muscle  atrophy, 
often  with  clawing  of  the  ring  and  little  fingers. 

ognition  of  ulnar  neuropathy  following  fracture  near 

the  elbow.  Budinger,  in  1894,  noted  this  condition 
to  be  a complication  of  positioning  the  upper  ex- 
tremity during  surgery.  Platt  astutely  observed  and 
reported  subluxation  of  the  ulnar  nerve  in  some  pa- 
tients. 

Many  authors  have  noted  risk  factors  which  pre- 
dispose individuals  to  this  condition,  including 
chronic  bedrest,  diabetes,  aging,  a positive  family 
history,  and  alcoholism;  however,  the  most  com- 
mon etiology  is  idiopathic . Many  disease  states  and 
anatomic  anomalies  are  implicated  in  the  etiology 
of  cubital  tunnel  syndrome  (e.g. , osteoarthritis,  gan- 
glionosis,  a supracondyloid  process,  and  an  anom- 
alous subanconeus  muscle).  Positioning  during  any 
surgical  procedure  resulting  in  flexion  of  the  elbow 
with  tension  or  direct  compression  on  the  ulnar  nerve 
may  result  in  trauma  to  the  nerve  at  the  elbow. 

Two  theories  exist  regarding  the  pathophysiology 
of  injury.  Denny-Brown  and  Brenner  believed 
compression  resulted  in  ischemic  fibrosis,  while 
Neary  described  the  resultant  lesion  as  “slippage” 
or  thinning  of  the  myelin  sheath.  Points  of  potential 
ulnar  nerve  compression,  according  to  Amadio,  are; 
the  arcade  of  Struthers,  the  medial  intermuscular 
septum,  the  region  of  the  medial  epicondyle,  the 
cubital  tunnel,  and  the  deep  aponeurosis  of  the  flexor 
carpi  ulnaris. 

Clinically,  ulnar  neuropathy  at  the  elbow  can  be 
manifested  acutely  after  a single  compressive  event, 
subacutely  from  extended  pressure  (e.g.,  intraoper- 
ative positioning),  and  in  a chronic  fashion  (e.g., 
tardy  palsy  sometimes  decades  after  a malunited 
supracondylar  fracture).  Symptoms  initially  are  sen- 
sory in  nature,  usually  acroparasthesias.  Progres- 
sion of  the  neuropathy  may  cause  numbness,  weak- 
ness, clumsiness  and  pain.  Signs  of  ulnar  neuropathy 
at  the  elbow  are  a positive  Tinel’s  (percussion)  sign 
near  the  elbow,  tenderness  over  medial  forearm  and 
hand,  sensory  loss  in  the  ulnar  two  fingers,  and 
weak  intrinsic  hand  musculature.  Advanced  cases 
are  manifested  by  clawing  of  the  ring  and  little  fin- 
ger, with  weakness  of  the  long  flexors.  Other  signs 
are  atrophy  in  the  first  web  space,  a positive  Fro- 


ment’s  sign  (weak  pinch),  and  presence  of  Warten- 
burg’s  sign  (an  abduction  posture  of  the  fifth  digit). 

Preservation  of  motor  function  in  the  hand,  in 
spite  of  sensory  changes,  is  sometimes  attributed  to 
innervation  variants.  The  Martin-Gruber  anasto- 
mosis sends  motor  fibers  from  the  median  to  the 
ulnar  nerve  in  the  forearm.  In  the  Riche-Cannieu 
anastomosis  the  recurrent  branch  of  the  median  nerve 
is  responsible  for  motor  fibers  to  the  deep  palmar 
branch  of  the  ulnar  nerve.  Another  variant,  the  Fro- 
ment-Rauber  anastomosis,  bridges  the  posterior  in- 
terosseous nerve  and  the  first  three  dorsal  interossei. 

Just  because  a patient  complains  of  little-finger 
numbness,  one  should  not  limit  his  scope  of  curi- 
osity to  the  elbow.  The  differential  diagnosis  should 
include  thoracic  outlet  syndrome,  cervical  radicu- 
lopathy, syringomyelia  or  spinal  canal  tumor  (e.g., 
neurofibroma) . 

Certain  diagnostic  tests  can  be  helpful  in  treating 
patients  with  this  syndrome.  A cubital  tunnel  x-ray 
may  be  useful  in  confirming  the  etiology.  Positive 
findings  include  the  presence  of  an  osteophyte  in 
the  cubital  tunnel  and/or  lateral  shift  of  the  olecra- 
non process.  Electromyography  and  nerve  conduc- 
tion velocity  studies  are  also  helpful.  Slowing  of 
the  ulnar  nerve  conduction  velocity  across  the  elbow 
is  indicative  of  this  condition.  The  presence  of  de- 
nervation potentials  in  the  intrinsic  muscles  of  the 
hand  indicates  advanced  disease. 

Ulnar  neuropathy  at  the  elbow  has  been  treated 
by  several  methods.  Conservative  therapy  consists 
of  avoiding  flexion  or  pressure  on  the  elbow,  peri- 
neural injection  of  glucocorticoid,  administration  of 
oral  anti-inflammatory  agents,  and  long  arm  splint- 
age. Dimond  noted  63%  of  patients  improved  with 
conservative  treatment  alone. 

Some  authors  propose  simple  decompression  of 
the  nerve  with  neurolysis  if  internal  scarring  is  pres- 
ent. Chan  reported  76%  of  patients  improved  with  ] 
this  technique,'  while  Miller  and  Hummel  reported! 
92%  improved."*  Lugnegard  reported  35%  of  hisij 
patients  had  complete  resolution  of  preoperative  i 
symptoms.*  i 

Anterior  transposition  of  the  nerve  using  various 
techniques  (i.e.,  subcutaneous  or  submuscular 


TABLE  2 

MEAN  PRE-OP  NERVE  CONDUCTION  VELOCITIES 

Velocity 

Location 

N 

(m/sec) 

Upper  arm 

5 

65.2 

Across  elbow 

12 

43.0 

Forearm 

12 

54.7  ^ 
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TABLE  3 

FAILURES  OF  SURGERY 


Patient 

Result 

Age 

Date  of 
surgery 

Operation 

NCV  (ml sec) 
Pre-op  Post-op 

Pre-op 

Grade 

Post-op 

1 

Improved,  but 
not  satisfied 

68 

07-19-82 

Decompression 
& anterior 
transposition 

41.82 

52.59 

II 

I 

14 

Unchanged,  but 
satisfied 

66 

03-06-85 

Decompression 
& anterior 
transposition 

34.11 

46.8 

II 

III 

15 

Unchanged,  not 
satisfied 

60 

04-29-85 

Decompression 
& anterior 
transposition 

30.95 

43.8 

III 

III 

transfer)  also  has  yielded  good  results,  according  to 
several  authors.  Eaton  reported  94%  of  16  patients 
were  relieved  of  symptoms  after  subcutaneous  trans- 
fer using  a fasciodermal  sling. ^ Kamhin  reported 
improvement  in  69%  of  arms  in  a series  of  26  op- 
erations, with  two  patients  being  worse  after  sur- 
gery.^ Mass  and  Silverberg  claimed  that  less  scar- 
ring occurred  when  the  nerve  was  submuscularly 
transposed  after  epicondylar  osteotomy  and  reported 
85%  of  patients  improved.^ 

Medial  epicondylectomy,  with  or  without  trans- 
position, has  also  yielded  good  results.  Removal  of 
the  medial  epicondyle  allows  the  ulnar  nerve  to  move 
anteriorly  during  elbow  flexion,  thus  avoiding  un- 
due tension  on  the  nerve.  Froimson  reported  that 
all  of  his  70  patients  were  improved  after  epicon- 
dylectomy alone, ^ while  Caffiniere  noted  improve- 
ment in  72%  after  using  this  surgical  technique.^ 
On  the  other  hand.  Craven  and  Green  advocated 
medial  epicondylectomy  and  anterior  transposition, 
because  considerably  less  dissection  of  the  ulnar 
nerve  is  required  than  with  standard  anterior  trans- 
position, thus  decreasing  the  likelihood  of  dener- 
vation of  the  flexor  carpi  ulnaris.^ 

Materials  and  Methods 

The  medical  records  of  16  patients  (15  male  and 
one  female)  who  underwent  17  operations  for  cu- 
bital tunnel  syndrome  from  1980  through  1985  at 
the  Wichita,  Kansas,  Veterans  Administration  Med- 
ical Center  were  reviewed.  The  ages  of  the  patients 
ranged  from  28  to  80  years,  with  a mean  of  56 
years.  The  duration  of  preoperative  symptoms  ranged 
from  one  month  to  13  years,  with  a mean  of  32 
months  and  a median  of  20  months. 

The  patients’  preoperative  conditions  were  graded 
according  to  the  classification  of  McGowan  (Table 
1).  Preoperatively,  three  cases  were  classified  as 
Grade  I ulnar  neuropathy;  10  cases  as  Grade  II  and 
four  cases  as  Grade  III.  Intrinsic  atrophy  or  wasting 


was  present  in  1 1 cases  and  clawing  in  two  patients. 

Etiologic  factors  looked  for  included  a history  of 
trauma,  the  presence  of  diabetes  mellitus,  and  a 
history  of  ethanol  abuse.  There  was  a history  of 
trauma  associated  with  four  of  the  elbows,  two  pa- 
tients were  diabetic  and  four  patients  had  a history 
of  chronic  ethanol  abuse. 

Electromyographic  and  nerve  conduction  veloc- 
ity (EMG/NCV)  data  were  found  in  12  cases  pre- 
operatively. The  average  nerve  conduction  veloci- 
ties were  measured  in  the  upper  arm,  across  the 
elbow  and  in  the  forearm  (Table  2).  Denervation 
activities  demonstrated  by  electromyography  were 
present  in  seven  cases  (58%)  preoperatively. 

Four  different  surgical  procedures  were  per- 
formed for  the  treatment  of  cubital  tunnel  syndrome 
during  this  study  period.  Six  cases  were  treated  by 
simple  decompression  and  epineurolysis  of  the  nerve; 
seven  cases  by  decompression  and  subcutaneous  an- 
terior transposition;  two  cases  by  decompression  and 
medial  epicondylectomy;  and  two  cases  by  de- 
compression, medial  epicondylectomy,  and  anterior 
transposition.  No  patients  were  treated  by  submus- 
cular  anterior  transposition  of  the  ulnar  nerve. 

The  results  of  surgery  were  assessed  by  outpatient 
chart  review,  telephone  interview,  personal  inter- 
view, physical  examination  and  follow-up  EMG/ 
NCV  studies.  Ten  patients  were  interviewed  by  tele- 
phone, with  postoperative  follow-up  ranging  from 
20  to  78  months  (mean  of  39  months).  One  patient 
(who  had  bilateral  operations)  had  died,  and  five 
patients  were  lost  to  follow-up.  Six  patients  were 
available  for  personal  interview  and  examination. 
Follow-up  EMG/NCV  studies  were  performed  on 
seven  patients. 

Results 

The  results  of  surgery  were  classified  into  four 
groups:  (1)  all  symptoms  had  resolved,  and  hand 
had  returned  to  normal;  (2)  symptoms  had  im- 
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TABLE  4 

FOLLOW-UP  EXAMINATION 


Patient 

Hand' 

Asymmetry 
of  elbow 
ROM^ 

Asymmetry 
of  forearm 
circumference^ 

Asymmetry 
of  grip 
strength* 

Atrophy? 

Clawing? 

Sensation 

Tinel’s 

at 

elbow 

Grade 

Result 

Pre-op 

Post-op 

1 

ND 

-3° 

-3/4" 

- 12  lb. 

+ 

+ 

Normal 

— 

III 

III 

Improved 

2 

ND 

0 

->/2 

-6 

+ 

- 

Normal 

+ 

II 

II 

Improved 

7 

DOM 

+ 3 

-1/4 

+ 9 

- 

- 

Normal 

- 

II 

I 

Improved 

8* 

DOM 

-6 

+ l'/2 

+ 39 

- 

- 

Normal 

- 

I 

I 

Improved 

14 

ND 

0 

-'/2 

-9 

+ 

- 

Abnormal 

- 

II 

III 

Unchanged 

15 

ND 

-5 

-1/2 

-11 

+ 

+ 

Abnormal 

— 

III 

III 

Unchanged 

Averages 

-2 

— */s 

+ 2 

4 + 

2 + 

4 Normal 

1 + 

1 I 

2 I 

2- 

4- 

2 Abnormal 

5- 

3 II 

1 II 

2 III 

3 III 

*Patient  8 has  cerebral  palsy  with  spastic  hemiplegia  and  developed  ulnar  nerve  entrapment  at  the  elbow  on  his  uninvolved  side. 


1.  ND:  non-dominant  hand.  DOM:  Dominant  hand. 

2.  A positive  value  denotes  a greater  range  of  motion  on  the  operated  side  compared  to  the  non-operated  side,  whereas  a negative 
value  denotes  a greater  range  of  motion  on  the  non-operated  side. 

3.  A positive  value  denotes  a larger  circumference  on  the  operated  side,  whereas  a negative  value  denotes  a larger  circumference 
on  the  non-operated  side. 

4.  A positive  value  denotes  a greater  grip-strength  on  the  operated  side,  whereas  a negative  value  denotes  a greater  grip-strength 
on  the  non-operated  side. 


sign  at  the  elbow  (Table  4).  The  presence  or  absence 
of  intrinsic  atrophy  and  clawing  of  the  ulnar  two 
fingers  was  noted;  the  patients’  postoperative  con- 
ditions were  graded  according  to  McGowan’s  clas- 
sification. There  was  no  significant  difference  in 
range  of  motion  between  the  surgically  treated  and 
contralateral  elbows.  There  was  a slight  amount  of 
forearm  atrophy  noted  in  most  operated  arms,  but 
only  a tendency  towards  decreased  grip  strength  on 
the  surgically  treated  side.  Atrophy  was  noted  in 
four  patients  and  clawing  in  two.  Sensation  was 
normal  to  light-touch  in  four  of  the  six  patients.  One 
patient  (who  had  a decompression  alone)  had  a Ti- 
nel’s  sign  at  the  elbow.  One  patient  improved  grades 
from  a Grade  II  preoperatively  to  a Grade  I at  fol- 
low-up, while  one  patient  worsened  from  a Grade 
II  preoperatively  to  a Grade  III  at  follow-up.  The 
remaining  four  patients’  grades  did  not  change  (one 


proved,  but  hand  had  not  returned  to  normal;  (3) 
symptoms  unchanged;  and  (4)  symptoms  worse. 

Of  the  10  patients  followed  up,  one  patient  was 
completely  free  of  all  preoperative  symptoms,  seven 
patients  were  improved,  two  patients  were  un- 
changed, and  no  patient  was  worse  after  surgery. 
Although  80%  of  patients  were  improved  by  sur- 
gery, most  of  these  patients  felt  their  hand  was  far 
from  normal.  Eight  patients  were  satisfied  with  the 
results  of  surgery.  There  were  three  failures  in  this 
study  group;  the  two  patients  whose  symptoms  were 
unchanged  after  surgery,  and  one  patient  who  was 
improved  after  surgery,  but  was  not  satisfied  with 
the  amount  of  improvement  (Table  3). 

Follow-up  physical  examination  of  six  patients 
included  measurements  of  elbow  range  of  motion, 
forearm  circumference  and  grip  strength,  and  testing 
for  light  touch  sensation  in  the  hand  and  Tinel’s 


TABLE  5 

COMPARISON  OF  PRE-OP  AND  FOLLOW-UP  NERVE  CONDUCTION  VELOCITIES 


Patient 

Pre-op  NCV  (m/sec) 

Date  of 
surgery 

Follow-up  NCV  (ml sec) 

Date 

Across  elbow 

Forearm 

Date 

Across  elbow 

Forearm 

1 

11-10-80 

6-12-87 

45.8 

59.41 

2 

11-12-81 

46.9 

68.0 

2-24-82 

5-22-87 

56.19 

60.71 

7 

7-15-82 

41.82 

56.25 

7-19-82 

6-12-87 

52.59 

60.8 

9 

6-20-84 

40.73 

51.58 

9-05-84 

1-15-85 

46.43 

47.3 

10 

7-18-84 

41.25 

45.35 

11-02-84 

3-26-85 

43.75 

52.63 

14 

10-30-84 

34.11 

49.0 

3-06-85 

5-22-87 

46.8 

47.25 

15 

7-09-84 

30.95 

46.15 

4-29-85 

6-08-87 

43.8 

48.0 

Averages: 

39.3 

52.7 

47.9 

53.7 
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TABLE  6 

PRE-OP  GRADE  AND  RESULTS 

Pre-op 

Grade 

No. 

Results 

I 

2 

Both  improved 

II 

4 

1 Back  to  normal 

2 Improved 

1 Unchanged 

III 

4 

3 Improved 
1 Unchanged 

Grade  I,  one  Grade  II,  and  two  Grade  III). 

In  the  patients  followed  up  with  EMG/NCV  stud- 
ies, the  mean  preoperative  nerve  conduction  veloc- 
ity across  the  elbow  was  39.3  m/sec,  while  the  mean 
postoperative  velocity  was  47.9  m/sec,  showing  an 
8.6  m/sec  improvement  in  the  nerve  conduction  ve- 
locity, on  average  (Table  5).  Improvement  of  the 
nerve  conduction  velocity  across  the  elbow  did  not 
correlate  with  a successful  result  after  surgery;  even 
the  failures  in  this  study  showed  substantial  im- 
provements in  their  NCVs  across  the  elbow  at  fol- 
low-up (Table  3). 

Poor  results  after  surgery  did  not  correlate  with 
the  presence  of  diabetes  or  a history  of  alcoholism. 


In  fact,  the  one  patient  who  reported  that  his  hand 
had  returned  to  normal  was  diabetic.  Patients  with 
advanced  disease  (demonstrated  by  atrophy,  claw- 
ing, or  denervation  activity  on  EMG)  tended  to  ben- 
efit from  surgery,  as  well  as  patients  with  less  ad- 
vanced disease.  No  correlation  could  be  shown 
between  the  preoperative  grading  and  the  results 
after  surgery  (Table  6).  A longer  duration  of  pre- 
operative symptoms  did  not  correlate  with  poorer 
results  after  surgery.  Advanced  age  did  not  correlate 
with  a poor  result.  The  patient  who  returned  to  nor- 
mal was  71  years  old,  the  second-oldest  patient  in 
the  study  group. 

All  three  patients  whose  operations  were  consid- 
ered failures  had  undergone  decompression  and  an- 
terior transposition  of  the  nerve.  Lack  of  improve- 
ment or  patient  satisfaction  was  not  encountered  in 
the  other  treatment  categories  (Tables  7 and  3). 

Discussion 

The  number  of  patients  in  this  study  is  too  small  to 
conclude  that  any  one  surgical  procedure  is  superior 
to  the  others. 

One  point  is  very  clear,  and  contradicts  many 
previous  reports  involving  the  surgical  treatment  of 
ulnar  compression  neuropathy  at  the  elbow. 


TABLE  7 

SURGERY  FOR  ULNAR  NERVE  ENTRAPMENT  AT  THE  ELBOW 

Patient 

Date  of 
surgery 

Operation 

FlU  (mos.) 

Result 

Patient 

satisfaction 

Pre-op 

Grade 

Post-op 

1 

11-10-80 

Decompression 

alone 

78 

Improved 

Satisfied 

III 

III 

2 

2-24-82 

Decompression 

alone 

65 

Improved 

Satisfied 

II 

II 

7 

7-19-82 

Decompression  & 
anterior  transposition 

58 

Improved 

Not  satisfied 

II 

I 

8 

7-18-84 

Decompression, 

transposition, 

& medial 
epicondylectomy 

34 

Improved 

Satisfied 

I 

I 

9 

9-05-84 

Decompression, 

transposition, 

& medial 
epicondylectomy 

33 

Improved 

Satisfied 

II 

10 

11-02-84 

Decompression 
& medial 
epicondylectomy 

31 

Normal 

Satisfied 

II 

14 

3-06-85 

Decompression  & 
anterior  transposition 

27 

Unchanged 

Satisfied 

II 

III 

15 

4-29-85 

Decompression  & 
anterior  transposition 

25 

Unchanged 

Not  satisfied 

III 

III 

16 

9-04-85 

Decompression  & 
anterior  transposition 

21 

Improved 

Satisfied 

III 

17 

9-20-85 

Decompression  & 
anterior  transposition 

20 

Improved 

Satisfied 

III 
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District  Meeting  Calendar 

District  19 

Independence  Country  Club 

Wed.  Sept.  21 

Independence 

District  4 

Crestwood  Country  Club 

Thurs.  Sept.  22 

Pittsburg 

District  5 

Manhattan  Country  Club 

Wed.  Sept.  28 

Manhattan 

District  12 

Park  Hills  Country  Club 

Wed.  Oct.  5 

Pratt 

District  13 

Smoky  Hills  Country  Club 

Thurs.  Oct.  6 

Hays 

District  15 

Dodge  City  Country  Club 

Tues.  Oct.  11 

Dodge  City 

District  8 

Heritage  Inn 

Thurs.  Oct.  20 

Arkansas  City 

District  2 & 3 

Indian  Hills  Country  Club 

Tues.  Oct.  25 

Prairie  Village 

District  1 

Hiawatha  Inn 

Wed.  Oct.  26 

Hiawatha 

District  6 

Topeka 

Mon.  Nov.  7 

(location  to  be  announced) 

District  7 

Emporia 

Wed.  Nov.  9 

(location  to  be  announced) 

District  9 

Salina 

Tues.  Nov.  15 

(location  to  be  announced) 

District  16 

Colby 

Wed.  Nov.  30 

(location  to  be  announced) 

District  11 

Wichita 

Tues.  Jan.  3, 
1989 

(location  to  be  announced) 

Mental  Illness  Awareness  Week 

The  week  of  October  2-8  has  been  designated 
Mental  Illness  Awareness  Week  and  will  be 
observed  throughout  the  United  States.  The 
Kansas  Legislature  unanimously  adopted  a 
resolution  to  commemorate  this  special  week, 
and  Governor  Mike  Hayden  has  signed  a proc- 
lamation urging  the  citizens  of  Kansas  to  be- 
come more  knowledgeable  about  the  subject. 
Physicians  are  an  important  resource  for  pa- 
tients and  others  who  want  to  learn  about  men- 
tal illness. 


This  is  that  complete  resolution  of  all  symptoms 
with  return  of  the  hand  to  normal  is  unlikely  after 
surgery.  Although  most  patients  followed  up  felt 
they  were  improved  by  surgery  and  were  satisfied 
with  the  results  of  surgery,  only  one  patient  had 
returned  to  normal. 

Conclusion 

Although  surgery  for  ulnar  nerve  entrapment  at  the 
elbow  can  be  expected  to  decrease  symptoms  in 
most  patients,  care  must  be  exercised  in  counseling 
patients  about  the  expected  outcome  after  surgery, 
as  very  few  patients  return  to  normal. 
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Paternalism  and  Consumerism  in  the 
Practice  of  Medicine 

M.  A.  MEDHAT,  M.D.,  Ph.D.,*  K.  M.  HASSANEIN,  Ph.D.,t 
AND  ANALEE  BEISECKER,  Ph.D.4  Kansas  City 


Abstract 

This  study  evaluates  patient-physician  communi- 
cation behavior,  medical  decision  making  and  con- 
sumerism vs.  paternalism  in  the  practice  of  medi- 
cine. Presence  of  a companion  and  the  length  of 
time  the  patient  was  in  contact  with  the  physician 
are  factors  that  influenced  patient  communication 
behavior.  Age  did  not  affect  communication  be- 
havior. Many  patients  expressed  a desire  for  med- 
ical information;  however,  few  patients  asked  a large 
number  of  questions.  The  days  of  well  informed 
patients  who  share  a major  responsibility  in  medical 
decisions  are  to  be  welcomed. 

Introduction 

The  practice  of  medicine  has  entered  a new  phase 
of  patient  “consumerism,”  in  contrast  to  the  days 
of  strict  physician  “paternalism.”  In  today’s  liti- 
gious environment,  physicians  are  reluctant  to  per- 
suade (let  alone  force)  patients  to  undergo  proce- 
dures they  refuse.^  Physicians  must  be  particularly 
careful  not  to  agree  too  easily  with  ill-advised  pa- 
tient decisions. 

Paternalism  V5.  Consumerism.  It  is  generally 
thought  that  patients  should  have  the  capacity  to 
reason  and  to  make  judgments,  that  they  make  de- 
cisions voluntarily  and  without  pressure,  and  that 
they  have  a clear  understanding  of  the  risks  and 
benefits  of  treatment  alternatives  and  the  course  of 
the  disease  and  its  prognosis. Jackson  and  Young- 
ner,  while  careful  to  point  out  the  impropriety  of 
“cloaking  paternalism  under  ‘professional  re- 
sponsibility,’ ” wisely  caution  against  the  danger 
of  taking  a patient’s  statements  at  face  value  without 
further  clarification  or  exploration.^ 

Patients  may  refuse  a procedure  because  their 
fears  about  it  are  not  alleviated  by  physicians.  Such 
fears  may  be  realistic  or  based  on  misinformation 
or  misconceptions.  Illness  may  be  accompanied  by 
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reactionary  depression.  Such  depression  may  be  as- 
sociated with  profound  hopelessness  and  helpless- 
ness that  result  in  marked  inertia  and  “psycholog- 
ical immobility.”  There  is  a temptation  for  us  all 
as  physicians  to  agree  with  the  patient’s  decisions 
— even  those  we  believe  to  be  unwise  — without 
considering  the  underlying  psychodynamic  and  so- 
cial mechanisms  that  lie  behind  the  decisions.  This 
is  particularly  true  when  patients  are  uncooperative, 
argumentative,  demanding  or  hostile. 

Information  Giving.  How  much  information  to 
give  to  patients,  and  how  much  to  withhold,  are 
questions  for  never-ending  debate  in  medicine. 
Howard  Waitzkin^  discussed  this  topic,  noting  that 
Hippocrates  set  the  tone  for  this  debate  by  arguing 
that  physicians  have  the  subtle  responsibility  to  de- 
cide how  much  information  is  in  the  patient’s  best 
interests.  Waitzkin  determined  through  his  own 
studies  that  patients  almost  always  want  as  much 
information  as  possible,  and  physicians  often  do  not 
realize  this.  Practitioners  also  tend  to  misperceive 
the  time  they  spend  informing  patients  and  the  na- 
ture of  the  information  they  offer.  Waitzkin  found 
that  physicians  thought  they  spent  much  more  time 
informing  their  patients  than  they  actually  did.^ 

Methods 

We  studied  106  rehabilitation  medicine  patients  with 
a wide  variety  of  ailments  in  order  to  see  if  they 
exhibited  signs  of  medical  consumerism. 

The  research  was  conducted  in  the  Rehabilitation 
Medicine  Clinic  at  the  University  of  Kansas  Medical 
Center.  Patients,  after  signing  the  necessary  consent 
forms,  completed  sociodemographic  data,  were  tape- 
recorded  during  their  entire  interaction  with  the  phy- 
sician, and  were  interviewed  immediately  afterward 
by  a medical  sociologist.  To  avoid  a biased  effect 
from  a particular  appointment,  we  waited  at  least  2 
weeks  before  mailing  an  opinion  survey  to  the  pa- 
tients, to  assess  their  attitudes  regarding  medical 
decision  making,  desire  for  information  and  locus 
of  authority. 

Results  and  Discussion 

Analysis  of  our  data  indicated  that  age  did  not  seem 
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TABLE  1 

AGE  GROUP  BY  LOCUS  OF  MEDICAL  DECISION  MAKING 


Doctor 

Patient 

Doctor-Patient 

Total 

Age  <25 

25-29 

60> 

6 

30 

19 

1 

1 

0 

9 

38 

2 

16 

69 

21 

Total 

55 

2 

49 

106 

Chi-Square:  17.32 
df:  4 
p<  .0017 


to  affect  communication  behavior.  On  the  other 
hand,  age  was  a major  factor  in  predicting  consum- 
erism attitudes.  As  age  increased: 

1.  Belief  in  the  right  to  patient  decision  making 
decreased; 

2.  The  locus  of  authority  shifted  from  patient  to 
physician; 

3.  Patients  increased  their  beliefs  that  one  should 
never  suggest  treatments  different  from  those 
prescribed  by  the  physician. 

In  short,  the  older  the  patients  are,  the  fewer 
consumerism  attitudes  they  expressed.  Younger  pa- 
tients had  more  consumerism  attitudes.  But  when 
it  came  to  patient  behavior,  there  was  no  difference 
in  the  way  younger  and  older  patients  played  this 
role. 

Presence  of  a companion  did  influence  the  pa- 
tient’s communication  behavior.  X — test  for  pres- 
ence of  a companion  by  different  age  groups  was 
significant  (p  .0001),  which  shows  that  there  is  an 
association  between  the  presence  of  a companion 
and  a patient’s  communication  behavior.  Both  pa- 
tient and  physician  may  be  playing  their  roles  with 
the  companion  as  a reference  point,  rather  than 
maintaining  a direct  patient-physician  relationship. 

The  length  of  time  the  patient  has  in  contact  with 
the  physician  is  one  of  the  most  effective  predictors 
of  patient  communication  behavior.  Attitudes  influ- 
enced communication  behavior  only  for  those  pa- 
tients having  an  interaction  of  19  minutes  or  more 
with  their  physicians. 

Our  data  indicated  that  patients  overwhelmingly 
expressed  a desire  for  medical  information.  On  the 
other  hand,  patients  made  few  attempts  to  gain  in- 
formation from  physicians,  averaging  only  3.4  in- 
formation-seeking attempts.  This  finding  is  con- 
sistent with  the  findings  of  Roter,*  whose  control 
group  averaged  3.65  information-seeking  attempts, 
as  compared  with  a mean  of  4.28  for  her  experi- 
mental group  which  participated  in  an  intervention 
designed  to  increase  question-asking. 


Thirty  of  our  106  patients  (28%)  made  no  at- 
tempts to  seek  information,  even  though  their  desire 
for  information  was  high.  We  can  say  that  our  pa- 
tients wanted  information,  but  they  did  not  want  the 
responsibility  for  making  medical  decisions.  Ninety 
percent  of  patients  60  years  of  age  and  older  placed 
the  locus  of  medical  decision  making  in  the  hands 
of  the  physician.  Younger  patients  were  more  likely 
to  favor  joint  decisions  of  both  physician  and  patient 
(Table  1). 

1 . Perhaps  the  aged  are  tired  of  accepting  respon- 
sibility and  are  willing  to  defer  to  somebody  else. 

2.  The  older  patients  came  of  age  at  a time  when 
paternalism  in  medicine  was  dominant,  and  the 
doctor  was  the  traditional  power  figure. 

3.  Patients  over  60  with  some  college  education 
were  more  likely  to  believe  in  the  patient’s  right 
to  decision  making,  as  measured  by  Haug’s  scale, 
than  were  those  with  a high  school  education  or 
less.  (Chi-square:  6.44,  df:  2,  p .04). 

The  decision  making  process  may  require  more 
than  providing  appropriate  medical  information  to 
the  patient.  It  is  equally  important  to  determine  how 
much  understanding  the  patient  has  achieved.  Pa- 
tients sometimes  have  the  tendency  to  hear  what 
they  would  like  to  hear  and  ignore  other  important 
information. 


0 10  20  30  40  50  60  70  80  90  100 

% PATIENTS  SCORING  .AT  MIDPOINT  OR  ,ABO\  K 
ON  ATTITIDE  SCALES 

Figure  1.  Patient  Consumerist  Attitudes. 
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Conclusion 

In  summary,  patients  we  studied  indicated  a “con- 
sumerism” orientation  as  measured  by  our  opinion 
survey,  especially  regarding  a desire  for  medical 
information.  Haug  and  Lavin'-^  found  that  85%  of 
their  survey  respondents  displayed  consumerism  at- 
titudes. The  prevalence  of  consumerism  attitudes 
among  our  patients  is  shown  in  Figure  1 . Regard- 
ing medical  decision  making,  our  results  were 
equivocal. 

Good  medical  decisions  are  often  made  when  the 
physician  and  the  patient  can  jointly  arrive  at  a rea- 
soned judgment.  However,  the  litigious  climate  in 
which  medicine  is  now  practiced  and  the  fears  of 
encroachment  on  patient  autonomy  may  have  caused 
many  physicians  to  become  uncommitted.  Instead 
of  providing  advice  based  on  years  of  clinical  ex- 
perience, they  may  simply  present  a mass  of  medical 
facts  and  figures  that  leave  the  patient  adrift. 

The  days  of  well  informed  patients  who  share  a 
major  responsibility  in  medical  decisions  regarding 
their  care  are  to  be  welcomed.  However,  we  must 
be  careful  not  to  discard  all  remaining  traces  of 
paternalism,  particularly  those  that  serve  to  guard 
against  ill-advised  patient  decisions  due  to  emo- 
tional reactions  to  illness.  To  concede  easily  to  ill- 


advised  patient  decisions  in  the  name  of  patient  au- 
tonomy is  not  to  enhance  medical  consumerism.  It 
is  just  bad  medicine. 
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Comments 

The  observations  of  Silverman  and  co-workers,  sup-  ' 
ported  by  similar  data  from  Hoit  et  al.,  provide 
convincing  evidence  that  the  prognosis  following 
myocardial  infarction  in  the  elderly  is  poor. 

If  the  chances  are  40  to  50%  that  a medically 
managed  septuagenarian  will  be  dead  within  a year 
after  a myocardial  infarction,  it  would  seem  prudent 
to  fully  investigate  angina  in  the  elderly  in  order  to 
identify  those  who  are  at  greatest  risk  and  most 
likely  to  benefit  from  alternative  forms  of  therapy. 

After  an  infarction,  the  survivors  should  be  eval- 
uated with  the  knowledge  that  they  are  most  likely 
to  die  of  cardiac  disease,  and  not  of  some  ill-defined  , 

illness  of  “old  age.”  i 

I 
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CARDIOLOGY  NOTES 

(Continued  from  page  244.) 

While  it  is  arguable  that  in-hospital  mortality  fol- 
lowing infarction  is  less  now  than  in  the  late  1970s, 
a reduction  in  hospital  deaths  as  great  as  30%^  would 
leave  a one-year  mortality  for  Silverman’s  elderly 
patients  of  42%.  This  is  consistent  with  the  46% 
one-year  mortality  reported  by  Hoit  and  associates 
for  elderly  patients,  many  of  whom  were  admitted 
and  treated  in  the  1980s.'* 
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Figure  3.  Infarction  in  the  elderly:  initial  plus  follow-up 
mortality. 
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CARDIOLOGY  NOTES 


Myocardial  Infarction  in  the  Elderly 


DONALD  L.  VINE,  M.D.,*  Wichita 

With  the  aging  of  the  American  population,  there 
is  an  increasing  concern  with  the  cost  of  caring  for 
the  elderly.  In  this  context,  observations  that  an- 
giographic studies  and  coronary  bypass  surgery  carry 
increased  risk  of  death  in  the  older  patient  with 
coronary  artery  disease  are  readily  accepted  as  rea- 
sons for  a more  traditional  approach  to  manage- 
ment. 

In  the  absence  of  randomized  trials,  the  risks  of 
diagnosis  and  treatment  require  comparison  with  the 
natural  history  of  the  illness  treated  medically.  Sil- 
verman and  co-workers  have  reported  the  comple- 
tion of  a natural  history  study  of  myocardial  in- 
farction in  the  elderly  which  provides  insight  about 
the  outcome  of  medical  management.'’^ 

Treatment  in  the  1970s 

Consecutive  patients  over  the  age  of  69  admitted  to 
the  coronary  care  unit  with  the  diagnosis  of  acute 
myocardial  infarction  were  compared  with  a similar 
group  aged  less  than  70. 

There  were  175  elderly  patients  admitted  and 
treated  between  1971  and  1977.  The  hospital  mor- 
tality in  this  group  was  32%.  This  was  four  times 
the  8%  mortality  found  among  772  patients  less  than 
age  70  (Figure  1). 

Mortality  for  the  70-to-79-year  age  group  was  the 
same  as  that  for  the  group  aged  80  to  89  years. 


Figure  1 . Infarction  in  the  elderly:  hospital  mortality. 


*Associate  Professor,  Department  of  Medicine,  University  of 
Kansas  School  of  Medicine-Wichita. 

Address  reprint  requests  to  Dr.  Vine,  Department  of  Med- 
icine, UKSM-W,  1010  N.  Kansas,  Wichita,  KS  67214. 


Mortality  was  similar  for  elderly  men  and  women. 
None  of  the  usual  historical  indicators  of  prognosis, 
such  as  congestive  failure,  history  of  hypertension, 
diabetes  or  prior  myocardial  infarction,  identified 
subsets  at  increased  risk. 

The  development  after  admission  of  congestive 
failure,  heart  block  or  shock  did  predict  a poorer 
outcome  (Figure  2).  Eighty-nine  percent  of  patients 
with  inferior  infarction  (DMI)  and  complete  heart 
block  (CHB)  died.  The  major  causes  of  death  were 
shock,  congestive  heart  failure  (CHF)  and  cardiac 
rupture. 


Figure  2.  Infarction  in  the  elderly:  hospital  mortality  by 
subset. 


Follow-up  into  the  1980s 

There  were  1 19  patients  who  survived  to  discharge. 
Of  these,  113  (95%)  were  followed  up  for  94  to 
170  months.  The  median  age  was  76  years,  and  half 
of  the  patients  were  men. 

By  the  end  of  the  first  year,  20%  of  the  initial 
survivors  were  dead,  and  50%  were  dead  at  the  end 
of  five  years.  Eighty-two  percent  of  all  deaths  were 
cardiovascular  and  87%  of  these  were  due  to  cor- 
onary artery  disease.  The  Killip  Class  was  the  only 
independent  predictor  of  survival. 

When  the  entire  group  of  175  patients  is  consid- 
ered, and  the  hospital  mortality  is  added  to  that 
observed  during  follow-up,  the  mortality  was  52% 
at  the  end  of  the  first  year  and  62%  at  the  end  of 
two  years  (Eigure  3). 

(Continued  on  page  242.) 
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In  moderate  depression  and  anxie^ 


74%  of  patients  experienced  improved  sleep 
after  the  first  Ai:  dose^ 


First-week  improvement  in  somatic  symptoms^ 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VX- 

linibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
et al:  P^chopharmacology  61 . -217-225.  Mar  22, 1979. 


Limbitrol®® 

Itanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Usage  in  Preffiancy;  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  ofguanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
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Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
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dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
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Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycatdia,  palpitations, 
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Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
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♦Patients  often  presented  with  more  than  one  somatic  symptom. 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  tvith  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  eff^ective  amount  in  elderly  patients. 
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Medical  training  taught 
nie  how  to  cure. 

Senior  Patient  helps 
me  to  care." 


Introducing  a new'^how  to"publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
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with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls”  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 
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Retirement  planning  shouldn’t  be  painful . . .but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 

We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 


• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 

• Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 

• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom- 
mended retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 
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Suite  345 
Kansas  City,  Missouri  64112 
1-816-932-9420 
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The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 
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Cover  Story 


The  drug  store  of  the  1880s  bears  little  resem- 
blance to  the  current  variety,  whether  its  direct  de- 
scendant, the  exclusive  pharmacy  unencumbered  by 
other  commerce,  or  the  more  common  department 
within  a supermarket  or  discount  store.  Our  cover 
presents  the  1880s  version,  specifically,  Harrop’s 
Drug  Store,  at  215  Poyntz  in  Manhattan.  The  gentle- 
men pictured  are  not  identified  and  would  hardly 
qualify  as  “drug  store  cowboys,”  who  would  come 
later.  If  their  late-twentieth-century  offspring  would 
envy  them  their  work  space,  the  latter  are  free  of 
the  odors  — from  asafoetida  to  sassafras  bark  and 
sulphur  and  beyond  — to  which  these  men  were 
subjected.  As  the  shelves  indicate,  the  compounding 
of  prescriptions  was  the  order  of  the  day,  an  art 
almost  lost  — although  a few  dermatologists  may 
still  be  supporting  it.  The  Harrop’s  personnel  would 
be  familiar  with  the  precursors  of  some  prepared 
agents  now  present  on  pharmacy  shelves:  Fletcher’s 
Castoria,  Peruna,  Tanlac,  Bag  Balm,  and  so  on  — 
and  their  sales  were  as  frequently  destined  for  live- 
stock as  for  people. 


Our  personal  experience  with  the  prescription 
world  came  about  50  years  later,  through  the  suf- 
ferance of  a pharmacist  who  exhibited  more  pa- 
tience than  judgment  by  hiring  us  for  general  de- 
livery and  clean-up  duties  in  his  recently  opened 
pharmacy.  His  business  was  limited  to  prescription 
filling,  a considerable  risk  in  those  depression  days. 

The  pharmacy  survived  our  services,  and  the 
pharmacist  remains  a close  friend.  He  taught  us 
many  things  — but  none  that  have  remained  in  our 
memory  as  stubbornly  as  the  battle  cry  of  the  KU 
School  of  Pharmacy  in  the  teens: 

Eryodictyon  — 

Glutenosum  — 

Chondendron  tomentosum  — 

Wahoo! 

Buchu! 

Pharmacy!  Pharmacy!  KSU! 

This  month’ s cover  photograph  comes  from  the 
collection  of  the  Kansas  State  Historical  Society. 
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• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 
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EDITORIAL  COMMENT 


The  Keystone 


Just  why  the  memory  of  the  occasion  returns  as  it 
did,  we  have  no  idea.  It  wasn’t  the  result  of  any 
special  rumination,  and  our  memory  is  noted  only 
for  its  short  and  inconsistent  half-life.  In  any  event, 
we  happened  to  recall  a weekly  staff  meeting  during 
our  residency  days  at  which,  after  the  usual  case 
presentation  and  slide  demonstration,  the  group  had 
a little  time  remaining.  Apparently  there  was  a gen- 
eral reluctance  to  leave  the  conference  room  sanc- 
tuary, and  the  conversation  turned  to  the  true  dif- 
ferences among  the  general  levels  of  departmental 
functions;  that  is,  what  was  the  difference  between 
the  senior  student  just  before  graduation  and  the 
intern  the  day  after  — or  between  the  intern  and 
resident  — or  (it  was  suggested  timorously)  between 
a chief  resident  and  the  attending  physician?  What 
difference  actually  existed  between  these  successive 
levels  that  demonstrated  the  inherent  authority  (or 
lack  thereof)  in  each? 

There  were  no  immediate  responses,  probably 
indicating  a general  lack  of  inspiration  rather  than 
awe  at  the  profundity  of  the  thought.  At  any  rate, 
it  occurred  to  us  at  some  later  point  (and  again 
without  prior  mental  gymnastics)  that  the  answer 
was  obvious:  responsibility. 

The  process  of  acquiring  medical  education  (or 
any  type,  we  presume)  is  one  of  taking  a given 
intellectual  skeleton  and  covering  it  with  various 
layers  of  knowledge  to  complete  an  individual  ca- 
pable of  meeting  the  requirements  of  the  whole.  But 
whatever  individual  structures  emerge  from  the 
process,  each  must  be  prepared  to  meet  the  neces- 
sary level  of  responsibility  or  fail  in  the  assigned 
functions. 

Thus,  responsibility,  by  this  interpretation,  cuts 
across  all  the  arbitrary  divisions  we  assign  to  med- 
ical service.  The  general  practitioner  (a  nearly  ex- 
tinct form  of  medical  life)  and  his  (or  her)  sophis- 
ticated offspring,  the  family  physician,  carry  as  much 
responsibility  in  their  medical  service  as  a profes- 
sorial practitioner  of  superspecialized  esoterica.  The 
acquisition  of  this  medical  responsibility  in  the  form- 
ative years  is,  then,  appropriately  one  of  increasing 
acceptance  of  responsibility  through  capability. 


As  this  is  being  written,  thousands  of  young  peo- 
ple are  embarking  on  careers  of  medical  study  that 
lead  them  through  the  successful  levels  of  respon- 
sibility. Undoubtedly  (and  fortunately),  they  are 
emboldened  by  a sufficient  sense  of  confidence  that 
they  will  grow  as  they  meet  the  progressive  de- 
mands. They  will  find  that  the  greatest  trials,  the 
most  taxing  demands  — and  the  most  rewarding 
achievements  — will  be  in  reaching  each  level  of 
responsibility. 

The  altruistic  spirit  (and  it’s  hard  to  believe  that 
any  student  has  embarked  on  a medical  course  with- 
out a considerable  amount  of  it)  may  tend  to  suffer 
some  as  the  pressures  of  responsibility  demand  so- 
lutions inviting  expedience  rather  than  the  essential 
principles  of  the  art.  For  one  thing,  the  learning 
process  is  for  the  most  part  detached  from  the  even- 
tual form  of  independent  practice  because  it  is  con- 
ducted in  a different  environment.  This  is  appro- 
priate, since  the  purpose  of  that  phase  is  to  acquire 
the  fundamentals  that  will  support  the  incessant  re- 
sponsibility to  follow.  But  there  is  no  way  education 
can  turn  out  finished  products.  Only  actual  practice 
can  illuminate  the  true  meaning  of  responsibility. 

Increasingly,  diversionary  experiences  in  medical 
practice  have  altered  the  face  of  medical  responsi- 
bility. It  takes  more  of  the  physician’s  time  and 
energy  to  meet  the  demands  which  permit  the  prac- 
tice to  exist  — before  it  ever  gets  to  the  prime 
recipient,  the  patient.  It  is  this  dichotomy  of  re- 
sponsibility between  patient  and  system  that  has 
strained  the  professional  effort  in  recent  years.  Pa- 
tient care  has  always  been  the  prime  focus  of  the 
physician’s  responsibility,  but  it  has  been  displaced 
increasingly  by  the  responsibility  to  meet  extrinsic, 
though  pertinent,  demands. 

So  the  format  of  medical  responsibility  has 
changed  in  recent  decades,  though  the  prime  form 
— to  the  patient  — has  remained  constant.  Perhaps 
the  group  cited  at  the  beginning  was  better  off  not 
to  venture  into  the  subject.  If  it  had  recognized  the 
ascending  but  increasing  element  of  responsibility, 
it  is  still  doubtful  if  the  members  could  have  imag- 
ined the  directions  it  would  take  them.  — D.E.G. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  Scliool  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


#/  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Ayrmy  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A (J-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECiOR  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include' 

• Gastrointestinal  (mostly  diarrhea):  2,5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  15%: 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor,  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely, 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported, 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocjde  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest"*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  losioseu 

Additional  information  available  from  PV  2351  amp 

Ell  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5014-B-849345 


the  U.S. 


government  established  the 
Federal  Radio  Commission, 


sound  was  added  to  the  movies 

and  United  Missouri 
Bank  opened  its 
Finandal  Counseling  Division. 


United  Missouri  Bank  announced  Financial  Counseling 
Services  in  ’28.  It  didn’t  make  national  headlines.  It  did 
make  a difference. 

Since  then,  United  Missouri  has  helped  hundreds  of 
individuals  and  their  attorneys  construct  estate  plans. 

The  bank  attributes  its  success  to  personal  service. 
United  Missouri’s  experts  meet  privately  with  customers. 
They  get  to  know  the  customer’s  needs.  So,  the  customer 
gets  a highly  individualized  estate  plan. 

Over  the  years,  it  has  made  a difference  with  its  cus- 
tomers’ estate  plans,  retirement  plans,  trusts,  investments 
and  much  more. 

Tbday,  United  Missouri  Bank  stiE  makes  a difference. 
It  can  make  a difference  for  you.  Tb  ask  about  Financial 
Counseling  Services,  call  United  Missouri’s  Cmig  Huntley 
at  556-7737.  And,  pick  the  proven  performer. 

UNITED  MISSOURI  BANKS 

Members  FDIC 

RO.  Box  419226,  Kansas  City,  Missouri  64141-6226 
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MEDICINA  ET  LEX 


Medical  Abandonment 

WAYNE  T.  STRATTON,*  J.D.,  Topeka 

Abandonment  is  a tort  which  is  unique  to  the  health 
care  profession.  The  patient-physician  relationship 
imposes  a different  type  of  contractual  duty,  in  that 
the  health  care  provider  may  not  unilaterally  ter- 
minate the  relationship  except  under  certain  circum- 
stances. Thus,  a physician  can  be  held  liable  for 
actively  withdrawing  from  a case  or  for  construc- 
tively leaving  the  patient  when  services  and  atten- 
tion are  required. 

In  Capps  vs.  Valk,  189  Kan.  287,  2980,  369  P2d 
238  (1962),  the  Kansas  Supreme  Court  articulated 
the  following  principles  regarding  medical  aban- 
donment: 

. . . Once  initiated,  the  relationship  of  physician  and  patient 
continues  until  it  is  ended  by  the  consent  of  the  parties,  revoked 
by  the  dismissal  of  the  physician,  or  until  his  services  are  no 
longer  needed.  ...  If  a physician  abandons  a case  without 
giving  his  patient  such  notice  and  opportunity  to  procure  the 
services  of  another  physician,  his  conduct  may  subject  him  to 
the  consequences  and  liability  resulting  from  the  abandonment 
of  the  case.  Accordingly  abandonment  is  generally  not  a type 
of  negligence  associated  with  incompetence  or  malfeasance  but 
rather,  it  arises  from  inattention  or  nondiligence. 

Although  abandonment  is  a cause  of  action  rec- 
ognized in  every  state,  there  are  different  definitions 
and  elements  followed  by  the  various  jurisdictions. 
For  example,  several  courts  have  established  that 
abandonment  occurs  when  a physician  leaves  his 
patient  at  a critical  time,  without  giving  reasonable 
notice  or  making  suitable  arrangements  for  the  at- 
tendance of  another  physician.  Thus,  even  though 
a physician  may  abandon  his  patient  at  a critical 
time  during  the  course  of  his  care,  if  an  adequate 
substitute  health  care  provider  assumes  the  care  of 
the  patient,  the  doctor  will  be  relieved  of  any  lia- 
bility. Kansas  courts  apply  a different  standard  which 
does  not  include  the  critical  time  element,  nor  does 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


it  allow  the  presence  of  a substitute  health  care  pro- 
vider to  be  an  absolute  defense.  In  Kansas,  a phy- 
sician can  excuse  himself  from  the  treatment  of  a 
patient  only  after  he  has  given  notice  and  a reason- 
able opportunity  for  the  patient  to  acquire  other 
medical  help,  or  has  obtained  the  consent  of  the 
patient.  This  standard  is  more  advantageous  for  the 
plaintiff  patient  because  he  does  not  bear  the  burden 
of  proving  whether  the  doctor  left  at  a critical  stage 
of  the  treatment. 

A physician  should  avoid  expressly  refusing  to 
treat  or  provide  care  once  the  patient-physician  re- 
lationship has  been  established.  Abandoning  a pa- 
tient during  a critical  stage  of  care  or  before  com- 
pletion of  treatment,  without  taking  the  necessary 
steps  to  insure  that  the  patient  is  receiving  adequate 
medical  attention  from  another  health  care  provider 
could  result  in  a malpractice  suit.  A physician  should  ; 
also  be  cautious  of  those  situations  where,  although  ■ 
he  did  not  consciously,  willfully  or  deliberately  in-  . 
tend  a wrongful  termination  of  the  patient-physician  ! 
relationship,  his  failure  to  monitor  the  patient’s  con-  ■ 
dition  closely,  or  a delay  in  his  rendering  of  care,  , 

i 

(Continued  on  page  253.) 
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lOut  Of  Eveiy4  Medic  Computer  Systems 
Is  Bought  to  Replace  Another  System. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with,call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 


COMPUTMG  PflCKXIOS 

nuTHORizeo 

saes 


[~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address I 

City State Zip 

I Phone  ( ) Numberof  physicians  in  practice j 

I Specialty I 

I Medic  Computer  Systems  ■ 

I 12324  Riggs,  Overland  Park,  Kansas  662  09  10/88KA  | 

In  Kansas  City  Call:  913-491-5481 

meiffc 

computer  systems 


8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NO  27615, 919-347-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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\bu’ve  Spent  A Lifetime 
Building  Yoar  Practice. 


Can  you  chance  having  a disability  take 
it  away? 

Did  you  know  that  on  the  average,  your  chances 
of  suffering  a long  term  disability  between  the 
ages  of  32  and  72  are  almost  three  times  as  great 
as  your  chances  of  dying?  In  fact,  forty-eight 
percent  of  all  mortgage  foreclosures  are  due  to 
disability. 

With  disability  income  insurance  from  Connect- 
icut Mutual,  you  can  protect  yourself  from  the 
financial  losses  incurred  during  a long  term  dis- 
ability or  illness  which  could  take  away  that 
which  you  have  worked  long  and  hard  to  build. 

The  KMS  DISABILITY  INCOME  AND 
BUSINESS  OVERHEAD  INSURANCE 
PROGRAM  is  specially  designed  for  the 
members  of  the  Kansas  Medical  Society  by 
the  firm  of  Cohen,  Curtis  and  Associates,  Inc. 


Cohen,  Curtis  and  Associates,  has  long  been 
known  for  their  expert  counseling  of  physicians. 
For  almost  30  years  they  have  provided  insur- 
ance and  financial  products  to  physicians. 

The  KMS  DISABILITY  INCOME  AND 
BUSINESS  OVERHEAD  INSURANCE 
PROGRAM  features: 

■ 15%  discount  on  premiums  (up  to  25%  for 
non-smokers!) 

■ Non-cancellable  and  guaranteed  continu- 
able  Disability  coverage  to  age  65. 

■ Guaranteed  premiums. 

■ Guaranteed  acceptance  for  all  association 
members. 

■ Individually  owned  policies. 

If  you  would  like  more  information  on  this 
valuable  coverage,  mail  us  the  coupon  below 
or  call  (816)  932-9420  or  our  toll-free  number 
800-747-9420. 


I’d  like  more  information  on  the  KANSAS  MEDICAL  SOCIETY 
DISABILITY  INCOME  AND  BUSINESS  OVERHEAD 
INSURANCE  PROGRAM. 


Name 

Address 

CITY 

( ) 

STATE 

ZIP 

Phone 


Connecticut  Mutual  Life  Insurance  Company  (Hartford,  CT),  its 
subsidiaries  and  affiliates. 


Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway,  Suite  345 
Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


An  associate  of  the 


Alliance 
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KANSAS  MEDICAL  SOCIETY 


Dear  Doctor: 

The  KANSAS  MEDICAL  SOCIETY  introduced  its  magazine  subscription  program  a few 
years  ago.  Subscription  Services,  Inc.  continues  to  administer  this  program  on 
our  behalf.  Many  members  have  already  taken  advantage  of  the  opportunity  to 
purchase  magazine  subscripions  at  greatly  reduced  prices.  If  you  have  not  yet 
done  so,  why  not  simplify  your  magazine  ordering  procedures  and  save  money  as 
well . 

► FULL  SERVICE  MAGAZINE  SUBSCRIPTION  PROGRAM 

KMS  members  qualify  for  low  professional  subscription  rates  on  magazines  for 
office  reception  room  use.  Many  publishers  offer  their  lowest  prices  for  such 
placement. 

► CONVENIENT  SINGLE  SOURCE  FOR  ALL  MAGAZINES 

This  program  can  save  you  valuable  office  time  by  providing  for  all  of  your 
needs  from  a single  source.  Renewals,  extensions,  and  new  subscriptions  may 
all  be  obtained  at  the  same  low  rates. 

► DEDICATED  COMPUTER  RLE  FOR  PERSONAL  MAGAZINE  INVENTORY 

Even  if  your  magazines  do  not  expire  soon,  you  may  still  benefit  by  using  the 
PERSONAL  MAGAZINE  INVENTORY.  Your  magazine  titles  will  be  recorded  and  you 
will  be  alerted  when  it's  time  to  renew.  This  procedure  enables  you  to 
disregard  all  of  those  other  magazine  solicitations  and  renewal  notices. 

Just  send  us  your  magazine  mailing  labels,  print  the  publication's  name  on 
each,  and  we  will  do  the  rest.  Of  course,  no  subscription  order  will  ever  be 
placed  without  your  approval! 

► LOWEST  AVAILABLE  PRICES 

In  the  event  that  you  discover  a lower  advertised  price  for  any  magazine 
offered  through  our  Program,  let  the  Plan  admin i strator  know.  Send  in  the 
promotional  offer  with  your  order  and  that  rate  will  virtually  always  be 
accepted.  Please  refer  all  subscription  correspondence  to: 

SSI  MAGAZINE  PROGRAM 

29  Glen  Cove  Avenue  Telephone 

Glen  Cove,  New  York  11542  (516)  676-4300 

We  hope  that  you  continue  to  use  this  program  and  that  you  derive  years  of 
enjoyment  from  it. 


EXCLUSIVE 
OFFER  FOR  KMS 
MEMBERS! 


Thank  you. 

Jerry  Slaughter 
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YOCON 


may  constitute  abandonment.  For  example,  in  the 
Capps  case  the  Kansas  Supreme  Court  held  that  the 
defendant  could  not  disclaim  his  responsibility  on 
the  basis  that  he  referred  the  patient  to  another  phy- 
sician once  he  had  completed  the  primary  task  of 
removing  a kidney  stone.  The  physician  in  Capps 
delegated  the  responsibility  of  removing  the  drain- 
age tube  to  a resident  physician  who  negligently  left 
two  inches  of  the  ten-inch  tube  inside  the  patient. 
The  Court  held  the  physician  liable  for  discharging 
the  patient  while  she  was  still  in  need  of  expert  care. 
A physician  should  also  seek  to  avoid  the  following 
situations,  which  have  been  found  to  constitute 
abandonment:  the  premature  dismissal  of  a patient; 
undesignedly  absenting  oneself  because  of  the  needs 
of  other  patients;  personal  illness;  vacation;  and  the 
physician’s  inability  to  influence  the  patient  to  re- 
main in  the  hospital  for  additional  treatment. 

Physicians  desirous  of  terminating  relations  with 
a patient  should  take  certain  precautions  in  order  to 
avoid  liability  for  refusing  or  failing  to  provide  care. 
A health  care  provider  will  most  likely  be  insulated 
from  liability  if  there  is  a consensual  termination 
by  the  parties.  A withdrawal  by  the  physician  should 
only  be  done  after  having  given  fair  notice  and  a 
reasonable  opportunity  for  the  patient  to  procure  a 
substitute. 

What  is  reasonable  will  depend  upon  the  circum- 
stances. Factors  to  be  considered  are  the  severity 
of  the  patient’s  illness  and  the  availability  of  other 
physicians.  If  no  acute  illness  is  being  treated,  then 
30  days’  notice  is  recommended.  Documentation  of 
the  notice  should  be  done  by  sending  a letter  by 
registered  mail. 


vox  DOX 


To  the  Editor: 

I have  just  ascertained  that  the  two  Supreme  Court 
justices  on  the  November  state  ballot.  Justices  Al- 
legrucci  and  Miller,  were  among  the  majority  who 
overturned  the  malpractice  tort  reform  legislation  of 
1986. 

This  is  important  for  doctors  and  the  general  pub- 
lic. While  we  cannot  expect  to  arouse  enough  in- 
terest to  actually  remove  either  from  the  court,  the 
election  does  offer  us  an  opportunity  to  express  our 
real  dissatisfaction.  We  should  discuss  this  with  our 
friends  and  thoughtful  patients. 

W.  David  Francisco,  M.D. 

Prairie  Village 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  wouid  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
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must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
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such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
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Mandatory  Sex  Education  in 
Local  Public  Schools 


MICHAEL  D.  BROWN,  R.N.,  B.S.N.,*  Topeka 
Introduction 

The  Kansas  State  Board  of  Education  has  man- 
dated that  all  public  schools  now  make  available 
optional  courses  on  human  sexuality  that  stress  ab- 
stinence and  other  efficacious  primary  prevention 
against  acquired  immune  deficiency  syndrome 
(AIDS)  and  other  sexually  transmitted  diseases 
(STDs).'  How  can  Kansas  physicians  who  are  them- 
selves parents  be  sure  that  the  courses  their  own 
sons  and  daughters  may  choose  to  take  will  provide 
information  the  children  should  receive?  This  writer 
will  suggest  techniques  physicians  can  use  to  assist 
public  schools  in  helping  children  avoid  grave  health 
complications  from  sexual  activity. 

Background 

During  1987,  according  to  the  Kansas  Department 
of  Health  and  Environment  (KDHE),  Kansas  girls 
and  boys  17  years  old  or  younger  (a)  were  treated 
for  1,246  cases  of  STDs  other  than  gonorrhea  and 
syphilis;  (b)  had  1,471  live  births;  (c)  obtained  498 
induced  abortions;  and  (d)  had  21  stillbirths. - 
As  of  September  15,  1988,  the  Centers  for  Dis- 
ease Control  reported  that  at  least  72%  of  Americans 
diagnosed  with  AIDS  likely  contracted  that  disease 
through  sexual  activity.^  The  Governor’s  Task  Force 
on  AIDS,  in  its  December  1987  report  AIDS  in 
Kansas,  implies  that,  based  on  the  behavior  and 
possible  sexual  transmission  of  AIDS-causing  hu- 
man immunodeficiency  virus  (HIV)  indicated  by  the 
above  data  on  Kansas  youths,  it  is  possible  that  some 
of  the  children  described  in  those  figures  are  already 
infected  with  HIV.  One  wonders  how  many  other 
Kansas  children  engaged  in  sexual  activity  that  ex- 
posed them  to  possible  infection  with  HIV  but  are 
not  represented  in  the  above  statistics. 

Theoretical  Foundation 

Rosenstock’s  Health  Belief  Model  indicates  that 
parents  of  school-age  sons  and  daughters,  public 
school  and  public  health  officials,  the  clergy,  and 
other  key  community  members  and  groups  inter- 
ested in  the  welfare  of  local  school-age  children  are 
more  likely  to  take  primary  preventive  actions  against 

*Maternal-child  nursing  graduate  student,  Sehool  of  Nursing, 
University  of  Kansas,  Kansas  City,  KS. 


pediatric  health  problems  from  sexual  activity  when 
five  conditions  are  present.^  Those  prerequisite  cir- 
cumstances are  (a)  knowing  that  school-age  girls 
and  boys  definitely  can  develop  such  health  disor- 
ders; (b)  believing  that  AIDS,  other  STDs,  and  un- 
intended (and  maybe  intended)  conceptions  could 
have  many  significantly  detrimental  consequences 
for  school-age  youth;  (c)  considering  measures  to 
prevent  those  pediatric  health  dysfunctions  to  be 
efficacious;  (d)  perceiving  that  the  benefits  of  chil- 
dren’s avoiding  altogether  such  health  problems  over 
balance  primary  prevention  costs  (barriers);  and  (e) 
concluding  that  the  community  can  carry  out  with 
reasonable  success  actions  necessary  to  protect  local 
school-age  youth  from  those  health  complications. 
This  theoretical  framework  will  be  used  as  the  basis 
for  discussion  of  some  measures  Kansas  physicians 
can  take  to  help  parents  and  public  school  policy- 
makers employ  mandated  elective  human  sexuality 
education  programs  that  emphasize  abstinence  and 
other  reliable  primary  prevention  of  AIDS,  other 
STDs,  and  unintended  conceptions. 

Children’s  Susceptibility 

Physicians  can  point  out  to  parents,  public  officials 
and  other  pertinent  individuals  and  organizations 
some  of  the  many  public  health  statistics,  research 
results,  and  other  indicators,  such  as  those  cited 
above  and  below,  showing  or  strongly  suggesting 
that  Kansas  boys  and  girls  are  developing  major 
health  problems  from  sexual  activity. 

In  1987,  according  to  the  KDHE,  700  Kansas 
girls  and  boys  15  years  old  or  younger  either  were 
treated  for  an  STD  other  than  gonorrhea  and  syph- 
ilis, had  a live  birth,  obtained  an  induced  abortion, 
or  had  a stillbirth.  During  1986,  213  Kansas  chil- 
dren in  that  same  age  group  were  treated  for  cases 
of  gonorrhea  and  syphilis.  The  girls  who  had  still- 
births were  as  young  as  14;  those  who  had  live  births 
were  as  young  as  13.  One  1 1 -year-old  obtained  an 
induced  abortion  after  she  had  two  prior  pregnan- 
cies. During  1987,  18  Kansas  boys  and  girls  just 
1-3  years  old  and  5 children  only  4-6  years  old 
were  treated  for  genital  herpes,  chlamydia,  and  other 
STDs  not  including  gonorrhea  and  syphilis.  In  1986, 

7 boys  and  girls  0-3  years  old  and  6 children  4-6 
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years  old  were  treated  for  gonorrhea.^ 

A Centers  for  Disease  Control  pediatrician  spe- 
cializing in  HIV  infections  among  youth  reports  that 
pediatric  HIV  infections  in  some  cases  are  probably 
due  to  sexual  transmission.  That  physician  states 
that  some  of  the  899  U.S.  babies  and  other  young 
children  diagnosed  with  AIDS  as  of  September  5, 
1988  and  infected  with  HIV  by  their  mothers 
perinatally'  were  bom  to  young  adolescent  mothers. 

Research  studies  on  STDs  among  American  girls 
and  boys  have  yielded  results  demanding  more  rel- 
evant public  health  primary  prophylaxis  measures. 
Eleven  of  60  midwestem  girls  and  boys  from  one 
month  to  18  years  old  who  were  allegedly  sexually 
abused  tested  positive  for  chlamydia  at  three  dif- 
ferent sites  at  the  same  time.'*  Five  of  1 15  pregnant 
Baltimore-area  girls  13-17  years  old  were  found  to 
have  three  different  STDs  at  the  same  time.^ 
KDHE  1987  statistics  on  conceptions  among 
school-age  youth  are  revealing.  Two  girls  14  years 
old  or  younger  had  a live  birth  after  having  another 
live  birth;  two  girls  17  years  old  or  younger  had 
live  births  after  having  three  live  births  earlier.  One 
girl  17  years  old  or  younger  who  had  a live  birth 
had  a sexual  partner  who  was  14  years  old  or 
younger.  Seven  girls  14  years  to  17  years  old  ob- 
tained induced  abortions  in  their  twenty-fourth  weeks 
of  pregnancy. 

Serious  Consequences 

Physicians  can  help  make  parents  and  school  offi- 
cials more  aware  that  health  disorders  from  sexual 
activity  can  have  a variety  of  important  negative 
outcomes,  such  as  those  noted  below.  AIDS  is  in- 
curable and  eventually  fatal,  due  to  secondary  in- 
fections. Incurable  genital  herpes  and  other  STDs, 
some  of  which  are  becoming  more  difficult  to  cure, 
can  lead  to  sterility  for  both  sexes,  plus  other  pos- 
sibly long-term  dysfunctions  for  them  and  their  off- 
spring, including  infant  death. ^ Pregnancies  among 
school-age  children  are  usually  considered  to  be 
high-risk.^  AIDS,  other  STDs,  as  well  as  concep- 
tions (whether  unintended  or  intended)  among 
school-age  youth  can  result  in  other  medical  prob- 
lems — not  to  mention  economic,  emotional,  ca- 
reer, and  other  difficulties  that  can  last  a lifetime 
for  those  girls  and  boys,  their  offspring,  their  par- 
ents and  other  family  members.^ 

Efficacy  of  Primary  Prevention 

Kansas  physicians  can  inform  those  interested  in  the 
welfare  of  local  school-age  children  that  research 
studies  indicate  that  programs  acceptable  to  parents 
can  help  these  youth  prevent  health  disorders  from 
sexual  activity.  Galveston,  Texas  parent-respond- 


ents whose  eighth-grade  sons  and  daughters  com- 
pleted a public  school  human  sexuality  course  gen- 
erally gave  their  children’s  course  positive  post- 
completion evaluations.^  In  the  western  part  of  a 
rural  South  Carolina  county  targeted  with  public 
school-public  health  contraception  messages,  the 
estimated  pregnancy  rate  (EPR)  for  girls  14—17  years 
old  dropped  to  a statistically  significant  degree  com- 
pared to  the  EPR  for  girls  in  the  same  age  group, 
both  in  the  eastern  part  of  the  same  county  and  in 
each  of  three  similar  South  Carolina  counties. * For 
Texas  female  and  male  12-  to  18-year-olds  who 
completed  a public  school-public  health  human  sex- 
uality program  based  on  Rosenstock’s  Health  Belief 
Model,  three-to  six-month  post-course  completion 
interview  research  findings  generally  indicated  that 
the  Health  Belief  Model  has  noteworthy  potential 
for  public  school  sex  education  application.^ 

Positive  Cost-to-Benefit  Ratio 

The  Kansas  State  Board  of  Education  expects  that 
the  prophylactic  benefits  of  human  sexuality  edu- 
cation in  public  schools  will  outweigh  its  economic 
and  other  costs  (barriers).'  Kansas  physicians  can 
help  inform  parents  that  they  now  have  the  option 
they  can  freely  exercise  (or  not  exercise)  to  have 
specially  prepared  professional  educators  help  them 
present  their  sons  and  daughters  comprehensive,  age- 
appropriate,  accurate,  and  cultural-ethics-centered 
content  on  abstinence  and  other  effective  primary 
prevention  of  health  problems  from  sexual  activity. 
Physicians  may  want  to  consider  encouraging  public 
schools  to  offer  courses  for  parents  on  how  parents 
themselves  can  better  teach  human  sexuality  to  their 
children.' 

Physicians  can  help  show  parents  and  public 
school  policymakers  that  painstaking  planning  and 
solicitation  of  ideas  on  content  from  local  parents, 
public  school  and  public  health  personnel,  clergy, 
and  other  residents  with  a wide  variety  of  back- 
grounds can  assure  that  their  public  schools  provide 
education  on  sexual  health  promotion  that  meets 
community  needs  and  desires.  For  example,  a Na- 
tional School  Boards  Association  publication  de- 
scribes several  potentially  controversial  public  school 
situations  in  which  obstacles  to  AIDS  education  were 
gradually  overcome  through  such  approaches.'" 

Conclusion 

This  writer  has  presented  a short  overview  of  one 
cohesive  strategy  that  physicians  can  use  to  help 
local  public  schools  and  parents  provide  human  sex- 
uality education  that  stresses  abstinence  and  other 
efficacious  primary  prevention  of  serious  health 
complications  from  sexual  activity.  This  writer  urges 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


■ Highly  active  in  vitro  against  a broad  range  of 
gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Sfaphylototcus  aureus  and 
Pseudomonas  aeruginosa* 


■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracts 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

I Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 
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C09327  MLR-261 


(ciprofloxacin  HCl/Miles) 


■ 500  mg  B.I.D.  for  most  infections; 

750  mg  B.I.D.  for  severe  or  complicated  infections. 


CONVENIENT  a /.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mQ  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract* 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below: 

Lomr  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneuraoniae,  Enterobacter  cloacae, 
Proteus  mirabilis.  Pseudomonas  aeruginosa,  Haemophilus  influenzae,  Haemophilus  parainfluenzae,  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae, 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartii,  Morganella  morganii,  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains),  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens.  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri,  Morganella  morganii,  Citrobacter  diversus,  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis. 

Infectious  Diarrfiea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  lejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated. 

‘Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  Isolate  and 
identify  organisms  causing  Infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known:  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN.  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION), 

PRECAUTIONS 

General. 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS). 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic.  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate. 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired:  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided. 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly. 

As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  It  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients. 

Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal,  f^tients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing.  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness:  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis,  Mutagenesis,  Impairment  of  Ferlilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteo  with  ciprofloxacin  and  the  test  results  are  listed  below; 
Salmonella/Microsome  Test  (Negative) 

£ coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy -Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbifs,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed.  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers: 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS) 

ADVERSE  REACTIDNS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  of 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%.  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0,6%),  and  central  nervous  system 
(0.4%). 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vomiting 
(2.0%),  abdominal  pain/discomfort  (1,7%),  headache  (1.2%),  restlessness  (11%),  and  rash  (11%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized, 

GASTROINTESTINAL:  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  (See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina-  ', 
tions,  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema,  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion, erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL:  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL:  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis. 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY:  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism.  ; 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes.  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic  - Elevations  of  ALT  (SGPT)  (1.9%),  AST  (SGOT)  (1.7%),  alkaline  phosphatase  (0.8%),  LDH  (0.4%), 
serum  bilirubin  (0.3%) 

Hematologic -eosinophilia  (0.6%),  leukopenia  (0  4%),  decreased  blood  platelets  (0.1%),  elevated  blood 
platelets  (0.1%),  pancytopenia  (0.1%). 

Renal  - Elevations  of:  Serum  creatinine  (1.1%),  BUN  (0.9%) 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED. 

Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase,] 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia,i 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis, 

DVERDDSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal  ^ 
function  Is  compromised. 

DDSAGE  AND  ADMINISTRATIDN 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  with] 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated ! 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12  ■ 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION), 
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Cipro*  (ciprofloxacin  HCl/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  and  in 
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* Due  to  suseeptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 
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Kansas  physicians  first  to  read  fairly  extensively  in 
the  area  of  children’s  sex  education,  and  then  to 
work  closely  with  those  interested  in  public  school 
education  to  help  assure  that  each  child  and  his  or 
her  parents  receive  the  sex  education  help  (if  any) 
they  desire  from  their  public  schools. 
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Ready  For 
A Change? 

Oberlin,  Kansas  Has  Just 
The  Opportunity  For  You. 

The  Oberlin  Medical  Arts  has  two  openings  for 
Board  certified  family  practitioners  to  join  two 
other  Board  certified  family  practitioners  and  a 
general  surgeon  in  rural  Northwest  Kansas. 

Oberlin  is  a friendly  community  with  a 
supportive,  progressive  environment. 

We  have  a newly  remodeled  hospital  and  new 
clinic  building.  There  is  no  required  investment. 
Guaranteed  income  available. 

For  more  information  contact  Charles  Myers, 
Administrator,  Decatur  County  Hospital,  810  W. 
Columbia,  Oberlin,  Kansas  67749,  or  call  913- 
475-2208.  You  may  also  contact  Richard  L. 
May,  M.D.,  Chief  of  Staff,  at  913-475-2221. 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  CJeneral  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  (General  Agent  today. 


Thomas  E.  Meierant,  Gregory  Sherar 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913]  381-4222 
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PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  ^ I2x 

$50  $45  $41  $38 

NOTE;  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 
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SPECIAL  FEATURE 


A Medical  Accident  Compensation  System: 

A Model  Act 

M.  MARTIN  HALLEY,  M.D.,  J.D.,  ROBERT  J.  FOWKS,  J.D.,  M.B.A., 

F.  CALVIN  BIGLER,  M.D.,  AND  DAVID  L.  RYAN,  J.D.,  LL.M.* 

This  paper  represents  the  culmination  of  the  authors'  long  efforts  to  formulate  a means  of  meeting  the 
liability  crisis  enveloping  the  medical  profession  by  establishing  a consistent  and  equitable  modus 
operandi  for  the  management  of  claims  against  health  care  personnel.  The  paper  is  presented  with  a 
view  to  making  readers  acquainted  with  the  alternative  compensation  approach  as  outlined  by  the 
authors  and  does  not  necessarily  represent  the  position  of  the  Kansas  Medical  Society. 


Introduction 

History  and  Development . A model  medical  acci- 
dent compensation  system,  analogous  to  workers’ 
compensation  systems,  has  been  developed  by  our 
team  of  physicians  and  attorneys.  The  statute  for 
the  model  system,  consisting  of  38  detailed  sec- 
tions, is  set  forth  below.  This  third-generation  doc- 
ument is  the  result  of  extensive  revision  and  ex- 
pansion of  a 1985  prototype  completed  by  the 
Subcommittee  on  Patient  Compensation  of  the 
Professional  Liability  Committee  of  the  Kansas 
Medical  Society.  Bryce  B.  Moore,  J.D.,  a former 
director  of  the  Kansas  workers’  compensation 
agency,  authored  the  prototype.' 

The  model  applies  workers’  compensation  prin- 
ciples to  health  care  injuries  and  eliminates  tort  ter- 
minology such  as  fault,  negligence  and  damages. 
Adversarial  tort  proceedings  are  avoided,  and  ex- 
peditious claim  resolution  is  provided  for  an  antic- 
ipated larger  number  of  health  care  injuries  than 
compensated  under  the  present  system.  The  com- 
pensable event  is  clearly  defined  with  the  assistance 
of  expert  review  panels.  Benefits,  based  on  actual 
or  constructed  earnings,  are  equitably  provided  for 
all  members  of  society.  A quality  control  mech- 
anism, integral  to  the  system,  is  separated  from  the 
compensation  channels. 

The  model  is  flexible:  individual  provisions  can 
be  changed  or  omitted  as  desired,  or  as  required  by 
actuarial,  political  or  constitutional  considerations. 
Although  based  on  Kansas  law,  the  statute  is  adapt- 
able to  any  jurisdiction.  It  is  universally  feasible. 


*From  the  Midwest  Institute  for  Health  Care  and  Law,  901  SW 
Garfield,  Topeka,  KS  66606. 


since  it  appears  to  address  all  major  components  of 
a compensation  system,  including  administration, 
claim  disposition,  dispute  resolution,  definition  of 
the  compensable  event  and  the  extent  of  injury,  form 
and  amount  of  compensation,  funding,  cost,  quality 
control,  ongoing  evaluation  and  constitutionality. 

Description  of  the  Model  System.^- ^ The  frame- 
work consists  of  a full-time,  three-member  state 
compensation  board  supported  by  expert  review 
panels,  the  state  court  system,  a quality  control 
mechanism  and  a database  section.  The  Board,  as- 
sisted by  administrative  law  judges,  hears  and  de- 
cides claims  and  approves  settlements  for  prelimi- 
nary or  final  compensation  in  the  form  of  medical 
benefits,  rehabilitation  benefits,  personal  injury 
benefits  or  death  benefits.  The  expert  review  panels 
consist  of  up  to  three  qualified  providers  and  nec- 
essary consultants.  They  are  convened,  at  the  Board’s 
discretion,  to  assist  in  determining  the  existence  and 
extent  of  medical  injury,  the  existence  of  substand- 
ard practice,  and  the  relationship  of  such  injury  to 
substandard  practice.  State  district  and  appellate 
courts  hear  and  determine  appeals  from  Board  de- 
cisions within  the  purview  of  the  act.  Quality  con- 
trol provisions  mandate  the  reporting  of  all  claims 
and  outcomes,  as  well  as  database  analyses  to  ap- 
propriate agencies  and  institutions  for  evaluation 
and  action,  and  require  hospitals  and  other  health 
care  entities  to  request  information  from  the  data- 
base. The  database  inputs  and  processes  all  data 
concerning  the  occurrence,  compensation  and  pre- 
vention of  health  care  injuries,  assists  in  quality 
control,  and  monitors  the  effectiveness  of  the  Act. 

Comments.  This  model  medical  accident  com- 
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pensation  system  appears  to  address  successfully  the 
three  major  previously  unresolved  problems  of  ad- 
ministrative compensation: 

1.  Definition  of  the  medical  injury  or  compen- 
sable event  is  accomplished  through  individual  case 
review,  thus  eliminating  the  necessity  for  compre- 
hensive schedules  of  compensable  events.  The  health 
care  injury  is  defined  as  a temporary  or  permanent 
impairment,  disability  or  other  adverse  outcome, 
caused  by  substandard  health  care  practice,  arising 
out  of  the  delivery  or  the  failure  of  delivery  of  health 
care  to  a patient. 

2.  The  cost  of  an  administrative  compensation 
system  has  been  and  remains  a major  concern,  since 
all  indications  are  that  such  a system  will  result  in 
a substantial  increase  in  the  number  of  compensated 
injuries.  The  increased  expenses  are  offset  in  part 
by  the  greater  efficiency  of  the  system,  as  well  as 
by  other  cost  controls,  most  of  them  currently  uti- 
lized by  workers’  compensation  systems,  and  fre- 
quently proposed  as  elements  of  tort  reform.  These 
other  cost  controls  are:  limitation  of  total  awards, 
adopting  current  workers’  compensation  schedules; 
reasonable  statutes  of  limitation  as  presently  in  ef- 
fect in  Kansas;  payment  only  for  medical  care,  re- 
habilitation, and  economic  loss;  periodic  payments 
of  awards;  modification  or  termination  of  benefits 
with  changes  in  a beneficiary’s  status;  offset  of  other 
insurance  benefits;  elimination  of  joint  and  several 
liability;  an  entry  threshold,  albeit  low;  and  reason- 
able structuring  of  attorney  fees.  Actuarial  evalua- 
tion indicates  that  provider  financing  is  feasible  if 
cost  controls  are  applied.  A wider  base  of  financial 
support  would  probably  be  required  if  cost  controls 
are  omitted,  or  if  a broader  definition  of  injury  is 
contemplated. 

3.  Constitutionality  of  a medical  accident  com- 


pensation system  is  another  major  concern,  and  can- 
not be  definitely  predicted.  However,  it  appears  that 
ultimate  determination  for  such  a system  should  be 
favorable,  since  an  adequate  quid  pro  quo  is  ren- 
dered through  the  tradeoff  of  a substantial  increase 
in  the  number  of  paid  claims  and  other  benefits  in 
return  for  the  restriction  of  tort  rights,  just  as  is  the 
case  in  workers’  compensation  systems,  which  are 
constitutional  in  every  state. 

Conclusions.  The  consumer-oriented  system  de- 
tailed in  this  statute  can  be  expected  to  minimize 
substandard  health  care  and  health  care  injuries,  and 
stabilize  insurance  premiums  through  more  pre- 
dictable settlements  and  awards.  At  the  same  time, 
it  will  insure  the  payment  of  limited,  prompt,  and 
certain  benefits  to  a larger  number  of  injured  pa- 
tients, many  of  whom  are  presently  filing  no  claim 
or  receiving  no  compensation  after  experiencing  the 
vagaries  of  adversarial  tort  proceedings."'^'^ 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or  the  conspiracy  of  silence  that  makes  us 
unwilling  to  speak  out  allows  the  illness  of  our  impaired  colleagues  to  progress,  sometimes  to  a fatal 
outcome. 

“Blowing  the  whistle’’  on  a suffering  colleague  is,  indeed,  an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

IMPAIRED  PHYSICIANS  PROGRAM 

(913)  235-2383 

Toll-free  in  Kansas:  (800)  332-0156 
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A MEDICAL  ACCIDENT  COMPENSATION  SYSTEM 

A MODEL  ACT* 


SECTION  1 

NAME  AND  SCOPE  OE  THE  ACT 

A.  This  ACT  shall  be  known  as  the  Medical  Ac- 
cident Compensation  Act. 

B.  A health  care  provider  shall  be  liable  to  pay 
compensation  for  personal  injury  or  death  arising 
out  of  the  delivery  or  the  failure  of  delivery  of  health 
care  to  a patient  in  accordance  with  the  provisions 
of  the  Medical  Accident  Compensation  Act. 

C.  Benefits  under  this  Act  shall  be  exclusive  as 
to  any  civil  action  against  a health  care  provider 
arising  out  of  the  delivery  or  the  failure  of  delivery 
of  health  care  to  a patient. 

D.  No  health  care  provider,  or  employee,  or  as- 
sociate of  such  provider  shall  be  liable  for  any  injury 
for  which  compensation  is  recoverable  under  the 
Medical  Accident  Compensation  Act,  except  as  oth- 
erwise provided  in  the  Act.  No  health  care  provider 
or  employee  or  associate  of  such  provider  shall  be 
liable  to  any  third  party  for  any  injury  or  death  of 
a patient  or  other  person  which  was  caused  under 
circumstances  creating  a legal  liability  against  a third 
party  and  for  which  benefits  are  recoverable  under 
the  Medical  Accident  Compensation  Act. 

SECTION  2 

THE  COMPENSABLE  EVENT 

A.  Medical  accident  compensation  under  this  Act 
shall  be  payable  for  a personal  injury  arising  out  of 
the  delivery  or  the  failure  of  delivery  of  health  care 
to  a patient.  No  compensation  shall  be  payable  where 
an  injury  is  caused  by  the  willful  refusal  of  a patient 
to  follow  medical  advice  or  where  an  injury  is  the 
result  of  the  willful  intention  of  the  patient  to  injure 
himself,  herself,  or  another. 

(1)  Personal  Injury  shall  mean  the  occurrence  of 
a temporary  or  permanent  impairment,  disability, 
or  other  adverse  outcome  caused  by  substandard 
health  care  practice. 

(2)  Health  Care  Practice  shall  mean  all  aspects 
of  such  activity  by  providers  involving  patients,  in- 
cluding, but  not  limited  to,  diagnosis,  treatment, 
procedures,  authorization  for  care,  informing  a pa- 
tient, and  prevention  or  protective  health  care  man- 
agement. 

(3)  Substandard  Health  Care  Practice  shall  mean 
that  degree  of  deviation  in  the  quality  of  care  which 
would  not  be  acceptable  to  or  utilized  by  a reason- 


*The Act  is  based  on  Kansas  law.  Appropriate  state  agencies 
and  statutory  citations  may  be  substituted  for  use  in  other  states. 


ably  competent  and  reasonably  prudent  similar  health 
care  provider  under  similar  conditions  and  circum- 
stances. 

B.  The  Medical  Accident  Compensation  Board 
constituted  under  Section  16  of  this  Act  shall  de- 
termine the  presence  or  absence  of  injury,  the  pres- 
ence or  absence  of  substandard  practice,  and  the 
relationship  of  such  injury  to  substandard  practice. 
The  Board  shall  additionally  determine  the  extent 
of  such  injury  for  purposes  of  awarding  benefits 
under  this  Act. 

C.  A Board  determination  may  be  assisted  by  the 
conclusions  of  an  expert  review  panel  appointed 
under  Section  17  of  this  Act.  The  Board  shall  lib- 
erally utilize  such  expert  review  panels  and  consider 
panel  conclusions  strongly  persuasive  in  determin- 
ing the  presence  or  absence  of  injury,  the  extent  of 
injury,  the  presence  or  absence  of  substandard  prac- 
tice, and  the  presence  or  absence  of  causation  of 
injury  by  substandard  practice. 

SECTION  3 

DEEINITIONS 

For  purposes  of  this  Act,  unless  the  context  re- 
quires otherwise,  the  following  words  and  phrases 
shall  have  the  meanings  respectively  ascribed  to 
them  herein: 

Board  means  the  Medical  Accident  Compen- 
sation Board. 

Board  Fee  Fund  has  the  meaning  set  out  in 
Subsections  5D  and  5E  of  this  Act. 

Commissioner  means  the  Commissioner  of  In- 
surance of  this  state. 

Database  in  Section  36  of  this  Act. 

Director  means  the  director  of  the  Medical  Ac- 
cident Compensation  Board. 

Health  Care  Practice  has  the  meaning  set  forth 
in  Section  2 of  this  Act. 

Health  Care  Provider  is  defined  as  set  out  in 
K.S.A.  40-4301f,  K.S.A.  40-3401g,  K.S.A.  60- 
513d,  and  amendments  thereto.  [Cite  appropriate 
state  health  care  provider  definitional  statutes.] 

Panel  means  an  expert  review  panel  as  set  forth 
in  Section  17  of  this  Act. 

Patient  means  a person  who  comes  under  the 
health  management  or  medical  care  of  a health  care 
provider  for  examination,  diagnosis,  or  treatment, 
or  in  any  other  manner,  so  that  a physician-patient 
relationship  or  an  equivalent  provider-patient  rela- 
tionship is  established. 
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Personal  Injury  has  the  meaning  set  forth  in 
Section  2 of  this  Act. 

Recovery  Guarantee  Fund  has  the  meaning 
set  forth  in  Section  6 of  this  Act. 

Spendable  Take-Home  Earnings  are  defined  as 
the  claimant’s  average  weekly  or  monthly  take-home 
earnings  in  his  or  her  employment  or  employments 
for  a recent  12-month  period,  as  determined  by  the 
Board.  Not  included  in  the  computation  of  spend- 
able take-home  earnings  is  the  amount  withheld  for 
social  security  contributions,  or  for  federal,  state, 
or  local  income  tax  withholding.  However,  to  be 
included  in  the  spendable  take-home  income  figure 
are  pension  plan  contributions  and  the  amount  of 
any  fringe  benefits  paid  by  the  employer  but  dis- 
continued due  to  a compensable  occurrence  under 
this  Act. 

Standard  oe  Reasonable  Care  for  a health 
provider  under  this  Act  shall  be  defined  as  that  level 
of  care,  skill,  knowledge,  and  treatment  which  is 
recognized  and  utilized  by  reasonably  competent 
and  reasonably  prudent  similar  health  care  providers 
under  similar  conditions  and  circumstances. 

State’s  Average  Weekly  Wage  means  the  av- 
erage weekly  wage  paid  in  insured  work  subject  to 
Employment  Security  Law,  as  determined  annually 
by  the  Secretary  of  Human  Resources  as  provided 
in  K.S.A.  44-704  and  amendments  thereto.  [Cite 
appropriate  state  employment  security  law.] 

Substandard  Health  Care  Practice  has  the 
meaning  set  forth  in  Section  2 of  this  Act. 

SECTION  4 

FUNDING  OF  COVERAGE 

A.  A health  care  provider,  as  defined  in  K.S.A. 
40-3401  and  K.S.A.  60-5 13d  and  amendments 
thereto  [cite  appropriate  state  health  care  provider 
definitional  statutes],  shall  pay  compensation  that 
may  be  due  under  this  Act  in  the  following  manner: 

(1)  By  insuring  the  payment  of  such  compensa- 
tion with  an  insurance  carrier  authorized  to  transact 
this  type  of  insurance  in  this  state;  or 

(2)  By  becoming  a self-insured  or  by  maintaining 
a membership  in  a group-funded  self-insurance  pool, 
with  the  approval  of  the  Commissioner  of  Insur- 
ance. The  Commissioner  shall  be  authorized  to 
promulgate  such  rules  and  regulations  as  may  be 
required  to  regulate  sufficiently  a self-insurance  pro- 
gram or  a group-funded  self-insurance  program. 

B.  The  knowing  and  intentional  failure  of  a health 
care  provider  to  secure  the  payment  of  compensa- 
tion as  set  out  in  subsection  A shall  be  a Class  C 
misdemeanor. 

C.  Where  a health  care  provider  has  no  insurance 


to  secure  the  payment  of  compensation  that  may  be 
awarded  under  this  Act  and  is  otherwise  financially 
unable  to  pay  compensation  to  the  claimant,  the 
claimant  may  apply  to  the  Insurance  Commissioner 
for  payment  of  compensation  that  may  be  due  under 
this  Act.  If  the  Insurance  Commissioner  concludes 
that  the  health  care  provider  cannot  pay  the  award 
and  is  uninsured,  the  Insurance  Commissioner  shall 
make  payment  to  the  claimant  from  the  Recovery 
Guarantee  Fund,  which  shall  be  maintained  by  the 
Commissioner  as  set  forth  in  Section  6.  A claim 
may  be  filed  against  the  Recovery  Guarantee  Fund 
prior  to  determination  on  the  merits  where  it  is  the 
claimant’s  belief  that  the  health  care  provider  does 
not  have  insurance,  or  may  be  financially  unable  to 
pay  compensation,  or  may  for  any  reason  be  un- 
available for  adjudication  under  the  provisions  of 
this  Act. 

D.  The  Commissioner  of  Insurance,  acting  as 
administrator  of  the  Recovery  Guarantee  Fund,  shall 
have  a cause  of  action  against  the  health  care  pro- 
vider for  the  recovery  of  any  amounts  paid  from  the 
Fund  pursuant  to  this  section.  Such  action  shall  be 
filed  in  the  district  court  in  the  county  in  which  the 
compensable  event  occurred,  or  where  the  health 
care  provider  is  located  or  can  be  found. 

SECTION  5 

ASSESSMENT  FOR  THE  COST  OF  THE  BOARD, 
THE  BOARD  FEE  FUND 

The  expense  of  the  administration  of  the  Medical 
Accident  Compensation  Board  shall  be  financed  in 
the  following  manner: 

A.  The  director  of  the  Board  shall  estimate  as 
soon  as  practicable  after  January  1 of  each  year  the 
expenses  necessary  for  the  administration  of  the 
Board  for  the  fiscal  year  beginning  July  1 thereafter. 
Such  estimates  shall  be  provided  to  the  legislature, 
and  the  legislature  shall  then  determine  the  amount 
of  administrative  expense  to  be  obtained  from  in- 
surers, self-insureds,  and  group-funded  self-insur- 
ance programs  under  the  provisions  of  this  Act. 

B.  The  share  of  the  expense  as  determined  under 
this  section  shall  be  prorated  among  insurers,  self- 
insureds, and  group-funded  programs  as  follows: 
The  director  shall  determine  the  total  amount  of 
insurance  business  written  or  conducted  in  the  im- 
mediately preceding  calendar  year  and  the  relative 
amount  applicable  to  each  insurance  carrier,  self- 
insured  and  group-funded  program,  through  deter- 
mination of  amounts  of  insurance  in  force,  premi- 
ums collected,  benefits  paid,  or  other  applicable 
data.  The  director  shall  list  the  data  forming  the 
basis  for  the  determination  and  the  amounts  so  al- 
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located,  and  shall  provide  by  regulation  for  the  col- 
lection of  the  proportionate  amount  of  the  expense 
from  each  earner,  self-insured,  and  group-funded 
program. 

C.  Assessment  shall  be  paid  within  thirty  (30) 
days  of  the  date  the  notice  is  served  upon  a carrier, 
self-insured  or  group-funded  self-insurance  pro- 
gram. If  such  amounts  are  not  paid  within  such 
period,  the  director  may  assess  a civil  penalty  equal 
to  ten  percent  (10%)  of  the  amount  so  unpaid  for 
each  thirty  (30)  days  the  liability  remains  due  and 
unpaid.  Such  civil  penalties  shall  be  collected  as 
part  of  the  original  amount  as  determined  by  the 
director  under  this  section. 

(1)  If  a carrier  fails  to  pay  the  amounts  assessed 
by  the  director  as  provided  in  this  section  for  a 
period  of  more  than  sixty  (60)  days  from  the  time 
notice  of  such  amount  is  first  served  to  such  carrier, 
the  director  shall  make  a verified  report  to  the  Com- 
missioner of  Insurance,  who  may  suspend  or  revoke 
the  authorization  of  such  carrier  to  do  business  in 
the  state. 

(2)  If  a self-insured  fails  to  pay  the  amounts  as- 
sessed by  the  director  as  provided  in  this  section 
for  a period  of  more  than  sixty  (60)  days  from  the 
time  notice  of  such  amount  is  first  served  to  such 
self-insured,  the  self-insured  shall  forfeit  any  self- 
insurance  bond  and  be  suspended  from  being  a self- 
insured. 

(3)  If  any  group-funded  self-insurance  program 
fails  to  pay  the  amounts  assessed  by  the  director  as 
provided  in  this  Act  for  a period  of  more  than  (60) 
days  from  the  time  notice  of  such  amount  is  first 
served  on  such  group,  the  group  shall  forfeit  any 
self-insurance  bond  and  be  suspended  as  a self-in- 
surer. 

D.  There  is  hereby  created  in  the  state  treasury 
a fund  to  be  called  the  Board  Fee  Fund,  for  the 
purpose  of  administering  the  funds  collected  under 
this  section.  The  director  shall  remit  all  mon- 
ies received  under  the  provisions  of  this  section,  or 
as  fees,  charges,  or  other  receipts  to  the  state  treas- 
urer at  least  monthly.  Upon  receipt  of  such  remit- 
tance, the  state  treasurer  shall  deposit  the  entire 
amount  thereof  in  the  state  treasury,  credited  to  the 
Board  Fee  Fund,  except  that  five  percent  (5%)  of 
any  such  deposit  shall  be  credited  to  the  state  Gen- 
eral Fund. 

E.  All  expenditures  from  the  Board  Fee  Fund 
shall  be  made  in  accordance  with  the  appropriate 
acts  upon  warrants  of  the  Division  of  Accounts  and 
Reports  issued  pursuant  to  vouchers  approved  by 
the  director,  or  by  a person  or  persons  designated 
by  the  director. 


F.  The  legislature  shall  provide  funds  for  the  op- 
eration of  the  Board  from  general  revenue  sources 
for  the  Board’s  first  two  (2)  years  of  operation.'  The 
General  Revenue  Fund  shall  be  reimbursed  by  a 
special  assessment  on  carriers,  self-insureds  and 
group-funded  insurance  programs  not  later  than 
thirty-six  (36)  months  after  the  effective  date  of  this 
Act. 

SECTION  6 

THE  RECOVERY  GUARANTEE  EUND: 
PURPOSE,  ESTABLISHMENT,  EUNDING 

A.  There  is  hereby  created  in  the  state  treasury 
a fund  to  be  called  the  Recovery  Guarantee  Fund. 
The  purpose  of  this  fund  is  to  secure  the  payment 
of  compensation  under  circumstances  set  forth  in 
Subsections  4C  and  4D,  and  to  reimburse  a provider 
or  an  insurer  in  the  event  compensation  has  been 
paid,  but  is  subsequently  reduced  or  disallowed  by 
hearing  or  appeal,  as  set  forth  in  Subsections  20E 
and  24B. 

B.  The  Recovery  Guarantee  Fund  shall  be  fi- 
nanced as  follows:  The  Insurance  Commissioner, 
as  soon  as  practicable  after  January  1 of  each  year, 
shall  estimate  the  expenses  necessary  for  the  admin- 
istration of  the  Fund  for  the  fiscal  year  beginning 
July  1 thereafter.  The  Commissioner  shall  submit 
such  figure  to  the  Board  which  shall  include  this 
amount  in  the  assessment  for  the  cost  of  the  Board, 
as  provided  under  Section  5 of  this  Act. 

C.  The  Board  shall  transfer  the  Commissioner’s 
portion  of  the  assessment  to  the  Commissioner  upon 
receipt  of  these  monies.  The  Commissioner  shall 
remit  all  such  monies  received  by  him  from  the 
Board  to  the  State  Treasury  upon  receipt  of  these 
monies  from  the  Board.  All  expenditures  from  the 
Recovery  Guarantee  Fund  shall  be  made  in  accord- 
ance with  the  appropriate  acts  upon  warrants  of  the 
Division  of  Accounts  and  Reports  issued  pursuant 
to  vouchers  approved  by  the  Commissioner. 

D.  All  claims  against  the  Recovery  Guarantee 
Fund  within  the  first  twenty-four  (24)  months  after 
the  effective  date  of  this  Act  shall  be  made  to  the 
legislature,  which  shall  provide  funds  for  compen- 
sation of  each  individual  claim.  Any  amount  so 
expended  by  the  legislature  shall  be  reimbursed  to 
the  General  Fund  by  a special  assessment  to  be 
included  in  the  special  assessment  provided  for  in 
Subsection  5F  of  this  Act. 

SECTION  7 

LIMITATION  OE  ACTIONS 

A.  No  claim  under  the  act  shall  be  brought  more 
than  two  (2)  years  after  the  date  of  a compensable 
occurrence,  within  the  guidelines  set  out  in  this  sec- 
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On  September  14  the  interim  Committee  on  Commercial  and 
Financial  Institutions  (insurance)  conducted  its  last  public 
hearing  on  the  question  of  whether  to  do  away  with  the  State 
Health  Care  Stabilization  Fund.  There  seems  to  be  mounting 
sentiment  among  legislators  that  the  fund,  which  is  essen- 
tially an  excess  insurance  program  for  health  care  providers, 
is  an  easy  target  and  pot  of  gold  for  patients  who  are  not 
satisfied  with  the  results  of  medical  procedures.  Some  have 
argued  that  the  Stabilization  Fund  offers  nearly  guaranteed 
recovery  and  is  thus  an  incentive  for  personal  injury  lawyers 
to  represent  clients  who  otherwise  might  not  sue  health  care 
providers.  For  these  reasons,  legislative  leadership  chose 
to  study  the  question  during  the  interim  between  the  1988  and 
1989  sessions. 

Earlier  this  year.  Insurance  Commissioner  Fletcher  Bell 
called  together  a study  group  of  health  care  representati ves 
and  medical  malpractice  insurance  company  executives  to 
recommend  considerations  to  the  interim  legislative  commit- 
tee. Kansas  Medical  Society  staff  and  legal  counsel  were 
major  participants  in  the  study,  which  was  the  first  agenda 
item  at  the  September  hearing. 

Three  of  the  principal  recommendations  made  were:  that  the 
Health  Care  Stabilization  Fund  should  not  be  abolished  imme- 
diately, but  that  a gradual  phase-out  might  be  feasible;  that 
if  the  fund  is  phased  out,  it  should  be  financed  adequately 
to  be  considered  actuarial ly  sound;  and  that  tail  coverage 
should  be  provided  to  all  participants  upon  terminating  the 
Fund's  liability  for  future  malpractice  claims.  Commissioner 
Bell's  report  declined  to  recommend  whether  the  fund  should 
be  done  away  with,  stating  that  the  question  should  be  a leg- 
islative policy  decision. 


KMS  Executive  Director  Jerry  Slaughter  supported  the  study 
group's  major  recommendations  but  added  another  very  impor- 
tant request:  that  the  committee  recommend  an  amendment  to 
the  law  governing  the  Stabilization  Fund  to  allow  providers 
(primarily  physicians)  the  option  of  choosing  lower  levels 
of  excess  coverage  over  the  basic  $200,000-per-occurrence 
policy.  Suggested  levels  were  $100,000,  $300,000  and  $1  mil- 
lion, in  addition  to  the  current  $3  million.  This  would 
mean  that  physicians  could  purchase  as  little  as  $300,000 
total  coverage  instead  of  the  $3.2  million  minimum  now 
required  by  law. 


Mr.  Slaughter  emphasized  that  while  the  KMS  proposal  should 
provide  immediate  but  modest  premium  relief  to  some  physi- 
cians, it  is  not  a substitute  for  long-term  stability  that 
can  be  provided  by  overcoming  judicial  obstacles  to  tort  re- 
form legislation.  He  concluded  by  saying,  "The  malpractice 


II 


the  insurance  mechanism,  although  the  changes  you  are  dis- 
cussing are  certainly  worthwhile." 

The  committee  discussed  at  length  whether  the  question  of 
mandatory  liability  coverage  should  be  addressed.  Those  mem- 
bers who  were  legislators  in  1976  informed  the  others  that 
when  insurance  coverage  was  mandated  as  a condition  of  licen- 
sure, it  was  not  for  public  policy  reasons,  but  instead  was 
considered  a practical  necessity  in  order  to  finance  the 
Health  Care  Stabilization  Fund.  There  appeared  to  be  a con- 
sensus that  malpractice  insurance  should  remain  mandatory 
until  such  time  as  the  fund  is  adequately  financed,  but 
should  be  repealed  when  the  fund  is  phased  out. 

The  committee  will  meet  again  in  October  to  determine  its 
specific  recommendations  to  the  1989  Legislature.  At  this 
time,  most  members  seem  to  be  very  receptive  to  the  KMS  proposa 


Have  you  moved  to  a new  residence  since  the  last  time  you 
voted?  If  so,  you  need  to  call  your  county  election  officer 
(often  the  county  clerk)  and  request  the  forms  for  re- 
regi  stration  . Most  counties  allow  you  to  register  by  mail 
but  have  a deadline  before  the  election. 

While  it  can  be  argued  that  all  citizens  have  a respon- 
sibility to  vote,  the  medical  profession  has  more  than  a 
responsibility;  it  has  a cause.  Legislators  elected  to  the 
Kansas  House  and  Senate  this  November  will  have  the  power  to 
determine  whether  future  voters  will  be  given  the  opportunity 
to  amend  the  Kansas  Constitution  in  order  to  limit  awards  in 
malpractice  cases. 

I 

As  soon  as  you've  made  sure  that  you're  properly  registered, 
you  should  contact  the  candidates  running  for  election  to 
the  House  and  Senate.  Don't  feel  that  you  are  imposing;  can-  ! 
didates  want  to  hear  from  voters.  Furthermore,  don't  hesi- 
tate to  ask  the  candidate  whether  he  or  she  would  vote  for  a I 
constitutional  amendment  to  limit  medical  malpractice  awards  i. 
for  non-economic  damages  such  as  pain  and  suffering.  [ 

If  you  don't  know  who  the  candidates  are  in  your  House  or  | 

Senate  district,  your  county  election  officer  can  tell  you  j 

right  away.  If  you  want  to  know  about  the  voting  records  of  I 
incumbent  representati ves  and  senators,  call  Chip  Wheelen  or 
Nancy  Bronaugh  at  the  KMS,  800-332-0156  or  913-235-2383. 

By  the  way,  did  you  know  that  Supreme  Court  justices  'run  for 
re-election'?  Article  3 of  the  Kansas  Constitution  provides 
for  selection  of  Supreme  Court  justices  by  a Judicial  Norn-  : 
inating  Commission  that  recommends  three  lawyers  for  the  Gov-  ' 
ernor's  appointment  of  one.  The  appointed  justice  serves 
for  a six-year  term  but  may  file  a declaration  of  candidacy 
to  succeed  himself.  If  a justice  wants  to  remain  on  the 
court,  a question  is  placed  on  a judicial  ballot  at  the  next 

general  election  which  reads,  "Shall  Justice , Kansas 

Supreme  Court,  be  retained  in  office?"  It's  a simple  yes  or 
no  vote.  This  November  Justices  Donald  Allegrucci  and  Robert 
Miller  will  be  listed  on  the  judicial  ballot. 


DON'T  FORGET  TO  VOTE 
ON  NOVEMBER  8 
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You  may  recall  that  the  Kansas  Supreme  Court  ruled  earlier 
this  year  that  court-appointed  attorneys  who  represent  indi- 
gent defendants  must  be  adequately  compensated.  In  other 
words,  the  State  isn't  paying  these  lawyers  enough  money,  and 
the  Legislature  must  appropriate  additional  funds  for  indi- 
gent defense. 

Does  this  scenario  remind  you  of  an  analogous  situation--the 
inadequate  reimbursement  of  physicians  who  accept  patients 
eligible  for  the  state  medical  assistance  program?  At  least 
one  KMS  member  thought  so  and  requested  a legal  opinion  as  to 
whether  the  Supreme  Court's  decision  might  be  applied  in  the 
medical  situation.  The  legal  analysis,  however,  is  not  fa- 
vorable. In  the  case  of  court-appointed  attorneys,  they  have 
no  choice.  A lawyer  can  be  cited  for  contempt  or  disciplined 
if  he  refuses  to  represent  the  client.  By  contrast,  physi- 
cians "are  requested,  but  not  required,  to  provide  services 
to  the  poor  at  reduced  rates." 

Not  long  ago,  a lawyer  member  of  a special  commission  on 
medical  care  for  indigent  people  suggested  that  Medicaid 
assignment  should  be  mandatory  in  Kansas.  No  one  else  on  the 
commission  agreed  with  him,  but  in  view  of  the  Supreme  Court 
decision,  perhaps  mandatory  assignment  would  require  that 
physicians  be  adequately  compensated.  Could  the  state  afford 
it?  Probably  not. 


KMS  President  Terry  L.  Poling,  M.D.,  recently  appointed  John 
A.  Billingsley,  Jr.,  M.D.,  of  Olathe  chairman  of  the  Com- 
mittee on  Impaired  Physicians.  The  Impaired  Physician  pro- 
gram is  an  advocacy  program  with  emphasis  on  identification 
and  treatment  of  impaired  individuals  with  the  least  dis- 
ruption in  their  daily  lives. 

Since  denial  and  unwillingness  to  speak  out  only  allow  the 
illness  of  impaired  colleagues  to  progress,  you  are  urged  to 
do  your  impaired  peer  a favor  and  call  a member  of  the  com- 
mittee. Dr.  Billingsley  may  be  reached  at  913-755-3151. 


Physicians  may  be  asked  to  provide  data  to  Medicare  carriers 
when  such  request  may  not  be  authorized  by  HCFA.  You  are 
encouraged  to  investigate  the  authorization  for  ALL  requests 
for  information.  HCFA  has  requested  Medicare  Part  B carriers 
to  prepare  proposals  to  develop  a registry  for  all  prac- 
titioners who  provide  services  under  Medicare.  The  registry 
will  assign  a Unique  Physician  Identification  Number  (UPIN) 
to  each  provider.  The  purpose  of  the  UPIN  system  is  to  moni- 
tor pract i t ioners  who  have  been  suspended  from  the  program 
and  prevent  them  from  moving  to  other  states  and  carrier 
jurisdiction. 

Organized  medicine  has  urged  HCFA  not  to  require  additional 
data  from  physicians  in  order  to  implement  the  UPIN.  But 
although  we  were  assured  that  no  additional  data  collection 
efforts  are  anticipated,  there  has  been  at  least  one  slip-up 
when  physicians  in  a state  were  required  to  complete  a 
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lengthy  questionnaire.  HCFA  has  assured  us  that  they  did  not  y, 
authorize  the  questionnaire. 


We  now  learn  that  paraplegic  gang  members  are  used  in  drug 
scams  to  obtain  controlled  and  non-control  led  drugs  from 
unwary  health  care  professionals.  Physicians  are  cautioned  | 
to  be  alert  to  patients  who  are  unknown  to  them,  demonstrate  | 
behavior  associated  with  drug  abuse,  have  insufficient  iden-  S 
tification,  or  who  otherwise  behave  suspiciously.  Always  *] 
request  positive  identification  from  the  patient  and  the  per-] 
son(s)  assisting  the  patient.  The  description  and  license 
number  of  the  vehicle  used  to  transport  the  patient  can  be  ; 
vital  to  law  enforcement  officials.  ^ 

I 

Pharmacists  should  verify  all  Dilaudid  prescriptions  with  the j 
physician  involved.  The  identity  of  the  person  presenting  \ 
the  prescription  should  be  checked  against  the  name  on  the  \ 
prescription.  Verification  of  identification  such  as  dri-  i 
ver's  license,  social  security  and  Medicaid  numbers  should  be] 
made  before  any  controlled  prescription  is  filled.  i 


A Consensus  Development  Conference  on  the  use  of  fiberoptic 
endoscopy  in  the  diagnosis  and  management  of  bleeding  ulcers 
will  be  held  at  the  National  Institutes  of  Health  (NIH), 
Bethesda,  Maryland,  March  6-8,  1989.  The  conference  will 
focus  on:  bleeding  ulcer  patients  who  are  at  risk  for  re- 
bleeding and  thus  emergency  surgery;  effectiveness  and  safety 
of  endoscopic/hemostatic  therapy;  bleeding  patients  who 
should  be  treated;  and  further  research  that  is  required. 

CME  credit  is  available.  To  register,  write  to:  Endoscopy, 
Office  of  Medical  Applications  of  Research,  National 
Institutes  of  Health,  Building  1,  Room  216,  9000  Rockville 
Pike,  Bethesda,  MD  20892. 


The  1988  KMS  Membership  Directory  has  now  been  published  and  j 
distributed  to  the  membership.  Please  take  a moment  to  check  ] 
your  listing  to  be  certain  that  all  information  is  correct.  | 
If  you  find  an  error  or  omission,  please  notify  us  in  writing. 
We  will  publish  the  corrected  information  in  a future  issue 
of  KANSAS  MEDICINE  for  inclusion  in  the  directory.  ] 


Tips  on  effective  expression  of  your  views  to  members  of 
Congress  are  discussed  in  a handy  brochure,  A Guide  to 
Communicating  with  Members  of  Congress , prepared  by  the  AMA 
and  its  American  Medical  Political  Action  Committee.  The 
communications  suggestions  and  techniques  covered  in  the 
pocket-sized  publication  are  equally  applicable  to  elective 
officials  at  local,  state  or  other  levels.  Among  the  mecha- 
nisms covered  are  letters,  mailgrams,  telegrams,  phone  calls, 
personal  visits  and  group  meetings.  The  publication  also 
contains  a glossary  of  frequently  used  legislative  terms.  To 
obtain  a compl imentary  single  copy,  just  ask  for  one  in  a 
Medmail  message  to  AMA.MSR.  Bulk  orders  (15  cents  a copy) 
may  be  obtained  by  writing  to  AMA/AMPAC,  1101  Vermont  Avenue, 
NW,  Washington,  DC  20005. 


tion.  In  cases  where  compensation  payments  have 
been  suspended,  such  written  claim  shall  be  made 
within  two  hundred  (200)  days  after  the  last  payment 
of  compensation. 

B.  A claim  arising  out  of  the  rendering  or  failure 
to  render  professional  services  by  a health  care  pro- 
vider under  this  act  shall  be  deemed  to  have  accrued 
at  the  time  of  the  occurrence  of  the  act  giving  rise 
to  the  claim,  unless  the  fact  of  injury  is  not  reason- 
ably ascertainable  until  some  time  after  the  initial 
act,  in  which  case  the  period  of  limitation  shall  not 
commence  until  the  fact  of  injury  becomes  reason- 
ably ascertainable  to  the  injured  party,  but  in  no 
event  shall  such  claim  be  commenced  more  than 
four  (4)  years  beyond  the  time  of  the  act  giving  rise 
to  the  claim. 

C.  Where  a claimant  is  less  than  eighteen  (18) 
years  of  age  or  incapacitated  or  imprisoned  for  a 
term  less  than  such  person’s  natural  life,  such  person 
shall  be  entitled  to  make  a claim  within  one  (1)  year 
after  the  legal  disability  is  removed,  except  that  no 
claim  shall  be  commenced  by  or  on  behalf  of  any 
person  under  disability  more  than  eight  (8)  years 
after  the  time  of  the  compensable  occurrence.  Not- 
withstanding the  foregoing  provision,  if  a person 
imprisoned  for  any  term  has  or  reasonably  could 
have  had  access  to  facilities  for  purposes  of  bringing 
a claim,  such  person  shall  not  be  deemed  to  be  under 
legal  disability. 

D.  If  any  person  entitled  to  bring  a claim  dies 
during  the  continuance  of  any  disability  specified 
in  Subsection  7C  and  no  determination  has  been 
made  of  the  claim  accrued  to  the  deceased,  any 
person  entitled  to  claim  from,  by,  or  under  the  de- 
ceased, may  commence  or  continue  such  claim 
within  one  (1)  year  after  the  decedent’s  death,  but 
in  no  event  shall  such  claims  be  commenced  more 
than  eight  years  beyond  the  time  of  the  act  giving 
rise  to  the  claim. 

E.  When  a claim  accrues  against  a provider  who 
has  departed  the  state,  or  has  otherwise  absconded 
or  concealed  himself  or  herself,  the  period  of  lim- 
itation shall  be  tolled  while  such  provider  remains 
out  of  the  state,  or  while  such  provider  is  so  ab- 
sconded or  concealed.  If  after  a claim  accrues,  a 
provider  departs  the  state,  or  otherwise  absconds  or 
conceals  himself  or  herself,  the  time  of  such  absence 
or  concealment  shall  not  be  computed  as  any  part 
of  the  period  within  which  the  claim  must  be  brought. 
This  section  shall  not  apply  to  extend  the  period  of 
limitation  as  to  any  provider  whose  whereabouts  are 
known  and  upon  whom  notice  of  a claim  can  rea- 
sonably be  served. 

F.  No  claim  shall  be  brought  against  a health  care 


provider  to  recover  for  an  ionizing  radiation  injury 
arising  out  of  the  delivery  or  the  failure  of  delivery 
of  professional  services  by  a provider  more  than 
four  (4)  years  from  the  date  of  the  last  occurrence 
to  which  the  injury  is  attributed. 

SECTION  8 

THIRD-PARTY  ACTIONS,  SUBROGATION, 
LIENS,  ASSIGNMENT 

A.  When  the  injury  or  death  for  which  compen- 
sation is  payable  under  this  Act  was  caused  under 
circumstances  creating  a legal  liability  against  a party 
other  than  a provider  or  any  person  in  association 
with  or  in  the  employ  of  a provider,  the  claimant 
or  the  claimant’s  dependents  or  personal  represent- 
atives shall  have  the  right  to  take  compensation  un- 
der the  Medical  Accident  Compensation  Act  and 
pursue  a remedy  by  proper  action  in  a court  of 
competent  jurisdiction  against  such  other  party  or 
person. 

B . In  the  event  of  recovery  from  such  other  party 
or  person  by  the  claimant  or  by  the  claimant’s  de- 
pendents or  personal  representatives  by  judgment, 
settlement  or  otherwise,  the  provider  shall  be  sub- 
rogated to  the  extent  of  the  compensation  and  med- 
ical aid  provided  by  the  provider  to  the  date  of  such 
recovery  and  shall  have  a lien  therefore  against  such 
recovery  and  may  intervene  in  any  action  to  protect 
and  enforce  such  lien.  Whenever  any  judgment, 
settlement,  or  other  recovery  occurs  prior  to  the 
completion  of  compensation  or  medical  benefit  pay- 
ments, the  amount  of  such  recovery  which  is  in 
excess  of  the  benefits  paid  under  this  Act  to  the  date 
of  such  recovery  shall  be  credited  against  future 
payments  under  this  Act.  Such  actions  against  the 
other  party,  if  prosecuted  by  the  claimant,  must  be 
instituted  within  one  year  from  the  date  of  the  injury, 
and  if  prosecuted  by  the  claimant’s  dependents  or 
personal  representatives  of  a deceased  patient,  must 
be  instituted  within  1 8 months  from  the  date  of  such 
injury. 

C.  Failure  on  the  part  of  the  claimant,  or  the 
dependents  or  personal  representatives  of  a deceased 
patient,  to  bring  such  action  within  the  time  herein 
specified  shall  operate  as  an  assignment  to  the  pro- 
vider of  any  cause  of  action,  and  such  provider  may 
enforce  the  cause  of  action  in  the  provider’s  name 
or  in  the  name  of  the  patient,  dependents,  or  per- 
sonal representatives  for  their  benefit  as  their  inter- 
est may  appear  by  proper  action  in  any  court  of 
competent  jurisdiction.  The  court  shall  fix  the  at- 
torney fees  which  shall  be  paid  proportionately  by 
the  provider  and  the  patient. 

D.  The  provider’s  subrogation  interest  or  credits 
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against  future  payments  of  compensation  and  med- 
ical aid  shall  be  diminished  by  the  percentage  of 
the  damage  award  attributed  to  the  conduct  of  a 
provider,  the  provider’s  associates,  or  those  for 
whom  the  provider  is  responsible,  other  than  the 
injured  patient. 

E.  No  subrogation  right,  lien,  or  other  third-party 
right,  unless  expressly  provided,  shall  be  recognized 
under  the  coverage  of  this  Act. 

SECTION  9 

OTHER  INSURANCE  COVERAGE 

No  insurer  or  other  entity  conducting  business  or 
governmental  functions  in  this  state  or  otherwise 
subject  to  the  laws  of  this  state  shall  deny,  reduce, 
delay,  withhold,  or  otherwise  modify  coverage  un- 
der any  insurance  policy  or  other  benefit  plan  on 
grounds  that  benefits  are  or  may  be  covered,  or  have 
been  received,  under  the  provisions  of  this  Act. 

SECTION  10 

CREDIT  EOR  DUPLICATE  PAYMENTS 

A.  Any  award  of  benefits  under  this  Act  shall  be 
reduced  by  the  amount  of  any  past  or  future  payment 
or  benefit  covered  by  this  section  which  the  claimant 
or  any  dependents  have  received  or  are  eligible  to 
receive  from  any  other  source  on  account  of  the 
same  occurrence  that  is  the  basis  of  the  claim  against 
the  health  care  provider  under  this  Act. 

B.  For  purposes  of  this  section,  “payment  or 
benefit  covered  by  this  section”  shall  mean: 

(1)  Medical,  disability,  or  other  insurance  cov- 
erage, workers’  compensation,  military  service  ben- 
efit plans,  employment  wage  continuation  plans, 
social  welfare  benefit  programs  or  other  benefit  plans 
or  programs  provided  by  law. 

(2)  Life  insurance  payments  not  including  the  first 
$100,000  of  such  life  insurance  benefits,  and  not 
including  50%  of  such  life  insurance  benefits  in 
excess  of  $100,000. 

B.  “Payments  or  benefits  covered  by  this  sec- 
tion” shall  be  reduced  by  any  amounts  paid  by  the 
claimant  to  secure  the  right  to  such  payments  or 
benefits,  and  shall  not  include  any  payments  or  ben- 
efits that  are  subject  to  a reasonably  founded  claim 
of  subrogation,  reimbursement,  or  lien  as  deter- 
mined by  the  Board. 

C.  The  health  care  provider,  or  the  provider’s 
insurer,  shall  have  a statutory  assignment  for  the 
recovery  of  past  payments  to  the  claimant  by  the 
provider,  or  the  provider’s  insurer,  under  this  Act 
as  to  any  corresponding  future  amounts  paid  by  any 
other  source  as  to  payments  arising  out  of  the  same 
occurrence  that  is  the  basis  of  the  claim  against  the 
provider.  The  director  shall  determine  the  amounts 


subject  to  such  assignment  and  shall  certify  these 
amounts  to  the  provider,  or  to  the  provider’s  insur- 
ance carrier. 

SECTION  11 

DEATH  BENEEITS 

A.  For  a compensable  death  under  this  Act,  ben- 
efits shall  be  paid,  except  where  otherwise  pro- 
vided, at  a weekly  rate  of  100%  of  the  decedent’s 
spendable  weekly  take-home  earnings,  subject  to  a 
maximum  of  75%  of  the  state’s  average  weekly 
wage.  Benefits  for  a claimant  less  than  18  years  of 
age,  or  a housewife  or  homemaker,  shall  be  deter- 
mined on  the  basis  of  75%  of  the  state’s  average 
weekly  wage,  except  where  constructed  spendable 
take-home  earnings  result  in  a lesser  amount.  Ben- 
efits shall  be  subject  to  the  maximum  amounts  spec- 
ified in  Section  15,  and  the  minimum  amounts  spec- 
ified in  Subsection  IIB. 

B.  Where  the  decedent’s  actual  or  constructed 
spendable  take-home  earnings  result  in  an  amount 
less  than  fifty  percent  (50%)  of  the  state’s  average 
weekly  wage,  benefits  shall  be  paid  to  eligible  sur- 
vivors under  this  section  in  a weekly  amount  equal 
to  fifty  percent  (50%)  of  the  state’s  average  weekly 
wage.  Such  benefits  shall  be  paid  out  for  a maxi- 
mum of  five  hundred  twenty  (520)  weeks,  not  to 
exceed  a total  sum  of  $100,000. 

C.  Where  for  any  reason  the  average  weekly  take- 
home  earnings  of  the  deceased  cannot  otherwise  be 
reasonably  established,  benefits  shall  be  paid  as  set 
forth  in  subsections  1 1 A or  1 IB,  based  on  the  con- 
structed spendable  take-home  earnings  of  the  de- 
ceased as  determined  by  the  Board.  Such  Board 
determination  of  earnings  shall  take  into  consider- 
ation the  age  and  education  of  the  deceased,  prior 
income  from  jobs,  job  skills,  and  any  other  factors 
that  will  fairly  determine  what  the  decedent’s  spend- 
able take-home  earnings  would  have  been  or  that 
will  result  in  fair  and  reasonable  compensation. 

D.  Where  the  deceased  is  retired  and  receiving  a 
pension  income  and/or  social  security  or  compen- 
sation for  a total  or  partial  disability  from  a gov- 
ernmental or  insurance  source,  compensation  shall 
be  paid  to  any  eligible  survivors  under  this  section, 
in  a weekly  amount  equal  to  the  loss  of  that  income 
to  the  survivors.  If  a retired  individual  has  worked 
to  supplement  his  or  her  retirement  income,  the 
weekly  amount  of  such  spendable  take-home  earn- 
ings shall  be  included  in  figuring  compensation  due 
under  this  subsection.  Such  compensation  shall  be 
subject  to  the  maximum  amount  specified  in  Section 
15  and  the  minimum  amount  specified  in  Subsection 
IIB. 
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E.  Where  a claimant  has  been  previously  awarded 
or  paid  temporary  or  permanent  benefits  for  a claim 
that  later  comes  under  this  section,  any  temporary 
or  permanent  benefits  so  paid  shall  be  credited  to- 
ward any  payments  under  this  section. 

F.  Where  the  deceased  patient  is  survived  by  a 
spouse  only,  benefits  shall  be  paid  to  the  surviving 
spouse  as  set  out  in  Subsections  llA  through  HE 
as  applicable.  The  surviving  spouse  shall  be  entitled 
to  benefits  until  such  spouse’s  death  or  remarriage. 
Upon  remarriage,  the  surviving  spouse’s  entitle- 
ment shall  cease.  However,  the  said  spouse  shall 
be  entitled  to  a lump-sum  benefit  consisting  of  com- 
pensation that  would  have  been  paid  to  the  surviving 
spouse  for  the  next  fifty-two  (52)  weeks  from  the 
time  of  the  spouse’s  remarriage. 

G.  Where  the  deceased  is  survived  only  by  a child 
or  children,  the  child  or  children  shall  be  entitled 
to  weekly  benefits  as  set  out  in  Subsections  llA 
through  HE  as  applicable,  which  shall  be  divided 
equally  among  them  if  there  is  more  than  one  eli- 
gible child.  Compensation  shall  be  paid  to  any  el- 
igible child  or  children  until  they  reach  the  age  of 
eighteen  (18),  or  until  twenty-three  (23)  years  of 
age  if  the  child  is  attending  an  accredited  college 
or  university  or  a vocational  or  technical  school  or 
is  incapacitated.  Where  a child  becomes  no  longer 
eligible  to  draw  benefits,  compensation  shall  be  re- 
apportioned as  set  out  in  subsection  HI  and  HJ. 

H.  Where  the  deceased  is  survived  by  a spouse 
and  children,  both  eligible  to  receive  benefits  under 
this  Act,  compensation  shall  be  paid  as  set  out  in 
Subsections  HA  through  HE  as  applicable  and  such 
benefits  shall  be  paid  one-half  to  the  spouse  and 
one-half  to  the  child  or  children. 

I.  If  the  deceased  leaves  no  legal  spouse  or  de- 
pendent children  eligible  for  benefits  under  this  sec- 
tion, but  leaves  other  dependents,  as  defined  in 
K.S.A.  44-508  and  amendments  thereto  [cite  ap- 
propriate state  workers’  compensation  beneficiary 
statute] , wholly  or  partially  dependent  upon  the  de- 
ceased’s  earnings,  such  other  dependents  shall  re- 
ceive weekly  compensation  as  provided  in  this  sec- 
tion until  death,  remarriage  or  so  long  as  such  other 
dependents  do  not  receive  more  than  50%  of  their 
support  from  any  other  earnings  or  income  or  from 
any  other  source.  The  maximum  benefits  payable 
to  all  such  other  dependents,  regardless  of  the  num- 
ber of  such  other  dependents,  shall  not  exceed  a 
maximum  amount  of  $20,000. 

J.  The  marriage  or  death  of  any  dependent  shall 
terminate  all  compensation  under  this  section  to  such 
dependent.  When  any  child  or  legal  spouse  is  no 
longer  eligible  for  benefits  under  this  section,  his 


or  her  benefits  shall  be  reapportioned  among  the 
surviving  legal  spouse  or  dependent  children  who 
remain  eligible  for  benefits  under  this  section,  but 
the  compensation  allowed  to  dependents  other  than 
the  surviving  legal  spouse  or  dependent  children 
shall  not  increase  or  decrease.  If  the  deceased  does 
not  leave  any  dependents  who  are  citizens  of  or 
residing  at  the  time  of  the  injury  in  the  United  States, 
the  amount  of  compensation  shall  not  exceed  in  any 
case  the  sum  of  $750. 

K.  Where  the  deceased  is  under  the  age  of  eight- 
een (18),  Subsection  HI  above  shall  not  apply. 
Compensation  shall  be  paid  as  set  out  in  Subsections 
HA,  HB,  HC,  or  HE,  and  in  accordance  with 
Section  15,  as  follows: 

(1)  Where  the  parents  have  jointly  provided  a 
home  for  the  child,  and  the  child  lived  in  a home 
occupied  by  both  parents,  benefits  shall  be  paid  as 
provided  by  this  Act,  one-half  to  each  parent. 

(2)  Where  the  parents  are  not  occupying  the  same 
home  or  are  divorced  or  separated,  benefits  shall  be 
paid  as  set  out  in  this  Act,  one-half  to  each  parent, 
where  the  child  lived  with  one  parent  and  the  other 
parent  provided  support  for  the  child.  Where  the 
child  lived  with  one  parent  and  there  is  no  history 
or  pattern  of  support  by  the  other  parent,  then  ben- 
efits shall  be  paid  as  set  out  under  this  Act  only  to 
the  parent  with  whom  the  child  lived.  Where  the 
child  lived  with  neither  parent,  but  one  or  both  par- 
ents provided  support  for  that  child,  then  benefits 
shall  be  paid  as  set  out  under  this  Act  either  to  the 
one  parent,  if  the  one  parent  was  the  only  one  pro- 
viding support,  or  one-half  to  each  parent,  if  both 
parents  provided  support  to  the  child. 

(3)  Where  the  deceased  is  under  the  age  of  eight- 
een (18)  and  survived  by  a spouse  and/or  a child  or 
children,  benefits  shall  be  paid  as  set  out  in  Sub- 
sections HA,  HB,  HC  or  HE,  as  applicable,  to 
the  spouse  and/or  children  in  the  manner  set  out  in 
this  section. 

L.  For  the  death  of  an  unborn  child,  compensation 
shall  be  paid  in  an  amount  to  be  determined  by  the 
parties  or  the  Board,  based  on  an  amount  that  would 
fairly  compensate  the  parent  or  parents  in  accord- 
ance with  Section  15. 

M.  Where  a compensable  death  occurs  under  this 
Act,  the  decedent’s  estate  shall  be  reimbursed  as  to 
expense  of  burial  of  the  deceased,  not  to  exceed  an 
amount  of  four  thousand  dollars  ($4,000). 

N.  The  following  definitions  will  be  used  for 
purposes  of  this  section: 

(1)  Child: 

a.  A natural  or  adopted  child  of  the  deceased, 
except  where  the  relationship  has  been  severed  by 
adoption. 
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b.  A stepchild  of  the  deceased  who  lives  in  the 
decedent’s  household. 

c.  Any  other  child  who  is  actually  dependent  in 
whole  or  part  on  the  deceased  and  who  is  related 
to  the  deceased  by  marriage  or  consanguinity. 

(2)  Dependent  shall  be  defined  as  in  K.S.A.  44- 
508,  and  amendments  thereto.  [Cite  appropriate  state 
statute.] 

(3)  Spouse  or  surviving  spouse  means  a person 
legally  married  to  the  deceased  according  to  the  laws 
of  this  state  at  the  time  of  the  decedent’s  death. 

SECTION  12 

COMPENSATION  FOR  TEMPORARY 
PERSONAL  INJURY 

A.  Where  following  a compensable  event  under 
this  Act,  the  claimant  is  temporarily  unable  to  en- 
gage totally  or  partially  in  his  or  her  usual  occu- 
pation or  engage  in  activities  comparable  to  those 
existing  prior  to  the  compensable  event,  compen- 
sation shall  be  paid  to  the  claimant  to  replace  the 
claimant’s  actual  or  constructed  spendable  take-home 
earnings.  This  compensation  shall  be  paid  in  an 
amount  up  to  100%  of  spendable  take-home  earn- 
ings, as  determined  by  the  difference  between  such 
earnings  prior  to  the  compensable  event  and  the 
amount  of  such  earnings  at  the  time  of  the  disability, 
subject  to  a maximum  of  75%  of  the  state’s  average 
weekly  wage.  Benefits  for  temporary  personal  in- 
jury compensation  shall  be  paid  for  a maximum  of 
200  weeks,  subject  to  the  provision  of  Section  15. 

B . Where  for  any  reason  an  earnings  figure  can- 
not be  reasonably  established  for  purposes  of  paying 
temporary  compensation  as  provided  in  this  section, 
the  claimant’s  compensation  benefits  shall  be  de- 
termined as  in  Subsections  13C,  13D,  and  13E, 
based  upon  reduction  in  the  claimant’s  health  level, 
upon  functional  disability  to  the  body  as  a whole, 
or  upon  loss  of  income-earning  ability. 

C.  Compensation  for  a temporary  personal  injury 
may  be  modified  by  agreement  of  the  parties,  or  by 
the  Board  following  a hearing  upon  application  of 
any  party  as  provided  in  Section  23. 

D.  If  the  claimant  also  has  a permanent  personal 
injury  arising  from  the  claim  that  is  compensable 
under  this  Act,  the  amount  of  temporary  compen- 
sation paid  shall  be  credited  against  any  award  for 
such  permanent  personal  injury. 

E.  No  compensation  under  this  section  shall  be 
paid  during  the  first  week  a claimant  is  temporarily 
completely  or  partially  unable  to  engage  in  his  or 
her  usual  occupation.  Thereafter,  compensation  shall 
be  paid  as  set  out  in  this  section.  If  the  claimant  is 
temporarily  unable  to  engage  completely  or  partially 


in  his  or  her  usual  occupation  for  three  (3)  consec- 
utive weeks,  compensation  shall  then  be  paid  by 
the  health  care  provider  for  the  first  week  the  claim- 
ant is  temporarily  unable,  totally  or  partially,  to 
engage  in  his  or  her  usual  occupation. 

SECTION  13 

COMPENSATION  FOR  PERMANENT 
PERSONAL  INJURY 

Where  following  a compensable  claim  under  this 
Act,  a permanent  personal  injury  is  determined  to 
exist,  compensation  shall  be  due  as  follows; 

A.  A figure  expressed  as  a percent  shall  be  de- 
termined, which  figure  represents  a percentage  of 
loss  of  the  claimant’s  income-earning  ability  due  to 
the  permanent  personal  injury.  Further,  a percentage 
shall  be  determined  representing  either  the  overall 
reduction  in  the  claimant’s  health  level  or  a func- 
tional disability  to  the  body  as  a whole  due  to  the 
permanent  personal  injury.  The  percentage  and 
method  set  forth  in  Subsections  13B,  13C  and  13D 
that  gives  the  claimant  the  highest  weekly  benefit 
shall  be  used. 

B . If  the  percentage  to  be  used  for  compensation 
is  based  on  loss  of  income-earning  ability,  this  per- 
centage shall  be  multiplied  by  the  claimant’s  actual 
or  constructed  spendable  take-home  earnings  as  de- 
fined under  this  Act.  This  figure  shall  be  subject  to 
a maximum  of  75%  of  the  state’s  average  weekly 
wage.  The  resulting  figure  shall  represent  the  claim- 
ant’s weekly  benefit  rate. 

C.  If  the  percentage  of  the  overall  reduction  in 
the  claimant’s  health  level  or  functional  disability 
to  the  body  as  a whole  is  used  as  the  percentage  to 
calculate  compensation,  this  percentage  shall  be 
multiplied  by  a figure  equal  to  75%  of  the  state’s 
average  weekly  wage.  The  resultant  figure  shall  then 
be  the  weekly  benefit  rate. 

D.  Where  the  claimant  is  less  than  18  years  of 
age,  or  was  a housewife  or  homemaker,  compen- 
sation may  be  awarded  as  follows: 

(1)  If  permanent  total  disability  exists  due  to  the 
personal  injury,  compensation  may  be  awarded  in 
a weekly  amount  not  to  exceed  75%  of  the  state’s 
average  weekly  wage. 

(2)  If  permanent  partial  disability,  impairment, 
or  other  adverse  outcome  exists  due  to  the  personal 
injury,  compensation  may  be  awarded  as  set  forth 
in  Subsection  13C,  as  to  the  overall  reduction  of 
the  claimant’s  health  level  or  functional  disability 
of  the  body  as  a whole,  or  as  set  forth  in  Subsection 
13E,  based  on  loss  of  income-earning  ability,  in  an 
amount  not  to  exceed  75%  of  the  state’s  average 
weekly  wage. 
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E.  If  the  permanent  total  or  partial  disability, 
impairment,  or  other  adverse  outcome  cannot  be 
fairly  or  readily  compensated  under  the  methods  set 
out  in  Subsections  13A,  13B,  13C,  and  13D,  an 
estimate  may  be  made  of  the  claimant’s  loss  of 
income-earning  ability.  This  estimate  shall  consider 
the  age  and  education  of  the  claimant,  prior  income 
from  jobs,  job  skills,  and  any  other  factors  that 
would  fairly  determine  what  the  claimant’s  spend- 
able take-home  earnings  would  have  been  if  he  or 
she  had  been  employed  or  receiving  a salary  at  the 
time  of  the  compensable  occurrence,  or  that  will 
result  in  fair  and  reasonable  compensation.  The 
Board  may  then  arrive  at  a weekly  dollar  amount 
that  is  believed  to  compensate  the  claimant  fairly. 
This  weekly  dollar  amount  shall  not  exceed  a max- 
imum equal  to  75%  of  the  state’s  average  weekly 
wage. 

F.  Where  a determination  of  permanent  total  dis- 
ability is  made,  compensation  is  payable  as  set  forth 
above,  but  not  to  exceed  the  maximum  limitations 
of  Section  15.  Otherwise,  compensation  shall  be 
limited  to  520  weeks  under  Subsections  13A  through 
13E,  not  to  exceed  the  maximum  limitations  of  Sec- 
tion 15. 


SECTION  14 

MEDICAL  BENEFITS 

In  the  event  of  a compensable  claim,  the  claimant 
shall  be  entitled  to  all  medical  benefits  that  may  be 
reasonably  necessary  for  treatment,  cure,  relief,  or 
other  care  of  the  personal  injury  or  its  consequences, 
as  follows: 

A.  Medical  benefits  shall  include  the  services  of 
a physician  or  physicians,  and  such  medical,  sur- 
gical and  hospital  treatment,  including  nursing,  home 
nursing  care,  custodial  care  and  services,  medi- 
cines, medical  and  surgical  supplies,  ambulance, 
crutches  and  apparatuses,  and  other  items  that  may 
be  necessary  for  treatment,  cure,  relief,  or  care. 

B.  The  claimant  or  the  claimant’s  dependents  shall 
be  entitled  to  reimbursement  for  any  transportation 
costs  reasonably  incurred  in  obtaining  the  other  ben- 
efits provided  under  this  section.  Reimbursement 
for  transportation  costs  shall  be  at  the  rate  prescribed 
for  the  compensation  of  state  officers  and  employees 
under  K.S.A.  1980  Supp.  75-3203a  and  amend- 
ments thereto.  [Cite  appropriate  state  travel  reim- 
bursement statute.]  Other  costs  shall  include  rea- 
sonable amounts  for  meals  and  overnight  lodging 
required  for  purposes  of  evaluation  or  treatment  at 
medical  facilities. 

C.  The  claimant  or  the  claimant’s  dependents  shall 


be  entitled  to  reimbursement  from  the  provider  or 
the  provider’s  insurance  carrier  for  medical  ex- 
penses otherwise  provided  in  this  section  in  the  event 
that  such  expenses  have  been  incurred  and  paid  prior 
to  an  award  of  benefits  under  this  Act,  and  to  the 
extent  that  these  expenses  have  not  been  paid  by 
other  insurance  and  are  not  otherwise  reimbursable 
by  other  insurance  coverage. 

D.  Any  health  care  provider,  medical  supply  es- 
tablishment, surgical  supply  establishment  or  am- 
bulance service  who  accepts  the  terms  of  the  Medical 
Accident  Compensation  Act  by  providing  services 
or  material  thereunder  shall  be  bound  by  the  fees 
approved  by  the  Board,  and  no  claimant  awarded 
benefits  under  the  Act,  or  dependent  of  a claimant 
awarded  such  benefits,  shall  be  liable  for  any  charges 
above  the  amounts  approved  by  the  Board. 

E.  In  the  event  that  a provider  or  provider’s  in- 
surance carrier  refuses  or  neglects  to  provide  rea- 
sonably the  benefits  to  which  a claimant  is  entitled 
under  this  section,  the  claimant  may  provide  the 
same  for  himself  or  herself,  and  the  provider  or  his 
insurance  carrier  shall  be  liable  for  such  expenses, 
subject  to  the  regulations  adopted  by  the  Board. 

F.  The  health  care  provider,  or  the  provider’s 
representative,  shall  designate  who  provides  the 
benefits  set  out  under  this  section,  except  where  the 
services  or  materials  have  already  been  provided, 
or  are  in  the  process  of  being  provided  prior  to  an 
award  of  benefits  under  this  Act.  If  the  services  of 
a physician  or  physicians  or  other  facilities  fur- 
nished as  above  provided  are  not  satisfactory  to  the 
claimant,  the  director  may  authorize  the  appoint- 
ment of  one  or  more  other  physicians  or  the  utili- 
zation of  other  facilities,  subject  to  the  limitations 
set  forth  in  this  section  and  the  regulations  adopted 
by  the  Board. 

G.  The  claimant  may  seek  medical  care  or  con- 
sultation without  the  approval  of  the  provider,  the 
provider’s  representative,  the  director,  or  the  Board. 
However,  the  provider  or  the  provider’s  insurance 
carrier  shall  only  be  required  to  pay  a maximum  of 
$350  for  such  unapproved  fees  and  charges  incurred 
after  the  filing  of  a claim  under  this  Act,  and  relating 
to  examination,  diagnosis  and  treatment. 

H.  All  fees,  expenses,  transportation  costs  and 
charges  under  this  section,  except  unapproved  fees 
and  charges  as  set  out  in  Subsection  14G,  shall  be 
subject  to  regulation  by  the  director  and  approval 
by  the  Board,  and  shall  be  limited  to  such  as  are 
fair  and  reasonable.  The  director  shall  have  juris- 
diction to  hear  and  determine  all  disputes  as  to  med- 
ical benefits,  expenses,  costs,  or  charges  and  inter- 
est due  thereon. 
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SECTION  15 

PROVIDER  MAXIMUM  LIABILITY  FOR 
PERSONAL  INJURY  COMPENSATION 

Notwithstanding  any  provision  of  the  Medical 
Accident  Compensation  Act  to  the  contrary,  the 
maximum  benefits  payable  by  a provider,  not 
including  medical  benefits  under  Section  14,  re- 
habilitation benefits  under  Section  26,  or  burial  ex- 
penses under  Subsection  IIM,  shall  not  exceed  the 
following: 

A.  Death  benefits  to  any  or  all  dependents  by  the 
provider  shall  not  exceed  a total  amount  of  $200,000. 
When  such  total  amount  has  been  paid,  the  liability 
of  the  provider  under  this  Act  for  any  further  com- 
pensation to  dependents  shall  cease,  other  than  to 
minor  children  of  the  deceased.  However,  the  pay- 
ment of  compensation  under  this  section  to  any  mi- 
nor child  of  the  deceased  shall  continue  for  the  pe- 
riod of  the  child’s  minority  at  the  weekly  rate  in 
effect  when  the  provider’s  liability  otherwise  ter- 
minated under  this  section,  and  shall  not  be  subject 
to  termination  under  this  section  until  such  child 
becomes  18  years  of  age,  or  until  23  years  of  age 
if  the  child  is  attending  an  accredited  college  or 
university  or  vocational  school,  or  is  incapacitated. 

B.  Permanent  total  disability  benefit  payments, 
including  payments  or  amounts  due  for  any  prior 
temporary  total  disability  and  permanent  partial  or 
temporary  partial  personal  injury,  shall  not  exceed 
$125,000  for  a personal  injury  or  any  aggravation 
thereof. 

C.  Temporary  total  disability  benefit  payments, 
including  payments  or  amounts  due  for  any  prior 
permanent  total  disability,  and  permanent  partial  or 
temporary  partial  personal  injury,  shall  not  exceed 
$100,000  for  a personal  injury  or  any  aggravation 
thereof. 

D.  Benefit  payments  for  a permanent  or  tempo- 
rary partial  impairment,  disability,  or  other  adverse 
outcome,  including  payments  or  amounts  due  for 
any  prior  permanent  total  or  temporary  total  dis- 
ability, and  permanent  partial  or  temporary  partial 
personal  injury,  shall  not  exceed  $100,000  for  a 
personal  injury  or  any  aggravation  thereof. 

SECTION  16 

THE  MEDICAL  ACCIDENT 
COMPENSATION  BOARD 

A.  There  is  hereby  established  within  the  De- 
partment of  Human  Resources  a division  known  as 
the  Medical  Accident  Compensation  Board.  The 
Board  shall  be  administered,  under  the  supervision 
of  the  Secretary  of  Human  Resources,  by  the  di- 
rector of  the  Medical  Accident  Compensation  Board, 


who  shall  be  the  chief  administrative  officer  of  the 
Board. 

B.  The  Medical  Accident  Compensation  Board 
shall  consist  of  three  (3)  members:  a director  and 
two  (2)  associate  directors.  The  director  shall  be  an 
attorney  licensed  to  practice  law  in  this  state.  One 
associate  director  shall  be  a physician  licensed  under 
the  Healing  Arts  Act.  [Cite  applicable  licensing  au- 
thority.] The  other  associate  director  shall  be  neither 
an  attorney  nor  a health  care  provider  and  shall 
receive  no  income  from  a health  care  source.  If  the 
last  described  associate  director  is  married,  the  same 
requirements  regarding  profession  and  income  shall 
apply  to  his  or  her  spouse.  The  Board  may  hire  a 
permanent  secretary  and  other  clerical  assistants  or 
staff,  and  shall  purchase  or  rent  equipment  as  needed 
to  conduct  the  affairs  of  the  Board.  The  Board,  in 
hearing  claims,  shall  sit  as  a three  (3)  member  Board 
or  can  sit  as  a two  (2)  member  Board  if  a member 
must  disqualify  himself  or  herself  from  serving  on 
a particular  case  or  is  otherwise  unable  to  partici- 
pate. All  decisions  by  the  Board  must  be  made  by 
the  agreement  of  at  least  two  (2)  of  the  Board  mem- 
bers. The  Board  is  authorized  to  establish  rules  and 
regulations  to  carry  out  the  provisions  of  this  Act. 

C.  The  director  shall  be  the  chief  administrative 
officer  of  the  Board,  and  shall  be  appointed  by  the 
Secretary  of  Human  Resources,  subject  to  approval 
by  the  Governor.  The  term  of  office  for  the  director 
shall  be  four  (4)  years.  In  case  of  vacancy  in  the 
office  of  director,  the  Secretary  of  Human  Re- 
sources shall,  within  thirty  (30)  days  of  such  va- 
cancy, and  with  approval  of  the  Governor,  appoint 
a successor  to  fill  the  vacancy  for  the  unexpired 
term.  The  director  shall  be  in  the  unclassified  serv- 
ice under  the  Civil  Service  Act  of  this  state  and  shall 
receive  an  annual  salary  set  by  the  Secretary  of 
Human  Resources,  subject  to  the  approval  of  the 
Governor.  The  director  shall  devote  full  time  to  the 
duties  of  the  office  and  shall  not  engage  in  the  pri- 
vate practice  of  law  or  hold  other  employment  dur- 
ing his  or  her  term  of  office. 

D.  The  director  of  the  Medical  Accident  Com- 
pensation Board,  subject  to  the  approval  of  the  Sec- 
retary of  Human  Resources,  shall  appoint  the  two 
associate  directors,  who  shall  be  members  of  the 
Board,  and  who  shall  serve  at  will.  In  case  of  va- 
cancy in  the  office  of  associate  director,  the  director 
shall,  within  thirty  (30)  days  of  such  vacancy,  and 
subject  to  approval  of  the  Secretary  of  Human  Re- 
sources, appoint  a successor  to  fill  the  vacancy. 
Associate  directors  shall  be  in  the  unclassified  serv- 
ice under  the  Civil  Service  Act  and  shall  receive  an 
annual  salary  set  by  the  Secretary  of  Human  Re- 
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sources,  subject  to  the  approval  of  the  Governor. 
The  associate  directors  shall  have  such  powers,  du- 
ties, and  functions  as  are  assigned  to  them  by  the 
director  or  are  prescribed  by  law.  The  associate  di- 
rectors shall  devote  full  time  to  the  duties  of  their 
offices,  and  shall  not  engage  in  private  practice  or 
hold  other  employment  during  their  terms  of  office. 

E.  The  director  of  the  Medical  Accident  Com- 
pensation Board  may  appoint,  with  the  approval  of 
the  Secretary  of  Human  Resources,  one  or  more 
administrative  law  judges,  who  shall  be  attorneys 
admitted  to  the  practice  of  law  in  this  state,  and 
who  shall  have  such  powers,  duties,  and  functions 
as  are  assigned  to  them  by  the  director  or  are  pre- 
scribed by  law.  The  administrative  law  judges  shall 
be  in  the  classified  service,  shall  devote  full  time 
to  the  duties  of  their  offices,  and  shall  not  engage 
in  the  private  practice  of  law  during  their  terms  of 
office. 

F.  Each  appointee  shall  be  subject  to  either  dis- 
missal or  suspension  of  up  to  thirty  (30)  days  for 
any  of  the  following: 

(1)  Failure  to  conduct  oneself  in  a manner  ap- 
propriate to  the  appointee’s  professional  capacity; 

(2)  Failure  to  perform  duties  as  required  by  the 
Medical  Accident  Compensation  Act;  or 

(3)  Any  reason  set  out  for  dismissal  or  suspension 
in  the  Civil  Service  Act  of  this  state  or  rules  and 
regulations  adopted  pursuant  thereto. 

G.  No  appointee  shall  be  appointed,  dismissed 
or  suspended  on  account  of  race  or  sex,  or  for  po- 
litical or  religious  beliefs. 

SECTION  17 

EXPERT  REVIEW  PANEL 

A.  An  Expert  Review  Panel  may  be  appointed 
by  the  director  to  assist  in  the  determination  of  any 
claim  and  shall  submit  a written  report  containing 
its  findings  and  conclusions  to  the  Board.  Appoint- 
ment of  the  Panel  shall  be  completed  within  twenty 
(20)  days  after  a claim  is  filed  with  the  Board.  The 
Panel  shall  submit  its  report  to  the  Board  twenty 
(20)  days  after  such  appointment,  unless  an  exten- 
sion of  time,  not  to  exceed  thirty  (30)  days,  has 
been  authorized  by  the  director  of  the  Board.  The 
report  shall  be  available  to  the  parties  at  least  twenty 
(20)  days  prior  to  the  Board  hearing.  The  contents 
of  the  report  shall  include  conclusions  concerning 
the  presence  or  absence  of  injury,  the  extent  of 
injury,  the  presence  or  absence  of  substandard  prac- 
tice, and  the  presence  or  absence  of  a causal  rela- 
tionship between  the  injury  and  substandard  prac- 
tice. The  Panel  shall  terminate  following  a Board 
decision  on  the  claim.  However,  the  Panel  may  be 


reconvened  at  the  discretion  of  the  Board  for  re- 
consideration of  a claim  or  other  post-decision  pro- 
ceedings. 

B.  The  membership  of  the  Panel  shall  consist  of 
a chairman,  who  shall  be  a member  of  the  Board 
or  an  administrative  law  judge  employed  by  the 
Board,  and  up  to  three  health  care  providers  who 
shall  be  currently  active  in  their  respective  fields. 
The  chairman  of  the  Panel  shall  have  an  adminis- 
trative function  only,  and  shall  not  vote  on  panel 
conclusions.  Physician  and  surgeon  voting  members 
of  the  Panel  shall  be  currently  certified  by  applicable 
specialty  boards.  Voting  Panel  members  shall  also 
have  devoted  at  least  50%  of  their  professional  time 
to  active  clinical  practice  in  the  appropriate  specialty 
during  the  five  years  immediately  preceding  ap- 
pointment, or  to  its  instruction  at  a medical  school, 
or  to  a combination  of  active  clinical  practice  and 
instruction.  The  state  agency  which  licenses,  reg- 
isters, certifies,  or  is  responsible  for  the  practice  of 
any  group  of  health  care  providers  shall  maintain 
and  make  available  to  the  Board  a current  list  of 
health  care  providers  who  are  eligible  to  serve  on 
a Panel.  Eligible  health  care  providers  shall  serve 
upon  request,  but  no  individual  may  be  required  to 
serve  more  than  once  in  each  quarter.  Three  con- 
secutive refusals  to  serve  shall  be  reported  by  the 
Board  to  the  appropriate  licensing  agency,  and  shall 
be  considered  unprofessional  conduct  unless  ade- 
quately explained.  At  the  Board’s  discretion,  qual- 
ified non-resident  providers  satisfying  the  above  cri- 
teria in  another  state  may  be  appointed  an  Expert 
Review  Panel,  or  may  serve  as  consultants  to  such 
Panels. 

C.  The  Expert  Review  Panel  may  convene  in  any 
desired  location,  may  exchange  information  by  cor- 
respondence, or  may  conduct  meetings  by  telephone 
conference  calls.  The  panel  shall  consider  all  avail- 
able material,  including  but  not  limited  to  medical 
records,  contentions  of  the  parties,  examinations  or 
reports  of  X-rays,  test  results,  and  treatises.  The 
Panel  shall  make  its  report  in  writing  to  the  Board, 
and  such  report  shall  include  concurring  or  dis- 
senting opinions. 

D.  No  Panel  member  or  consultant,  having  acted 
in  good  faith,  without  malice,  and  within  the  scope 
of  his  or  her  official  capacity,  shall  be  subject  to 
subpoena  or  other  process  for  any  matter  arising  out 
of  or  related  to  participation  in  the  panel.  No  mem- 
ber or  consultant  of  the  Panel,  having  acted  in  good 
faith,  without  malice,  and  within  the  scope  of  his 
or  her  official  capacity,  shall  be  subject  to  a civil 
action  for  damages  as  a result  of  any  such  matter. 
Upon  request  of  the  Panel  member  or  consultant. 
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the  Board  shall  provide  for  the  defense  of  any  civil 
action  or  proceeding  against  a panel  member  or 
consultant  in  his  or  her  official  or  individual  ca- 
pacity or  both,  on  account  of  an  act  or  omission  in 
the  scope  of  his  or  her  service  on  the  Panel.  Any 
civil  judgment  or  other  award  against  a Panel  mem- 
ber or  consultant,  in  his  or  her  official  or  individual 
capacity,  or  both,  arising  out  of  an  act  or  omission 
in  the  scope  of  service  on  a Panel,  shall  be  paid  by 
the  Board. 

E.  Reimbursement  of  Panel  members  shall  be  at 
the  rate  of  $250  per  day,  for  time  spent  in  panel 
deliberations.  All  other  expenses,  including  re- 
search time,  office  overhead,  travel,  meals,  and 
lodgings,  shall  be  authorized  by  the  Board  in  a rea- 
sonable manner.  Reimbursement  for  out-of-state  ex- 
perts or  consultants  shall  be  provided  through  rea- 
sonable schedules  established  by  the  Board.  The 
final  costs  of  each  Panel  shall  be  assessed  to  the 
provider  within  thirty  (30)  days  following  Board 
decision  for  the  claim  under  consideration. 

SECTION  18 

PROCEDURE  EOR  CLAIMS  AGAINST 
A HEALTH  CARE  PROVIDER,  SETTLEMENT 

A.  A claim  for  compensation  under  this  Act  shall 
be  made  in  writing  by  the  claimant  or  the  claimant’s 
representative  to  a health  care  provider  within  the 
time  limitations  set  out  in  this  Act.  The  claim  shall 
be  served  upon  the  provider  or  his  duly  authorized 
agent  by  registered  or  certified  mail,  within  the  time 
limitations  set  forth  herein.  The  written  claim  need 
not  take  a specific  form,  but  the  communication 
must  clearly  show  the  intent  to  collect  compensa- 
tion; the  time,  place  and  particulars  of  the  alleged 
injury;  and  the  name  and  address  of  the  person  in- 
jured. Failure  to  make  such  a written  claim  shall 
bar  any  claim  against  a provider.  The  Medical  Ac- 
cident Compensation  Board  shall  maintain  a claim- 
ant advisory  section  and  shall,  upon  request,  pro- 
vide information  and  assistance  in  claim  initiation 
and  development. 

B.  Within  twenty  (20)  days  after  receipt  of  a 
written  claim,  the  provider  shall  so  notify  the  Med- 
ical Accident  Compensation  Board.  Within  thirty 
(30)  days  after  receipt  of  a written  claim,  the  pro- 
vider or  the  provider’s  representative  shall  meet  with 
the  claimant  or  the  claimant’s  representative  for  pur- 
poses of  resolving  the  claim.  Within  sixty  (60)  days 
following  the  initial  meeting  between  the  claimant 
or  the  claimant’s  representatives  and  the  provider 
or  the  provider’s  representatives,  the  parties  shall 
attempt  to  reach  agreement  in  regard  to  disposition 
of  the  claim.  After  this  sixty  (60)  day  period,  either 
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party  may  file  a written  application  with  the  Board 
for  a hearing. 

C.  When  an  application  is  made  to  the  Board  for 
a hearing,  the  matter  shall  be  scheduled  for  hearing 
within  twenty  (20)  days  after  such  application  is 
received,  unless  an  Expert  Review  Panel  has  been 
appointed.  If  a Panel  has  been  appointed,  the  hear- 
ing shall  be  scheduled  within  thirty  (30)  days  after 
the  panel  report  has  been  submitted.  The  matter 
shall  be  assigned  to  a member  of  the  Board  or  to 
an  administrative  law  judge.  An  extension  of  the 
foregoing  time  limits  may  be  granted  for  good  cause 
or  upon  agreement  of  the  parties. 

D.  An  agreement  for  settlement  may  occur  at  any 
stage  of  the  proceedings.  The  provider  or  the  pro- 
vider’s representative  shall  submit  a detailed  written 
report  of  such  settlement  to  the  Board  within  twenty 
(20)  days  of  such  settlement. 

SECTION  19 

MEDICAL  EXAMINATIONS 

A.  After  a claim  for  compensation  is  made  under 
this  Act,  either  party  may  request  that  the  claimant 
undergo  a medical  examination.  The  Board  may 
authorize  and  require  an  examination  based  on  a 
request  by  either  party,  or  on  the  Board’s  own  mo- 
tion. If  an  examination  is  required,  the  claimant 
shall  submit  to  the  examination  by  one  or  more 
reputable  physicians  at  a reasonable  time  and  place. 
A report  of  the  examination  shall  be  rendered  to  the 
Board  within  fifteen  (15)  days.  Subsequent  exam- 
inations may  be  similarly  required  and  authorized, 
but  the  claimant  shall  not  be  required  to  submit  to 
more  than  two  (2)  examinations  in  any  one  month, 
except  by  special  order  of  the  director.  The  claim- 
ant, upon  request,  shall  be  entitled  to  have  physi- 
cians of  the  claimant’s  choice  participate  in  such 
examinations. 

B.  A claimant  so  submitting  to  an  examination, 
and  the  provider  or  the  provider’s  insurer,  shall  be 
entitled  to  a copy  of  the  report  and  shall,  upon 
request,  be  entitled  to  receive  and  shall  have  deliv- 
ered to  them  a copy  of  the  report  within  fifteen  (15) 
days  after  such  examination.  The  reports  received 
by  the  Board  or  by  any  party  shall  be  identical. 

C.  The  claimant  shall  not  be  required  to  submit 
to  an  examination  outside  the  town  or  city  in  which 
he  or  she  is  a resident,  until  sufficient  funds  have 
been  furnished  to  pay  for  transportation  to  and  from 
the  place  of  examination.  Funds  for  transportation 
costs  shall  be  provided  at  the  rate  prescribed  for 
compensation  of  state  officers  and  employees.  Ad- 
ditionally a reasonable  sum  for  board  and  lodging 
for  each  day  or  part  thereof  the  claimant  is  required 


to  be  away  from  his  or  her  residence  shall  be  pro- 
vided. 

D.  The  claimant  shall  not  be  liable  for  any  fees 
or  charges  of  any  physician  selected  under  the  pro- 
visions of  this  section. 

E.  Except  as  otherwise  provided,  there  shall  be 
no  disqualification  or  privilege  preventing  the  fur- 
nishing of  reports  by  or  the  testimony  of  any  phy- 
sician who  actually  makes  an  examination  or  treats 
an  injured  claimant  under  the  coverage  of  this  Act. 

F.  If  the  claimant  refuses  to  submit  to  an  ex- 
amination as  herein  provided,  or  if  the  claimant  or 
his  or  her  physician  or  surgeon  unnecessarily  ob- 
structs such  an  examination,  the  claimant’s  right  to 
compensation  under  this  Act  shall  be  suspended  un- 
til such  examination  takes  place.  If  a claimant  re- 
fuses to  submit  to  an  examination  while  any  pro- 
ceedings are  pending  under  this  Act,  such 
proceedings  shall  be  dismissed  upon  a showing  of 
continued  refusal. 

SECTION  20 

PRELIMINARY  HEARING,  PRELIMINARY 

MEDICAL  COMPENSATION,  PRELIMINARY 
TEMPORARY  DISABILITY 
COMPENSATION 

A.  An  application  for  preliminary  hearing  may 
be  filed  by  either  party  after  a claim  against  a pro- 
vider is  filed,  or  such  preliminary  hearing  may  be 
initiated  by  the  Board.  A preliminary  hearing  may 
be  held  to  expedite  or  clarify  a claim,  to  determine 
whether  medical  treatment  was  or  should  be  fur- 
nished, to  provide  temporary  compensation  or  re- 
habilitation benefits,  or  for  any  other  reason  at  the 
discretion  of  the  Board.  The  Board  shall  give  at 
least  seven  days’  written  notice  by  mail  to  the  parties 
of  the  date  and  location  for  the  preliminary  hearing. 
Such  preliminary  hearings  shall  be  informal  and 
shall  be  held  by  a Board  member  or  by  an  admin- 
istrative law  judge  in  any  county  designated  by  the 
Board  or  by  the  administrative  law  judge.  The  Board 
member  or  administrative  law  judge  shall  exercise 
such  powers  as  are  provided  for  the  conduct  of  full 
hearings  on  claims  under  this  Act. 

B.  The  Board  member  or  administrative  law  judge, 
upon  a preliminary  finding  that  the  injury  to  the 
claimant  is  compensable  and  in  accordance  with  the 
facts  presented  at  such  preliminary  hearing,  may 
make  a preliminary  award  of  medical  compensation 
and/or  may  make  a preliminary  award  of  partial  or 
total  temporary  disability  compensation.  Such  med- 
ical or  personal  injury  compensation  shall  be  pro- 
vided pending  the  conclusion  of  a full  hearing  on 
the  claim. 


C.  The  decision  in  a preliminary  hearing  shall  be 
rendered  within  five  (5)  days  of  the  conclusion  of 
the  hearing.  No  findings  or  awards  from  a prelim- 
inary hearing  shall  be  appealable  by  any  party,  and 
the  same  shall  not  be  binding  in  a full  hearing  on 
the  claim,  but  shall  be  subject  to  reconsideration. 

D.  The  amount  of  preliminary  compensation  paid 
under  this  section  shall  be  credited  against  any  other 
subsequent  award  for  a temporary  or  permanent  per- 
sonal injury. 

E.  If  compensation  has  been  paid  by  the  provider 
or  the  provider’s  insurance  carrier  pursuant  to  a 
preliminary  award  entered  under  this  section,  and 
the  amount  of  compensation  so  awarded  is  then 
reduced  or  totally  disallowed  upon  a full  hearing  on 
the  claim,  the  provider  and  the  insurance  carrier 
shall,  subject  to  final  appeal,  be  reimbursed  from 
the  Recovery  Guarantee  Fund  established  in  Section 
6 of  this  Act.  Reimbursement  shall  include  all 
amounts  of  compensation  paid  which  are  in  excess 
of  the  amounts  of  compensation  that  the  claimant 
is  entitled  to,  as  determined  in  the  full  hearing  on 
the  claim  and  any  subsequent  appeal.  The  director 
shall  determine  the  amount  of  compensation  paid 
by  the  provider  and  the  insurance  carrier  which  is 
to  be  reimbursed  under  this  subsection,  and  the  di- 
rector shall  certify  to  the  Insurance  Commissioner 
the  amount  so  determined.  Upon  receipt  of  such 
certification,  the  Commissioner  shall  cause  payment 
to  be  made  to  the  provider  or  to  the  provider’s  in- 
surance carrier. 

SECTION  21 

HEARINGS  OF  THE  BOARD 

A.  Hearings  of  the  Board  shall  be  informal  in 
nature  and  not  subject  to  the  rules  of  civil  procedure 
or  evidence.  Common  law  doctrines  or  statutory 
provisions  outside  this  Act  shall  not  apply  as  a basis 
of  defense  for  the  health  care  provider.  The  health 
care  provider,  however,  may  raise  the  defenses  of 
intentional  injury  by  the  patient  or  failure  of  the 
patient  to  follow  a recommended  course  of  reason- 
able treatment  or  self-care. 

B.  The  Board  shall  give  at  least  seven  days’  writ- 
ten notice  by  mail  to  the  parties  of  the  date  and 
location  for  the  hearing.  The  notice  shall  include  a 
copy  of  any  preliminary  hearing  order  entered  in 
the  matter.  The  Board  shall  give  the  parties  reason- 
able opportunity  to  be  heard  and  to  present  evi- 
dence, and  shall  insure  an  expeditious  hearing.  The 
Board  shall  have  the  power  to  administer  oaths, 
certify  official  acts,  issue  subpoenas  and  otherwise 
compel  the  attendance  of  witnesses  and  the  pro- 
duction of  documents  at  hearings  as  either  party  may 
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request.  Testimony  may  be  presented  to  the  Board 
through  witnesses  called  by  either  the  health  care 
provider  or  the  claimant  or  the  claimant’s  repre- 
sentative. All  testimony  shall  be  under  oath.  On 
agreement  of  the  parties,  evidence  may  be  submitted 
by  transcribed  depositions  or  by  depositions  made 
through  video  recordings.  The  Board  shall  cause  the 
hearing  to  be  recorded  at  the  Board’s  expense.  The 
Board  is  not  required,  at  its  expense,  to  prepare  a 
transcript,  unless  required  to  do  so  by  a provision 
of  law.  Any  party,  at  the  party’s  expense  and  subject 
to  such  reasonable  conditions  as  the  Board  may 
establish,  may  cause  a person  other  than  the  Board 
to  prepare  a transcript  from  the  Board’s  record,  or 
cause  additional  recordings  to  be  made  during  the 
hearing.  When  both  parties  have  completely  sub- 
mitted their  case,  the  Board  shall  take  the  matter 
under  advisement  and  render  a decision  within  thirty 
(30)  days.  A decision  by  the  Board  shall  be  in  writ- 
ing and  shall  state  the  grounds  for  approval,  denial, 
or  modification  of  the  claim  and  the  award  to  be 
entered. 

C.  If  a Board  decision  is  not  entered  within  thirty 
(30)  days  following  complete  submission  by  both 
parties,  any  party  to  the  action  may  notify  the  di- 
rector that  an  award  is  not  entered,  or  the  director 
may  proceed  on  the  director’s  own  motion,  and  the 
director  shall  enter  an  award  forthwith  based  on 
evidence  in  the  record. 

D.  Hearings  shall  be  held  in  a location  that  can 
be  agreed  upon  by  the  Board  and  the  parties.  If 
agreement  cannot  be  so  reached,  the  director  shall 
designate  a location  not  more  than  one  hundred  (100) 
miles  from  the  location  where  the  facts  leading  to 
the  claim  under  this  Act  occurred. 

SECTION  22 

REVIEW,  REHEARING,  COURT  APPEAL 

A.  Within  ten  (10)  days  after  final  action  by  the 
Board,  a party  may,  in  writing,  petition  the  Board 
for  a rehearing.  The  request  for  rehearing  shall  be 
approved  or  denied  by  the  director  or  a designated 
associate  director  within  ten  (10)  days  after  receipt 
of  such  written  request.  A rehearing  by  the  Board 
shall  take  place  within  twenty  (20)  days  of  approval. 
All  acts,  findings,  awards,  decisions,  rulings  or 
modifications  of  findings  or  awards  made  by  the 
Board  shall  be  subject  to  review.  The  filing  of  a 
request  for  review  shall  not  be  a prerequisite  to  an 
appeal  to  the  district  court. 

B.  The  decisions,  findings,  awards,  or  rulings  of 
the  Board  may  be  appealed  by  any  party  to  the 
proceedings  to  the  district  court  of  the  county  where 
the  claim  occurred,  upon  questions  of  law  and  fact 
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as  presented  and  shown  by  a transcript  of  the  pro- 
ceeding before  the  Board.  On  such  appeal,  the  dis- 
trict court  shall  have  jurisdiction  to  determine  if  the 
Board  made  a correct  finding  under  the  purview  of 
this  Act.  The  district  court  may  grant  or  deny  com- 
pensation, or  may  increase  or  diminish  any  award 
made  by  the  Board. 

C.  An  appeal  to  the  district  court  may  be  taken 
and  perfected  by  filing  a written  notice  of  appeal 
with  the  Board  within  twenty  (20)  days  following 
the  date  of  the  Board’s  final  action  on  the  claim. 
The  Board  shall  forward  the  appeal  to  the  district 
court  along  with  the  Board’s  record  of  the  claim. 
The  record  shall  consist  of  a certified  copy  of  all 
documents  expressing  the  Board’s  actions  regarding 
the  claim,  other  documents  identified  by  the  Board 
as  having  been  considered  by  it  and  used  as  a basis 
for  its  action,  and  any  other  material  required  by 
the  court.  The  court  may  require  or  permit  subse- 
quent corrections  or  additions  to  the  record. 

D.  Such  appeal  shall  have  precedence  over  all 
other  hearings  before  the  court  except  those  of  like 
character,  and  shall  be  decided  within  sixty  (60) 
days  after  submission. 

E.  The  appealing  party  shall  notify  the  Board 
when  judgment  is  issued  by  the  court.  If  judgment 
is  not  issued  within  sixty  (60)  days  of  submission, 
the  appealing  party  shall  notify  the  Board  to  that 
effect.  The  director  shall  advise  the  judge  to  whom 
the  case  was  submitted  that  60  days  have  elapsed 
since  submission  of  the  case  and  request  that  a de- 
cision be  rendered.  If  no  decision  is  forthcoming 
within  thirty  (30)  days  of  such  request  by  the  di- 
rector, the  director  shall  advise  the  supreme  court 
justice  having  jurisdiction  over  such  judge,  regard- 
ing the  appeal  and  the  failure  to  render  a decision 
as  required  by  this  section. 

F.  Any  party  to  the  proceedings  may  appeal  from 
any  findings  or  order  of  the  district  court  to  the 
appellate  courts  on  questions  of  law.  Such  appeal 
shall  be  perfected  within  twenty  (20)  days  from  the 
date  of  the  entry  of  judgment  by  the  district  court. 
The  appealing  party  shall  notify  the  Board  when  a 
case  has  been  submitted  to  the  appellate  court  and 
when  judgment  is  issued  by  that  court.  Appeals 
pursuant  to  this  Act  shall  be  prosecuted  in  like  man- 
ner as  other  appeals  in  civil  cases,  and  shall  take 
precedence  over  other  cases  except  those  of  a like 
character. 

SECTION  23 

MODIFICATION  OF  AWARDS 

A.  Any  award,  either  by  the  Board  or  through 
the  agreement  of  the  parties,  shall  be  subject  to  | 


modification  during  the  period  the  award  is  being 
paid.  Modification  may  be  upon  agreement  of  the 
parties  or  through  an  application  to  the  Board.  In 
modification  by  agreement  of  the  parties,  the  pro- 
vider or  the  provider’s  representative  shall  submit 
a detailed  written  report  of  such  agreement  to  the 
Board  within  20  days  of  such  agreement.  A lump 
sum  award  is  not  subject  to  modification  under  this 
section. 

B . In  a case  where  death  results  and  benefits  are 
being  paid  to  eligible  survivors,  any  party  may  apply 
to  have  the  payments  reapportioned  or  to  terminate 
benefits,  as  the  facts  may  warrant. 

C.  Where  weekly  benefits  are  being  paid  for  a 
temporary  or  for  a permanent  personal  injury,  the 
parties  may  seek  a modification  of  the  award.  Con- 
siderations for  modification  shall  include  any  change 
in  the  physical  condition  of  the  claimant,  change  in 
the  employability  status  of  the  claimant,  or  any  other 
reason  as  determined  by  the  Board. 

D.  The  Board  may  dismiss  an  application  for 
modification  if  the  facts  so  warrant.  The  effective 
date  of  modification  of  an  award  where  compen- 
sation is  being  paid  for  the  death  of  a patient  shall 
be  a date  fixed  by  agreement  of  the  parties  or  de- 
termined by  the  Board  following  a hearing. 

E.  A hearing  for  modification  shall  be  held  upon 
the  application  of  any  party.  Such  hearing  shall  oc- 
cur after  at  least  20  days’  notice  by  registered  mail 
to  all  parties,  and  shall  provide  opportunity  for  the 
parties  to  present  all  material  and  relevant  evidence. 

F.  The  effective  date  of  modification  for  a pre- 
viously entered  award  for  medical  or  for  temporary 
or  permanent  personal  injury  compensation  shall  be 
agreed  upon  by  the  parties  or  fixed  by  the  Board, 
but  shall  not  be  earlier  than  the  date  the  application 
for  modification  was  filed  by  either  party. 

SECTION  24 

AWARDS  OF  COMPENSATION:  WHEN  DUE, 

DISALLOWANCE  ON  APPEAL,  REPORTING 

A.  When  the  Board  awards  compensation,  at  the 
expiration  of  twenty  (20)  days,  all  past-due  com- 
pensation awarded  to  the  claimant  shall  become  im- 
mediately due.  Where  an  appeal  is  perfected  to  the 
district  court,  only  compensation  that  is  due  for  the 
ten  (10)  weeks  next  preceding  the  date  of  the  Board’s 
I award  shall  be  payable  to  the  claimant  along  with 
I any  payments  due  under  the  award  since  the  date 
i of  the  award.  When  the  district  court  enters  a de- 
I cision  awarding  compensation,  all  past-due  com- 
I pensation  from  the  date  of  the  occurrence  shall  be 
payable  to  the  claimant.  The  award  shall  continue 
1 to  be  paid  during  any  appeal  to  the  appellate  court. 


B . If  compensation  has  been  paid  during  the  pen- 
dency of  an  appeal  to  the  district  court  or  to  the 
appellate  courts  and  the  amount  of  compensation 
awarded  by  the  Board  or  the  district  court  is  reduced 
or  totally  disallowed  by  the  decision  on  the  appeal, 
the  provider  and  the  provider’s  insurance  carrier, 
except  as  otherwise  provided  in  this  Act,  shall  be 
reimbursed  from  the  Recovery  Guarantee  Fund  es- 
tablished under  Section  6 for  all  amounts  so  paid 
which  are  in  excess  of  the  amount  of  compensation 
to  which  the  patient  is  entitled  as  determined  by  the 
final  decision  on  appeal.  The  director  shall  deter- 
mine the  amount  of  compensation  paid  by  the  pro- 
vider or  insurance  carrier  to  be  reimbursed  under 
this  subsection,  and  the  director  shall  certify  to  the 
Commissioner  of  Insurance  the  amount  so  deter- 
mined. Upon  receipt  of  such  certification,  the  Com- 
missioner of  Insurance  shall  cause  payment  to  be 
made  to  the  provider  or  the  insurance  carrier  in 
accordance  therewith. 

C.  All  awards  made  by  the  Board,  all  settlements 
and  all  modifications  of  awards  or  settlements,  the 
result  of  any  appeal,  or  any  other  outcome,  shall  be 
reported  by  the  Board  to  the  Commissioner  of  In- 
surance, and  shall  also  be  recorded  in  the  database 
of  the  Board. 

SECTION  25 

LUMP-SUM  SETTLEMENT  OF  AWARDS 

A.  The  claimant  and  the  health  care  provider  may 
enter  into  an  agreement  for  a lump-sum  settlement 
under  this  Act.  Such  a settlement  agreement,  if 
reached,  must  be  by  consent  of  both  parties  and  the 
approval  of  the  Board. 

B.  The  Board,  at  its  discretion,  may  order  a lump- 
sum award  instead  of  weekly  payments  when  an 
award  is  for  a total  sum  of  $10,000  or  less. 

SECTION  26 

REHABILITATION 

The  primary  purpose  of  the  Medical  Accident 
Compensation  Act  shall  be  to  restore  to  the  injured 
patient  the  ability  to  perform  work,  to  earn  income, 
or  to  otherwise  return  to  activities  or  potentials  com- 
parable to  those  existing  prior  to  the  compensable 
event.  To  this  end,  it  is  provided  as  follows: 

A.  The  director  shall  appoint,  subject  to  the  ap- 
proval of  the  Secretary  of  the  Department  of  Human 
Resources,  a specialist  in  medical,  physical,  and 
vocational  rehabilitation,  who  shall  be  referred  to 
as  the  rehabilitation  administrator. 

B.  The  rehabilitation  administrator  shall  be  ap- 
pointed to  a full-time  position  by  the  director,  with 
the  approval  of  the  Secretary,  to  be  in  the  classified 
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service  under  the  state  Civil  Service  Act. 

C.  The  rehabilitation  administrator  shall;  (a)  con- 
tinuously study  the  problems  of  physical  and  voca- 
tional rehabilitation;  (b)  investigate  and  maintain  a 
directory  of  rehabilitation  facilities,  public  or  pri- 
vate, in  this  state  or  in  other  states;  and  (c)  be  fully 
knowledgeable  regarding  the  eligibility  require- 
ments of  all  state,  federal,  and  other  public  medical, 
physical,  and  vocational  rehabilitation  facilities  and 
benefits,  subject  to  the  requirements  set  forth  in 
K.S.A.  44-5 lOg  and  amendments  thereto.  [Cite  ap- 
propriate workers’  compensation  rehabilitation  stat- 
ute.] 

D.  A claimant  otherwise  qualifying  for  benefits 
under  this  Act,  and  not  precluded  by  age  or  physical 
condition,  shall  be  entitled  to  such  prompt  medical 
and  physical  rehabilitation  services  as  may  be  rea- 
sonably necessary  to  restore  to  such  claimant  the 
ability  to  perform  work,  to  earn  income,  or  to  oth- 
erwise return  to  comparable  gainful  or  satisfactory 
activities  or  potentials. 

E.  The  director,  upon  the  director’s  own  motion 
or  upon  application  of  any  party,  may  refer  the 
claimant  to  a qualified  public  or  private  agency  or 
facility  for  evaluation  and  for  a report  of  the  prac- 
ticability of,  need  for,  and  kind  of  service,  treat- 
ment, training  or  rehabilitation  which  is  or  may  be 
necessary  and  appropriate.  The  costs  of  such  eval- 
uation and  report  shall  be  at  the  expense  of  the 
provider. 

F.  Within  50  days  after  such  referral,  the  report 
shall  be  submitted  to  and  reviewed  by  the  rehabil- 
itation administrator,  copies  shall  be  furnished  to 
each  party,  and  conferences  shall  be  scheduled  as 
necessary.  Within  20  days  after  the  initial  review 
of  the  report,  copies  of  the  report,  together  with  the 
rehabilitation  administrator’s  recommendations  and 
any  revisions  of  or  objections  to  the  rehabilitation 
plan,  shall  be  delivered  to  each  party,  to  the  director, 
and  to  the  assigned  Board  member  or  administrative 
law  judge.  Within  10  days  after  receipt  of  such 
report,  any  party  may  request  a hearing  before  the 
director  on  any  matter  contained  in  the  report  or 
any  such  recommendations  or  revisions. 

G.  After  affording  the  parties  an  opportunity  to 
be  heard  and  present  evidence,  the  Board: 

(1)  may  order  that  any  treatment,  or  medical  and 
physical  rehabilitation,  or  vocational  rehabilitation 
as  recommended  in  the  report  or  as  the  Board  may 
deem  necessary,  be  provided  at  the  expense  of  the 
provider; 

(2)  may  order  the  provider  to  pay  temporary  total 
or  temporary  partial  personal  injury  benefits  com- 
puted as  provided  in  Section  12  during  the  period 


of  rehabilitation  evaluation.  Temporary  total  or  tem- 
porary partial  personal  injury  benefits  paid  solely 
because  of  involvement  in  the  rehabilitation  eval- 
uation process  shall  not  be  payable  for  more  than 
70  days  from  the  date  of  the  evaluation,  except  such 
compensation  may  be  continued  by  the  Board  for 
an  additional  period  of  not  more  than  30  days  if 
circumstances  outside  the  control  of  the  claimant 
prevent  completion  of  the  evaluation  or  the  for- 
mulation of  the  rehabilitation  plan; 

(3)  may  direct  the  claimant  to  the  appropriate 
federal,  state,  or  other  public  facility  or  agency  where 
such  services  will  or  may  be  provided  at  no  cost  to 
the  provider,  except  as  otherwise  provided  in  this 
section,  or,  upon  the  request  of  the  provider,  to  a 
qualified  rehabilitation  service  program  provided  di- 
rectly by  the  provider;  and 

(4)  may  order,  if  the  claimant  is  not  eligible  for 
such  state,  federal,  or  other  public  facility  or  agency 
or  where  such  services  are  not  available  within  a 
reasonable  time,  that  such  services  be  provided  at 
the  expense  of  the  provider  by  any  qualified  private 
agency  or  facility  in  this  state  or  contiguous  to  this 
state  or  by  a qualified  rehabilitation  service  program 
provided  directly  by  the  provider. 

H.  Vocational  rehabilitation,  re-education  or 
training  under  this  section  shall  be  provided  at  the 
expense  of  the  provider,  and  shall  not  extend  for  a 
period  of  more  than  36  weeks,  except  that  in  ex- 
tremely unusual  cases,  after  a hearing  and  the  pre- 
sentation of  evidence,  the  Board  may  extend  the 
period  for  an  additional  36  weeks.  The  provider 
shall  have  the  right  to  appeal  to  the  district  court 
any  such  extension  of  the  initial  3 6- week  period, 
within  the  time  and  in  the  manner  provided  in  Sec- 
tion 22  of  this  Act,  and  any  such  order  shall  be 
stayed  until  the  district  court  has  determined  the 
appeal.  There  shall  be  no  right  of  appeal  from  a 
judgment  of  the  district  court  sustaining  or  over- 
ruling any  such  special  order  of  the  director. 

I.  Where  vocational  rehabilitation,  re-education 
or  training  is  to  be  furnished  at  the  expense  of  the 
provider  under  this  section,  the  reasonable  costs  of 
board,  lodging  and  travel,  not  to  exceed  $3,500  for 
any  36-week  period,  shall  be  paid  by  the  provider, 
except  that  in  unusual  cases,  after  a hearing  and  the 
presentation  of  evidence,  the  Board  may  require  that 
the  provider  pay  an  additional  amount  of  not  more 
than  $2,000. 

J.  The  provider  shall  pay  temporary  total  dis- 
ability compensation  during  any  period  of  rehabil- 
itation, computed  as  provided  in  Section  12  of  the 
Act,  but  the  provider  shall  receive  credit  for  any 
weekly,  monthly,  or  other  monetary  payments  made 
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to  the  claimant  or  to  the  claimant’s  family  by  any 
state,  federal,  or  other  public  agency,  exclusive  of 
any  such  payments  for  the  board,  lodging  and  travel 
expenses  of  the  patient.  Subject  to  a maximum  26 
weeks,  the  number  of  weeks  during  which  tempo- 
rary total  disability  is  paid  during  rehabilitation  un- 
der this  section  shall  not  be  deducted  from  the  max- 
imum compensation  as  provided  under  Section  15 
of  this  Act. 

K.  If  an  eligible  claimant  refuses,  without  good 
cause,  to  undertake  the  rehabilitation,  educational, 
or  training  program  or  refuses  to  be  evaluated  under 
the  provisions  of  this  section,  and  the  refusal  is  not 
due  to  the  claimant’s  physical  or  mental  ability  to 
do  so,  the  Board  may  suspend  the  payment  of  any 
disability  compensation  until  the  claimant  consents 
to  undertake  such  program  or  to  be  so  evaluated. 
The  Board  may  reduce  the  personal  injury  compen- 
sation otherwise  payable  if  any  such  refusal  persists 
for  a period  in  excess  of  90  days,  except  that  com- 
pensation for  permanent  personal  injury  shall  not 
be  reduced  to  less  than  that  payable  under  Section 
13  of  this  Act. 

L.  At  such  a time  as  any  medical,  physical,  or 
vocational  rehabilitation,  re-education  or  training 
has  been  completed  under  this  section,  the  provider 
may  file  an  application  with  the  Board  seeking  mod- 
ification of  any  award.  Upon  at  least  20  days’  notice 
by  registered  mail  to  all  parties,  the  Board  shall  set 
the  application  for  hearing  and  presentation  of  evi- 
dence. The  Board  may  make  an  initial  award,  or 
modify  any  existing  award,  to  reflect  such  personal 
injury  as  exists  at  the  conclusion  of  such  rehabili- 
tation. Any  new  award,  or  modification  of  an  ex- 
isting award,  shall  be  subject  to  the  other  relevant 
provisions  of  this  Act. 

SECTION  27 

PENALTY  FOR  FAILURE  TO  PAY 
COMPENSATION 

Where  the  Board  enters  an  award,  compensation 
shall  be  payable  as  set  out  under  this  Act.  If  com- 
pensation is  not  paid  as  required  by  the  Act  follow- 
ing an  award  by  the  Board  or  by  judgment  of  the 
district  court  or  the  appellate  courts,  the  health  care 
provider  shall  be  subject  to  a penalty  as  follows: 

A.  For  any  week  where  personal  injury  compen- 
sation is  not  paid,  the  claimant  shall  be  entitled  to 
a penalty  amount  equal  to  100%  of  the  weekly  com- 
pensation that  has  not  been  paid.  If  medical  com- 
pensation is  not  paid  as  required  by  this  Act,  the 
Board  may  enter  a penalty  against  the  health  care 
provider  or  the  provider’s  insurance  carrier  in  an 
amount  not  to  exceed  $50  a week  for  each  unpaid 
medical  bill. 


B.  To  seek  a penalty,  a claimant  shall  file  an 
application  for  penalty  with  the  Board  at  any  time 
following  a date  where  compensation  is  due  and  not 
paid.  A copy  of  the  application  for  penalty  shall  be 
sent  to  the  health  care  provider  by  certified  mail.  If 
within  ten  (10)  days,  the  health  care  provider  does 
not  pay  compensation  as  sought  in  the  application, 
the  Board  shall  set  the  matter  down  for  hearing  to 
determine  whether  a penalty  should  be  assessed. 

C.  It  shall  be  a defense  at  any  hearing  where  a 
penalty  is  sought  that  benefits  were  not  due  in  an 
amount  under  the  award  as  claimed  and/or  the  health 
care  provider  paid  any  compensation  due  within  the 
ten-day  period  following  receipt  of  the  application 
for  penalty. 

SECTION  28 

JOINT  RESPONDENTS 

A.  More  than  one  individual  health  care  provider 
may  be  named  as  a respondent  by  the  claimant  or 
impleaded  as  a co-respondent  by  another  health  care 
provider  who  was  previously  designated  the  re- 
spondent. 

B.  When  a claim  with  more  than  one  health  care 
provider  as  respondents  is  heard  by  the  Board,  the 
Board  may  find  that  the  award  should  be  paid  by 
only  one  of  the  providers. 

C.  If  the  Board  determines  that  more  than  one 
health  care  provider  should  pay  compensation,  the 
Board  may  apportion  compensation  as  the  evidence 
warrants  among  the  named  respondents. 

D.  The  Board,  in  its  discretion,  may  enter  an 
award  jointly  against  the  respondent  health  care  pro- 
viders so  that  compensation  can  be  awarded  without 
delay.  The  Board  then  may  hear  evidence  and  order 
reimbursement  accordingly. 

SECTION  29 

PAYMENTS  NOT  ASSIGNABLE 
No  claim  under  this  Act,  or  award  entered,  shall 
be  assignable  or  subject  to  levy,  execution,  attach- 
ment, garnishment,  or  any  other  remedy  or  proce- 
dure for  the  recovery  or  collection  of  debt,  except 
as  provided  in  Section  33.  This  exemption  cannot 
be  waived. 

SECTION  30 

DEPOSITIONS 

The  director  or  any  party  to  a proceeding  before 
the  Board  may  take  the  deposition  of  witnesses  re- 
siding within  or  without  the  state  in  the  manner 
prescribed  by  law  for  like  depositions  in  civil  actions 
in  courts  of  general  jurisdiction. 

SECTION  31 

WITNESS  FEES 

Each  witness  who  appears  before  the  Board  in 
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response  to  a subpoena  shall  receive  the  same  fee 
and  mileage  as  is  provided  for  witnesses  summoned 
to  appear  in  civil  cases  in  courts  of  general  juris- 
diction. The  Board  shall  tax  and  apportion  the  costs 
of  such  witness  fees. 

SECTION  32 

DESIGNATION  OF  REPORTERS 

The  Board  shall  maintain  a list  of  qualified  cer- 
tified shorthand  reporter  firms  in  the  state  and  choose 
a firm  located  in  the  locality  of  the  hearing.  The 
firm  so  selected  shall  not  be  selected  again  until 
other  firms  on  the  list  have  been  given  an  oppor- 
tunity to  report  the  hearings  of  the  Board. 

SECTION  33 

ATTORNEY  FEES 

A.  No  claim  of  any  attorney  with  respect  to  any 
and  all  proceedings  for  an  initial  or  original  claim 
for  compensation  under  this  Act,  whether  secured 
by  agreement,  order,  award,  or  judgment  in  any 
court,  shall  exceed  a reasonable  amount  for  such 
services  or  25%  of  the  amount  of  compensation 
paid,  whichever  is  less,  in  addition  to  actual  ex- 
penses incurred,  and  subject  to  the  other  provisions 
of  this  section.  Except  as  hereinafter  provided,  in 
death  cases,  total  disability,  and  other  personal  in- 
jury cases,  the  amount  of  attorney  fees  shall  not 
exceed  25%  of  the  sum  which  would  be  due  under 
this  Act  for  415  weeks  of  permanent  total  disability 
based  upon  the  claimant’s  actual  or  constructed 
spendable  take-home  earnings  prior  to  the  com- 
pensable event,  and  subject  to  the  maximum  weekly 
benefits  provided  in  Section  13. 

B.  All  attorney  fees  relative  to  the  initial  or  orig- 
inal claim  for  compensation  shall  be  fixed  pursuant 
to  a written  contract  between  the  attorney  and  the 
claimant  or  the  claimant’s  dependents,  and  which 
shall  be  filed  with  the  Board  and  which  shall  be 
subject  to  approval  by  the  Board  in  accordance  with 
this  section.  The  Board  shall  review  all  such  con- 
tracts and  the  fees  claimed,  and  shall  approve  such 
contracts  and  fees  only  if  both  are  in  accordance 
with  all  provisions  of  this  section.  Any  claims  for 
attorney  fees  approved  by  the  Board  and  not  in 
excess  of  the  limits  provided  in  this  section  shall  be 
enforceable  as  a lien  on  the  compensation  due  or  to 
become  due.  The  Board  shall  specifically  and  in- 
dividually review  the  reasonableness  of  each  claim 
of  an  attorney  in  each  case  of  settlement  or  lump- 
sum payment. 

C.  No  attorney  fees  shall  be  charged  in  respect 
to  compensation  for  medical  benefits  or  expenses, 
except  where  an  allowance  is  made  for  proposed  or 
future  treatment  or  care  as  a part  of  a compromise 
settlement. 
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D.  No  attorney  fees  shall  be  charged  in  connec- 
tion with  any  temporary  total  injury  compensation 
unless  the  payment  of  such  compensation  in  the 
proper  amount  is  refused,  or  unless  such  compen- 
sation is  obtained  or  reinstated  by  the  efforts  of  the 
attorney,  whether  by  agreement,  settlement,  award, 
or  judgment. 

E.  Where  in  any  claim  there  is  no  dispute  as  to 
any  of  the  material  issues  prior  to  representation  of 
the  claimant  or  claimants  by  an  attorney,  or  where 
the  amount  to  be  paid  for  compensation  does  not 
exceed  the  offer  made  to  the  claimant  or  claimants 
by  the  provider  prior  to  representation  by  an  attor- 
ney, the  fees  to  any  such  attorney  shall  not  exceed 
either  the  sum  of  $250  or  a reasonable  fee  for  the 
time  actually  spent  by  the  attorney,  whichever  is 
greater,  as  determined  by  the  Board,  exclusive  of 
reasonable  attorney  fees  for  any  representation  by 
such  attorney  in  reference  to  any  necessary  probate 
proceedings. 

F.  All  attorney  fees  for  representation  of  a claim- 
ant or  the  claimant’s  dependents  shall  be  only  re- 
coverable from  compensation  actually  paid  to  such 
claimant  or  dependents,  except  as  specifically  pro- 
vided otherwise  in  Subsections  G and  H. 

G.  In  the  event  that  an  attorney  renders  services 
to  a claimant  or  the  claimant’s  dependents,  subse- 
quent to  the  ultimate  disposition  of  the  initial  and 
original  claim,  and  in  connection  with  an  applica- 
tion for  review  or  modification,  a hearing  for  vo- 
cational rehabilitation,  a hearing  for  additional  med- 
ical benefits,  or  otherwise,  such  attorney  shall  be 
entitled  to  reasonable  attorney  fees  for  such  serv- 
ices, in  addition  to  attorney  fees  received  or  which 
the  attorney  is  entitled  to  receive  by  contract  in 
connection  with  the  original  claim.  Such  attorney 
fees  shall  be  awarded  by  the  Board  on  the  basis  of 
the  reasonable  and  customary  charges  in  the  locality 
for  such  services  and  not  on  a contingent  fee  basis. 
If  the  services  rendered  under  this  subsection  by  an 
attorney  result  in  an  additional  award  of  compen- 
sation, the  attorney  fees  shall  be  paid  from  such 
amounts  of  compensation.  If  such  services  involve 
no  additional  award  of  compensation,  the  Board 
shall  fix  the  proper  amount  of  such  attorney  fees, 
in  accordance  with  this  subsection,  and  such  fees 
shall  be  paid  by  the  provider. 

H.  All  disputes  regarding  attorney  fees  shall  be 
heard  and  determined  by  the  Board,  after  reasonable 
notice  to  all  interested  parties  and  attorneys. 

I.  An  attorney  found  to  be  in  violation  of  any 

provision  of  this  section  after  reasonable  notice  and 
hearing  before  the  Board,  shall  be  required  to  make 
restitution  of  any  excess  fees  paid.  , 


I 


SECTION  34 

BURDEN  OF  PROOF 

The  burden  of  proof  shall  be  on  the  claimant  to 
establish  a compensable  claim  under  this  Act.  That 
burden  shall  be  met  where  the  claimant  establishes 
by  a preponderance  of  the  evidence  presented  to  the 
Board  that  the  claim  is  compensable.  Where  this 
Act  provides  any  affirmative  defenses  for  the  health 
care  provider,  the  burden  of  proof  shall  be  on  the 
health  care  provider  to  establish  by  preponderance 
of  the  evidence  that  the  affirmative  defenses  shall 
apply. 

SECTION  35 

GUARANTEE  OR  ASSURANCE  OF  RESULTS, 
CONSENT  TO  HEALTH  CARE, 
INFORMED  CONSENT 

Any  claim  by  a patient  against  a health  care  pro- 
vider on  the  grounds  of  guarantee  or  other  assurance 
of  results,  or  for  failure  to  obtain  consent  or  for 
failure  to  inform  the  patient  adequately,  shall  be 
subject  to  the  following: 

A.  A written  statement  or  declaration  which  may 
be  a part  of  a standardized  document,  clearly  dis- 
claiming a guarantee  or  other  assurance  of  results, 
signed  by  the  patient  or  a representative,  and  wit- 
nessed, shall  be  a valid  disclaimer  of  such  guarantee 
or  other  assurance  of  results. 

B.  Written  statements  or  declarations  which  may 
be  included  in  a standardized  form  or  document, 
containing  subjects  detailed  below,  or  other  subjects 
requiring  consent,  signed  by  the  patient  or  a rep- 
resentative, and  witnessed,  shall  create  presump- 
tions for  the  purposes  stated. 

(1)  A written  statement  or  declaration  designating 
a specific  provider  and  the  provider’s  assistants, 
stating  that  the  patient  consents  to  the  proposed 
treatment  or  procedure  and/or  that  the  patient  re- 
quests that  the  proposed  treatment  or  procedure  be 
carried  out,  shall  be  presumed  to  be  a valid  consent 
for  such  treatment  or  procedure. 

(2)  A written  statement  or  declaration  which  ac- 
knowledges the  possible  occurrence  of  unforeseen 
conditions  during  the  course  of  an  operation  which 
might  necessitate  an  extension  of  the  initial  proce- 
dure or  a different  procedure  than  covered  under 
the  original  consent,  and  which  authorizes  or  re- 
quests the  provider  or  the  provider’s  designated  as- 
sistants or  consultants  to  perform  such  procedure  or 
procedures  as  are  in  their  judgment  necessary  and 
desirable,  shall  be  presumed  to  be  a valid  consent 
for  extension  of  the  initial  operation  or  for  a different 
procedure  under  such  circumstances. 

(3)  A written  statement  or  declaration  which  per- 


mits the  administration  of  such  anesthetics  as  may 
be  considered  necessary  or  advisable  by  the  phy- 
sician responsible  for  this  service,  and  which  per- 
mits such  anesthetics  without  exceptions  or  with 
specifically  stated  exceptions,  shall  be  presumed  to 
be  a valid  consent  for  the  administration  of  an  an- 
esthetic not  excluded. 

(4)  A written  statement  or  declaration  which  per- 
mits the  transfusion  of  blood  and/or  its  products, 
and  which  acknowledges  explanation  of  the  risk  and 
benefits  of  receiving  or  not  receiving  such  trans- 
fusions shall  be  presumed  to  be  a valid  consent  and 
shall  create  the  presumption  that  the  patient  was 
properly  informed  relative  to  such  transfusions. 

(5)  A written  statement  or  declaration  which  au- 
thorizes the  study  and  retention  or  disposal  of  tissue 
or  parts  which  may  be  removed  during  an  operation 
or  procedure,  or  the  use  of  removed  tissue  or  parts 
in  reconstructive  and  other  procedures  on  other  pa- 
tients, shall  be  presumed  to  be  a valid  consent  for 
such  purposes. 

C.  A written  declaration,  properly  signed  and 
witnessed,  shall  create  the  presumption  that  the  pa- 
tient was  properly  informed.  This  declaration  shall 
acknowledge  that  the  patient  has  been  advised  of 
the  following  and  shall  conclude  as  indicated:  (1) 
the  nature  of  the  illness  or  disorder,  (2)  the  nature 
and  purpose  of  the  proposed  treatment  or  procedure, 
(3)  possible  alternative  methods  of  treatment  or  al- 
ternative procedures,  (4)  the  risks  and  hazards  and 
anticipated  outcomes  of  the  recommended  and  the 
alternative  treatments  or  procedures,  (5)  the  possi- 
bility of  failure  of  the  proposed  treatment  or  pro- 
cedures, (6)  the  possibility  of  complications  of  the 
proposed  treatment  or  procedures,  including  the 
possibility  of  adverse  outcomes  such  as  death  or 
serious  bodily  harm,  and  (7)  that  the  patient  has  no 
further  questions  and  desires  no  further  information. 

D.  No  recovery  shall  be  allowed  against  any  health 
care  provider  on  the  grounds  that  health  care  was 
rendered  without  the  consent  of  the  patient  or  that 
the  patient  was  not  properly  informed,  where, 

(1)  The  action  of  the  health  care  provider  in  ob- 
taining the  consent  of  the  patient  or  in  informing 
the  patient  was  in  accordance  with  the  standard  of 
care  as  defined  in  this  Act. 

(2)  The  health  care  provider  reasonably  believed 
that  emergency  circumstances  and  implied  consent 
existed,  and  that  the  patient’s  life  or  health  would 
be  jeopardized  by  attempts  to  comply  with  other- 
wise standard  procedures  for  obtaining  consent  and 
for  informing  the  patient. 

(3)  The  health  care  provider  was  precluded  from 
complying  with  otherwise  standard  procedures  for 
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obtaining  consent  and  for  informing  the  patient  by 
the  patient’s  physical  or  mental  condition,  including 
the  presence  of  critical  illness,  unconsciousness,  or 
coma. 

E.  No  recovery  shall  be  allowed  against  any  health 
care  provider  on  the  grounds  that  the  patient  was 
not  properly  informed,  where, 

(1)  The  patient  had,  or  reasonably  should  have 
had,  from  the  information  provided  or  from  other 
sources,  a sufficient  understanding  of  the  proce- 
dures and  risks  involved  in  the  proposed  treatment 
or  course  of  health  care. 

(2)  A reasonable  person,  under  all  surrounding 
circumstances,  would  have  undergone  such  treat- 
ment or  procedure  had  he  or  she  been  advised  by 
the  health  care  provider  as  in  paragraph  1 above. 

(3)  The  patient  stated  prior  to  receiving  treatment 
or  health  care  services  that  he  or  she  did  not  wish 
to  be  informed  or  would  accept  the  treatment  or 
medical  services  regardless  of  the  risk. 

(4)  The  health  care  provider,  after  considering  all 
the  attendant  facts  and  circumstances,  used  reason- 
able discretion  as  to  the  manner  and  extent  to  which 
the  risks  were  disclosed,  and  reasonably  believed 
that  additional  disclosures  could  be  expected  to  alarm 
the  patient  unduly,  and  have  a substantial  adverse 
effect  on  the  patient’s  condition. 

F.  No  recovery  shall  be  allowed  against  any  health 
care  provider  where  a claim  is  otherwise  barred  by 
K.S.A.  65-2891,  65-2891a,  65-2892,  or  65-2892a. 
[Cite  applicable  state  immunity  statutes  for  emer- 
gency care  and  for  treatment  or  examination  of  mi- 
nors.] Where  any  action  against  a health  care  pro- 
vider is  allowed  by  the  above  statutes,  such  recovery 
shall  be  limited  to  the  recovery  allowed  a claimant 
by  this  Act. 

G.  Nothing  in  this  section  shall  be  interpreted  to 
authorize  non-emergency  health  care  for  incompe- 
tent patients,  except  as  otherwise  provided  by  law. 

SECTION  36 

DATABASE:  COMPILATION,  ANALYSIS, 
AND  PUBLICATION  OF  STATISTICS 

A.  The  Board  shall  establish  a separate  depart- 
ment to  design,  develop,  and  maintain  a Database, 
for  purposes  of  monitoring  the  effectiveness  of  this 
Act,  quality  control,  and  study  of  the  problems  con- 
cerned with  the  prevention,  occurrence,  and  com- 
pensation of  health  care  injuries.  This  department 
shall  compile  and  publish  in-depth  and  ongoing  sta- 
tistical material  and  analyses  concerning  the  cov- 
erage under  this  Act,  in  the  form  of  regular  or  spe- 
cial reports  to  governmental  agencies  under  the 
provisions  of  this  Act,  and  to  other  interested  enti- 
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ties,  as  authorized  by  law  or  as  deemed  appropriate 
by  the  Board. 

B . The  Database  shall  input  and  process  all  data 
relevant  to  health  care  injury  compensation,  includ- 
ing, but  not  limited  to,  injuries,  claims,  patients, 
providers,  insurers.  Board  actions,  expert  review 
panels,  settlements,  compensation  awards,  appeals, 
and  quality  control.  Analysis  shall  include,  but  not 
be  limited  to,  the  following;  the  type  of  health  care 
injuries  resulting  in  claims  under  the  Act;  the  seg- 
ments of  the  health  care  industry  where  injuries  or 
claims  originate;  the  effectiveness  of  this  Act  in 
awarding  fair  and  expeditious  compensation;  the 
purposes  for  which  compensation  is  being  paid;  po- 
tential methods  for  minimizing  health  care  injuries, 
including  the  effectiveness  of  present  or  planned 
preventive  measures;  the  costs  of  compensation  for 
injury;  the  relative  utilization  of  the  premium  dollar 
for  administrative  costs,  other  system  costs,  and  for 
the  payment  of  benefits. 

C.  The  Database  shall  regularly  obtain  and  input 
relevant  data  available  under  Title  IV  or  the  Om- 
nibus Health  Bill,  42  U.S.C.  11101-52  (Health  Care 
Quality  Improvement  Act  of  1986  and  amendments 
thereto)  from  the  Secretary  of  Health  and  Human 
Services,  or  from  the  clearinghouse  or  databank  im- 
plemented pursuant  to  this  authority. 

D.  Provider  licensing  agencies  and  the  Com- 
missioner of  Insurance  shall  regularly  and  on  special 
request  supply  relevant  data  to  the  Database.  The 
Medical  Accident  Compensation  Board  shall  deter- 
mine the  data  to  be  required  to  accomplish  the  pur- 
poses of  this  section. 

E.  Providers,  insurance  carriers,  self-insureds,  and 
group  self-insureds  shall  promptly  supply  the  Board 
with  all  data  the  Board  shall  require.  Failure  to 
comply  promptly  with  requests  for  such  data  by  the 
Board  shall  be  reported  as  delinquent  to  the  appro- 
priate provider  licensing  authority  or  to  the  Com- 
missioner of  Insurance.  Such  delinquency  shall  be 
subject  to  a penalty  of  one  hundred  dollars  ($100) 
per  day,  commencing  on  the  day  the  request  is  de- 
termined to  be  delinquent  by  the  provider  licensing 
authority  or  by  the  Commissioner. 

SECTION  37 

QUALITY  CONTROL 

The  provision  of  health  care  is  essential  to  the 
well-being  of  the  citizens  of  this  state,  as  is  the 
maintenance  of  an  acceptable  quality  of  health  care. 
This  Act  provides  for  the  accomplishment  of  these 
goals  by  combining  provisions  for  a reasonable 
means  to  compensate  patients  for  risks  related  to 
the  delivery  of  care  by  licensed  health  care  providers 


with  an  effective  mechanism  for  monitoring  the 
quality  of  care  and  minimizing  health  care  injuries, 
as  follows: 

A.  The  Medical  Accident  Compensation  Board 
shall  submit  monthly  reports  and  annual  summaries 
of  all  claims,  settlements,  decisions,  awards,  or  other 
information  deemed  relevant  by  the  Board,  to  the 
health  care  provider  licensing  or  disciplinary  au- 
thorities of  the  state,  and  to  the  Commissioner  of 
Insurance.  Special  reports  and  information  from  the 
database  shall  be  provided  on  request  and  as  deemed 
appropriate  by  the  Board,  to  these  agencies,  or  to 
other  interested  parties,  including,  but  not  limited 
to,  those  concerned  with  risk  management,  patient 


safety,  quality  assurance,  or  public  or  professional 
education. 

B.  Hospitals  and  similar  health  care  facilities  shall 
request  information  from  the  Database  relative  to 
medical  staff  members  every  two  years  and  relative 
to  all  new  staff  applications.  These  institutions  may 
also  request  information  relative  to  any  practitioner 
with  current  or  prospective  affiliation.  The  Medical 
Accident  Compensation  Board,  on  its  own  motion, 
may  supply  information  to  health  care  providers, 
and  may  recommend  appropriate  action. 

C.  Health  care  provider  licensing  or  disciplinary 
authorities  shall  evaluate  and  take  appropriate  action 
in  consideration  of  this  information,  to  inform,  ed- 


A BANK  IV  Lease  Costs  Less. 


Compare  BANK  IV’s  lease,  and  you’ll  see  there’s  no 
comparison. 

It’s  simply  the  way  we  do  business,  a direct  result  of 
BANK  IV’s  strength.  You  see,  we’re  not  just  a player  in  the 
market,  we  help  shape  it. 

So,  in  addition  to  the  advantages  anyone’s  leasing 
program  can  offer  your  business,  such  as 

□ 100%  Financing 

□ Tax  Advantages 

□ Low  Payments 

□ Working  Capital  Conservation 

□ Improved  Cash  Flow 

□ Convenience 

□ Flexibility 

BANK  IV’s  lower  rate  makes  the  difference  that 
counts:  It  costs  less  money. 

If  you’re  a buyer,  BANK  IV  leasing  can  save  you 
money.  If  you’re  a seller,  BANK  IV’s  leasing  program  can 
mean  more  sales.  Find  out  how.  Call  BANK  IV’s  Leasing 
Department,  261-2255. 


The  Strength  of  Kamos. 
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BANK  IV  Wichita,  n*  / leasing  Department  / P.O.  Box  4 / Wichita,  K:ms:is  67201  / (316)  261-2255 
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KANSAS 

Internal  Medicine/Family 
Practice  Physician 

Opportunities  exist  for  a BC/BE  Internist  or 
Family  Practitioner  in  the  Admissions  Area,  at 
a large  Medical  Facility,  university  affiliated  with 
two  leading  Medical  Schools.  Admissions  area 
consists  of  Outpatient  Clinics,  Emergency 
Room,  Medical  Outreach  and  Employee  Health 
Services. 

Complete  CME  program  available,  plus  op- 
portunity for  time  off  to  attend  meetings,  etc. 

Federal  fringe  benefits  include  30  days  paid 
vacation,  15  days  sick  leave,  10  federal  holi- 
days, low  cost  health  and  life  insurance,  and 
retirement  plan  which  includes  tax-deferred  op- 
tions. 

Salary  commensurate  with  training/experi- 
ence. 

Contact:  Chief  of  Staff,  Veterans  Administra- 
tion Medical  Center,  Topeka,  Kansas  66622, 
telephone  (913)  272-3111,  extension  260. 

EQUAL  OPPORTUNITY  EMPLOYER 


INTERNIST 

Excellent  opportunity  for  a Board  Certified/ 
Board  Eligible  Internist  with  subspecialty  in  En- 
docrinology/Pulmonary/Medical Oncology  to 
join  a large  medical  center  with  active  resi- 
dency program  and  medical  students,  univer- 
sity affiliated  with  two  leading  medical  schools. 

Complete  CME  program  available,  plus  op- 
portunity for  time  off  to  attend  meetings,  etc. 

Federal  fringe  benefits  include  30  days  paid 
vacation,  15  days  sick  leave,  10  federal  holi- 
days, low  cost  health  and  life  insurance,  and 
retirement  plan  which  includes  tax-deferred  op- 
tions. 

Salary  commensurate  with  training/experi- 
ence. 

Contact  Chief  of  Staff,  Veterans  Administra- 
tion Medical  Center,  Topeka,  Kansas  66622, 
telephone  (913)  272-3111,  extension  260. 

EQUAL  OPPORTUNITY  EMPLOYER 


ucate,  or  sanction  providers.  The  Commissioner  of 
Insurance  shall  evaluate  the  information  and  shall 
determine  the  desirability  of  co-insurance,  experi- 
ence rating,  changes  in  underwriting  requirements, 
or  other  action.  These  agencies  shall  submit  monthly 
reports  of  action  taken  and  other  relevant  data,  in- 
cluding information  obtained  as  a result  of  provider 
reporting  requirements,  to  the  Medical  Accident 
Compensation  Board,  for  inclusion  in  the  Database. 

D.  Nothing  in  this  section  shall  limit  any  provider 
licensing,  disciplinary,  or  other  agencies  of  this  state 
in  the  performance  of  their  duties,  including  the 
authority  to  require  a peer  review  committee  to  re- 
port any  disciplinary  action  or  recommendation  of 
such  committee;  or  to  transfer  records  of  such  com- 
mittee’s proceedings;  or  actions  to  restrict  or  revoke 
the  license,  registration,  certification  or  other  au- 
thorization to  practice  of  a health  care  provider;  or 
to  terminate  the  liability  of  a state  health  care  lia- 
bility insurance  fund  for  all  claims  against  a specific 
health  care  provider  for  damages  for  death  or  per- 
sonal injury  pursuant  to  other  state  law. 

SECTION  38 

EFFECTIVE  DATE  OF  THE  ACT 

The  effective  date  of  this  Act  shall  be 

Where  any  claim  arises  against  a health  care  pro- 
vider that  is  compensable  under  this  Act  after  this 
date,  any  recovery  against  the  health  care  provider 
shall  be  subject  to  the  provisions  of  this  Act. 


Toxic\\^te 

Dump. 


The  Great  American 
Smokeout.  Nov.  17. 
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Coronary  Artery  Bypass  Grafting 
in  the  Elderly 


DONALD  L.  VINE,  M.D.,*  Wichita,  Kansas 

Major  randomized  trials  of  medical  versus  sur- 
gical management  of  coronary  artery  disease  has 
excluded  elderly  patients.  The  problem  is,  there- 
fore, whether  we  should  treat  them  in  a fashion 
similar  to  our  middle-aged  patients,  or  try  to  limit 
surgical  management  while  waiting  for  large  ran- 
domized trials  which  may  not  be  performed. 

Comparison  with  Younger  Patients 

There  are  at  least  eight  surgical  trials  specifically 
comparing  the  results  of  coronary  bypass  grafting 
in  the  elderly  with  younger  patients.  A ninth  study 
is  included  because  of  the  large  number  of  elderly 
patients  studied  (1,275).  Combining  these  data,  the 
results  of  surgery  from  4,895  patients  over  65  years 
of  age  can  be  compared  with  those  of  13,085  younger 
patients  (Figure  1). 

The  average  mortality  for  the  elderly  was  6%, 
compared  with  2%  for  younger  patients.  Although 
the  risk  ratio  for  the  elderly  is  2.8  to  1,  the  actual 
risk  is  still  relatively  low  and  can  be  compared  to 
the  6%  cardiac  mortality  following  major  non-car- 
diac surgery  in  the  elderly.* 

Comparison  of  Medical  versus  Surgical 
Management 

The  Coronary  Artery  Surgery  Study  (CASS)  is  a 
large,  multi-institutional  registry  sponsored  by  the 
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Figure  7.  Operative  mortality. 


^Associate  Professor,  Department  of  Medicine,  University  of 
Kansas  School  of  Medicine-Wichita. 

Address  reprint  requests  to  Dr.  Vine,  Department  of  Med- 
icine, UKSM-W,  1010  N.  Kansas,  Wichita  KS  67214. 


NHLBI.  A prospective  non-randomized  comparison 
of  630  patients  over  age  65  managed  medically  with 
861  patients  managed  surgically  has  been  reported.^ 
There  were  significant  differences  in  baseline  char- 
acteristics: 


Men 

Medical 

69% 

Surgical 

1A% 

Non-cardiac  disease 

67% 

60% 

Rest  angina 

58% 

73% 

3 Vessel  disease 

44% 

59% 

LVEF  <50% 

34% 

24% 

The  surgical  patients  were  more  symptomatic  and 
had  more  three- vessel  disease  and  slightly  better  left 
ventricular  ejection  fractions.  Cumulative  mortality 
was  calculated  after  statistical  adjustment  for  dif- 
ferences in  baseline  risk  factors. 

At  six  years,  surgical  management  was  superior 
for  patients  with  two-  or  three- vessel  disease.  Low- 
risk  patients,  with  few  symptoms  and  single- vessel 
disease,  did  equally  well  with  surgical  or  medical 
management.  These  results  are  similar  to  those  re- 
ported by  large,  randomized  trials  of  coronary  by- 
pass surgery  in  middle-aged  patients. 


Figure  2.  Six-year  mortality  by  number  of  vessels. 


Freedom  from  Angina 

Quality  of  life  was  estimated  by  comparing  the  two 
groups  for  the  presence  or  absence  of  angina.  There 
was  substantially  greater  relief  of  angina  following 
surgical  management,  and  this  relief  persisted  for 
more  than  five  years. 


y///////////////A  4.895  Patients 


A///////////////A  Over  Age  65 
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Figure  3.  Patients  who  are  pain  free. 


Comments 

The  available  data,  although  imperfect,  seem  to  sup- 
port surgical  management  of  elderly  patients  with 
significant  angina  and  two-  to  three- vessel  disease. 

The  therapeutic  goals  of  reduced  mortality  and 
improvement  in  lifestyle  appear  to  be  attainable  in 
selected  older  patients,  and  age  alone  should  not 
determine  management  decisions. 
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Cover  Story 


The  early  years  of  the  twentieth  century  brought 
many  changes  in  the  world,  none  more  effective 
than  the  appearance  of  the  automobile  in  general 
and  growing  use.  The  value  to  physicians  was  ev- 
ident— but  was  a thinly  disguised  excuse  to  explain 
the  developing  love  they  would  have  for  the  infernal 
machines.  This  is  reflected  in  the  obvious  pride  Dr. 
G.  M.  Martin  displays  at  a gathering  in  Wellington 
at  some  unknown  occasion  and  time. 

Speculation  about  the  value  of  the  automobile 
was  frequent.  Kansas’  Patron  Saint  of  Public  Health, 
Dr.  Samuel  Crumbine,  proclaimed  it  as  a healthy 
change  from  horses,  with  their  inevitable  sanitation 
problems,  but  he  didn’t  realize  we  were  just  ex- 
changing one  form  of  pollution  for  another.  Mean- 
time, Dr.  E.  S.  Pettyjohn  of  the  Security  Benefit 
Association  was  citing  the  automobile  as  the  ‘ ‘great- 
est strain  in  the  world  on  the  human  body” — and 
he  was  talking  only  about  driving  it. 

To  have  an  outstanding  auto  was  a matter  of 
professional  and  social  pleasure  to  the  physicians 
of  the  time  and  for  them — as  for  anybody — a race 
was  an  important  testing  event.  One  such  was  de- 
scribed by  Dr.  H.  B.  Hogeboom  of  Topeka  in  a 
memorial  to  Dr.  L.  H.  Munn,  Topeka  surgeon  and 
a President  of  the  Kansas  Medical  Society.  Again, 
the  date  is  not  certain  but  would  necessarily  have 


been  in  the  first  decade  of  the  century. 

Dr.  Hogeboom  reports,  ‘‘My  first  auto,  a Great 
Smith,  was  purchased  from  [Dr.  Munn]  (his  first). 
It  was  a chain-driven,  two-cylinder  runabout.  The 
late  Dr.  J.  D.  Freeman  had  just  purchased  a new 
Model  T Ford  runabout.  Dr.  Munn,  being  certain 
his  old  car  could  outrun  the  new  Ford,  insisted  a 
race  be  arranged.  We  started  at  6th  and  West  [now 
Washburn]  Avenue,  and  Dr.  McGuire  was  to  start 
us.  It  was  a fair  start  with  Dr.  Freeman  winning  it 
fair  and  square.  Dr.  Munn  was  quite  put  out  over 
the  result  and  told  me  he  was  afraid  to  open  his  old 
car  up.  Thirty  miles  an  hour  was  the  best  it  would 
do,  and  that  chiefly  downhill.” 

(We  are  grateful  to  John  Ripley,  the  remarkable 
editor  of  the  Bulletin  of  the  Shawnee  County  His- 
torical Society,  for  the  use  of  some  of  this  material, 
which  appeared  in  the  book  Century  of  the  Healing 
Arts.  The  race  story,  on  the  other  hand,  was  picked 
up  by  him  from  our  own  75th  anniversary  issue. 
For  antique  aficionados,  John  points  out  that  the 
Great  Smith  was  not  produced  until  a few  years 
later,  and  the  car  in  question  was,  in  fact,  a Verac- 
ity, also  made  by  the  Smith  brothers  of  Topeka.) 

The  cover  photo  is  in  the  collection  of  the  Kansas 
State  Historical  Society. 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 


Thomas  E.  Meierant,  Gregory  Sherar 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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EDITORIAL  COMMENT 


A Matter  of  Definition 


Like  Ripley’s  “Marching  Chinese,”  the  problems 
besetting  the  medical  profession  march  inexorably 
through  the  ages  in  never-ending  procession.  With 
only  moderate  generational  changes,  there  is  a re- 
petitive character  belying  the  incumbents’  feeling 
that  theirs  is  an  original  experience.  A case  in  point 
is  the  growing  concern  over  the  failure  of  medical 
care  to  reach  a significant  portion  of  the  public. 

Before  we  indict  the  medical  profession  for  pre- 
sumed failure,  we  need  to  consider  the  development 
of  the  current  picture.  We  suggest  it  is  an  expression 
of  social  rather  than  medical  administrative  pathol- 
ogy, although  its  pathogenesis  is  neoclassical.  It  is 
the  present  form  of  the  situation  that  obtained  a 
generation  or  so  ago  — and  in  varying  form,  nearly 
every  generation  before.  Recognizing  that  many  cit- 
izens were  unable  to  meet  the  expense  of  medical 
care,  a plan  was  promulgated  to  meet  the  needs  of 
the  poor  and  the  elderly  and  the  very  young,  then 
the  principal  victims.  The  “solution”  was  brought 
forth  in  the  usual  agony  of  congressional  efforts  and 
has  resulted  in  a compression  molding  of  the  med- 
ical profession  which  will  change  its  form  in  per- 
petuity. 

But  a funny  thing  happened  on  the  way  to  medical 
Nirvana.  Whatever  the  good  intentions  of  the  new 
order,  the  problem  simply  shifted  (as  social  prob- 
lems have  a way  of  doing).  Provisions  were  indeed 
made  for  the  poor  and  elderly  and  young  to  receive 
medical  care  (in  part,  at  least  — and  if  they  could 
fathom  the  system),  but  they  brought  forth  the  growth 
of  “third-party  payers”  worthy  of  a steady  diet  of 
anabolic  steroids.  The  government  did,  of  course, 
propose  to  provide  (with  qualifications)  for  those 
deprived  groups.  The  wealthy,  as  always,  were  pre- 
sumed to  take  care  of  themselves.  Much  of  the  busi- 
ness and  industrial  world  provided  coverage  for  its 
people,  thereby  bestowing  upon  the  insurance  in- 
dustry a power  it  had  never  before  known. 

It  took  a little  time,  however,  to  discover  the 
inherent  defect  in  the  plan.  A large  number  of  in- 
dividuals, though  poor,  failed  to  meet  the  bureau- 


cratic standards.  The  elderly  had  particular  prob- 
lems which  denied  them  the  anticipated  care  or  short- 
changed them.  Other  official  pronouncements  thrust 
upon  communities  individuals  unable  to  care  for 
themselves  and  for  whom  no  provisions  were  avail- 
able (emphasizing  impoverishment  as  an  etiologic 
factor  in  itself).  But  most  of  all,  there  was  a con- 
siderable segment  capable  of  providing  marginal 
self-support  but  unable  to  meet  the  stresses  of  med- 
ical costs  and  with  no  source  of  coverage.  These 
have  become  known  as  the  “medically  indigent” 

— which  tells  us,  whatever  the  intent,  that  the  sys- 
tem has  not  so  much  resolved  the  problem  as  shifted 
its  victims. 

With  varying  degrees  of  awareness,  the  country 

— and  profession  — are  approaching  a moment  of 
truth,  particularly  disquieting  since  we  have  all  been 
presumably  guided  by  the  noble  principle  of  “uni- 
versal access”  to  medical  care.  In  what  is  now 
viewed  as  an  unacceptably  haphazard  way,  this  has 
been  one  of  the  self-accepted  functions  of  the  med- 
ical profession.  Governmental  insistence  on  provid- 
ing its  version  has  spawned  a variety  of  additional 
problems  assuring  that  the  matter  will,  in  one  form 
or  another,  be  with  us  long  in  the  future. 

At  the  risk  of  resorting  to  a semantic  evasion, 
however,  though  we’ve  never  really  achieved  uni- 
versal access,  we  need  to  reexamine  the  term.  It 
seems,  rather,  that  what  the  parties  were  thinking 
of  was  “universal  provision.”  If  the  distinction 
seems  obscure,  we  are  reminded  that  the  Declara- 
tion of  Independence  assures  us  of  the  right  to  pur- 
sue happiness;  it  does  not  guarantee  that  we’ll 
achieve  it  — or  that  the  government  will  provide 
it.  Attaining  such  a level  of  medical  service  would, 
indeed,  be  a medical  miracle. 

We  cannot  escape  the  role  of  the  burgeoning  high-  < 
technology  (and  high-cost)  methods  of  the  day.  Can  | 
we  really  claim  universal  access  without  including  : 
universal  provision?  Moreover,  can  we  afford  it?  ; 
With  it  all,  we  are  reminded  that  the  solutions  of  ; 
today  are  the  problems  of  tomorrow.  — D.E.G.  i 
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US.  A.  won  the  Olympics, 
Amelia  Earhart  became 


the  first  female  pilot  to  cross  the 

Atlantic  Ocean  and 
United  Missouri  opened 
its  Investment  Banking  Division. 


United  Missouri  announced  Investment  Banking  Ser- 
vices in  ’28;  It  didn’t  make  national  headlines.  It  did  make 
a difference. 

Since  then,  United  Missouri  has  helped  thousands  of 
professionals  buUd  solid  investment  portfolios. 

United  Missouri’s  investment  specialists  have  combined 
imaginative  ideas  with  top  quality  investment  recommenda- 
tions, especially  in  the  area  of  tax-exempt  municipal  bonds. 

They  can  advise  you  on  the  best  tax-exempt  investments 
available.  Every  municipal  bond  must  pass  the  toughest  test 
of  all.  United  Missouri’s  high  standards. 

Tbday,  United  Missouri’s  Investment  Banking  Division 
still  makes  a difference.  It  can  make  a difference  for  you.  CaU 
United  Missouri  for  consistent,  long-term  results.  And,  pick 
the  proven  performer. 

lb 

UNITED  MISSOURI  BANKS 

Members  FDIC 

P.O.  Box  419226,  Kansas  City,  Missouri  64141-6226 
816-556-7200 


9*^a^imcMo*t  /luiko^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  V4  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 


OkRAFATE' 

^-^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Dmg  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 

The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowevec 
because  of  the  potential  of  CARAEATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if  • 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies  ! 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a j 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal.  | 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  | 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 71 2-49).  j 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side  i 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87  j 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987;9(4):395-399. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC. 
KANSAS  CITY.  MO  64137 
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Carafat^  for  the 
ulcer-prone  NSAID  patient 

Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


G 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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EXTEND 

YOUR 

PRACTICE. 

If  you’re  looking  to  extend  your 
practice,  and  your  career,  look  into  Arn 
Reserve  medicine. 

We’ll  give  you  the  opportunity  to 
practice  in  a variety  of  challenging 
fields— teaching,  research,  patient  care 
even  field  work. 

We’ll  also  give  you  the  kind  of  fie' 
ibility  you  can’t  always  have  in  civiliar 
hospitals,  such  as  the  chance  to  practic 
a new  specialty,  or  to  broaden  your 
experience  in  your  current  one. 

Since  we  know  how  busy  you  are, 
we’ll  also  be  flexible  about  the  hours  yc 
work.  You  can  join  a local  medical  unit 
and  normally  serve  sixteen  hours  ever 
month  plus  fourteen  days  of  active 
duty  during  the  year. 

Army  Reserve  medicine  is  more 
than  a chance  to  broaden  your  practici 
It’s  a chance  to  broaden  your  horizons. 

If  you  would  like  more  informatio 
about  specific  programs,  call  toll-free 
1-800-USA-ARMY. 

ARMY  RESERVE 

MEDICINE. 

BEAUYOUCANBE. 


AUXILIARY  NEWS 


President’s  Message 

We,  the  members  of  the  Medical  Auxiliary,  have 
a unique  opportunity  that  few  other  organizations 
have.  Historically,  the  community  has  relied  upon 
medical  families  to  be  leaders  in  finding  solutions 
to  health-related  problems.  The  physician  treats  the 
ill  and  promotes  safe  hygiene  and  sanitation;  the 
Medical  Auxiliary  is  called  upon  to  organize  and 
mn  health-related  projects.  Maybe  communities  rely 
upon  medical  families  because  of  their  great  com- 
mitment to  finding  solutions  to  problems. 

Our  health  projects  have  run  the  gamut:  rolling 
bandages  for  the  Red  Cross  during  wartime,  en- 
j couraging  better  nutrition;  promoting  better  physical 
i education  in  the  schools;  starting  x-ray  clinics  to 
! fight  T.B.;  gathering  funds  for  research  to  stamp 
out  birth  defects;  and  helping  with  enrollment  in 
jBlue  Cross.  During  the  1951  flood  in  Topeka,  the 
j Auxiliary  housed  the  homeless,  cooked  pots  of  soup, 
gathered  bedding,  set  up  cots,  donated  clothes  and 
shoes,  nursed,  sewed,  cooked  and  scrubbed  until 
the  homeless  had  a place  to  go  and  the  town  was 
safe  again. 

: Health  careers  were  encouraged  in  the  schools 

[With  clubs  for  future  nurses,  doctors  and  other  med- 
ical personnel.  Scholarships  have  been  set  up  to 
foster  medical  careers.  The  Auxiliary  helped  com- 
munities fight  polio  in  many  capacities.  Intema- 
itional  health  has  become  a project  that  serves  the 
, medically  needy  the  world  over,  and  Kansas  is  still 
the  most  outstanding  state  in  international  health 
participation.  Babysitting  courses  for  teenagers  have 
been  a long-standing  project  in  most  Kansas  towns. 

We  serve  all  age  groups,  beginning  with  educa- 
|tion  on  prenatal  and  postnatal  care,  safe  infant  car 
seats,  vision  screening  for  preschoolers  and  learning 
centers  for  primary-age  children.  Older  children  re- 
ceive drug  education  in  their  schools  and  help  with 
serious  problems,  such  as  pregnancy,  chemical  ad- 
diction, dropping  out  of  school  and  suicidal  feel- 
ings. There  are  halfway  houses  for  young  runaways 
and  safe  homes  for  abused  children,  wives  and  even 
elderly  parents. 

As  if  that  were  not  enough,  medical  auxiliaries 
provide  hypertension  screening  and  information  on 
organ  donation  and  transplantation.  We  teach  CPR 
and  offer  classes  on  health  care  for  the  aged. 


As  time  has  passed,  fear  of  government  control 
of  medicine  has  loomed  greater  and  greater.  To 
maintain  the  quality  of  medicine  physicians  have 
always  represented,  legislation  needed  correcting. 
The  KMSA  has  provided  endless  hours  of  work  for 
the  KMS  on  legislative  issues.  For  the  last  several 
years,  joint  action  between  the  KMS  and  KMSA 
has  fought  the  malpractice  litigation  problem  in  our 
state.  We  feel  strongly  that  we  are  a part  of  the 
success  Kansas  physicians  have  gained  in  this  re- 
gard and  remain  dedicated  to  continuing  the  fight. 

With  more  government  intervention  and  more 
malpractice  suits,  the  physician’s  family  has  de- 
veloped some  personal  stresses  and  problems.  The 
Medical  Auxiliary  is  doing  all  that  we  can  to  help 
educate  the  family  members  in  how  to  handle  the 
terrible  things  that  happen  to  a medical  family  dur- 
ing a malpractice  suit.  We  realize  that  we  need  to 
take  care  of  “our  own’’  during  this  dark  time.  We 
need  to  work  toward  creating,  maintaining  and  sup- 
porting a healthy  medical  family  unit;  there  is  no 
one  else  who  can  do  it  for  us. 

If  you  have  always  felt  that  the  Medical  Auxiliary 
was  just  a gathering  of  ladies  for  tea  and  conver- 
sation, I hope  you  now  realize  how  wrong  you  were. 
The  Medical  Auxiliary  has  great  credibility  among 
health  professionals  and  service  organizations  and 
is  a major  source  of  volunteer  hours  for  Kansas’ 
needs.  The  Kansas  Medical  Society  Auxiliary  stands 
for  quality  in  whatever  we  set  out  to  do,  and  what 
we  set  out  to  do  is  to  benefit  you  and  your  patients. 
We  are  an  auxiliary  to  a society  that  provides  quality 
service  to  our  community,  and  we  answer  every  call 
in  that  society’s  name.  The  next  time  someone  asks 
you  what  the  Medical  Auxiliary  does,  speak  out  for 
us. 
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MEDICINA  ET  LEX 


Liability  of  a Referring  Physician 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

A RECENT  SURVEY  of  malpractice  actions  revealed 
that  “the  plaintiff’s  probability  of  winning  is  almost 
twice  as  high  in  cases  involving  multiple  defendants 
as  in  single-defendant  cases.  ’’  While  the  more  com- 
mon parties  in  multiple-defendant  cases  include  the 
treating  physician  and  hospitals  or  the  personnel 
practicing  there,  plaintiffs  have  also  attempted  to 
hold  a referring  physician  responsible  for  an  injury. 
With  a growing  trend  of  referral  and  consultation 
in  the  practice  of  medicine  today,  there  exists  an 
increasing  potential  for  suits  involving  consultation 
or  referral  problems. 

A referring  physician  may  be  liable  for  his  mal- 
practice before  or  after  a referral,  but  he  is  generally 
excused  from  liability  for  the  negligence  of  an  in- 
dependently employed  medical  practitioner.  In  a 
1974  decision,  the  Kansas  Supreme  Court  held  that 
“a  physician  who  calls  in  or  recommends  another 
physician  or  surgeon  is  not  liable  for  the  other’s 
malpractice,  at  least  where  there  was  no  agency  or 
concert  of  action,  or  no  negligence  in  the  selection 
of  the  other  physician  or  surgeon.’’  Although  the 
physician  in  that  instance  had  recommended  that  the 
plaintiff  accept  treatment  from  a psychiatric  spe- 
cialist, the  court  concluded  that  there  was  no  evi- 
dence which  supported  a theory  of  concerted  action 
for  a common  purpose  by  the  two  physicians.  The 
physicians  were  engaged  and  acting  independently 
of  each  other  in  diagnosing  and  treating  the  patient, 
and  they  treated  her  during  different  and  unrelated 
periods  of  time.  The  treatment  by  the  referring  phy- 
sician terminated  on  one  date,  and  the  treatment  by 
the  psychiatrist  occurred  at  a later  time.  Such  factors 
are  insufficient  in  holding  a referring  physician  li- 
able for  the  malpractice  of  another. 

*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


Mr.  Stratton’s  discussion  topics  are  se- 
lected for  their  medicolegal  interest  to 
physicians.  Readers  are  invited  to  submit 
questions  or  items  of  interest  in  this  area 
for  attention  in  this  series. 


Liability  will  be  imposed,  however,  when  a re- 
ferring physician  remains  in  “active  charge’’  of  the 
patient,  or  the  two  physicians  are  jointly  employed 
or  otherwise  engaged  in  a concert  of  action.  Kansas 
courts  have  concluded  that  a physician  or  surgeon 
is  liable  for  the  negligence  or  malpractice  of  another 
physician  or  surgeon  acting  as  his  agent,  employee 
or  assistant. 

When  determining  that  the  physicians  are  jointly 
employed  or  otherwise  engaged  in  a concert  of  ac- 
tion, several  factors  may  be  considered  by  the  court. 
For  example,  if  each  physician  had  an  equal  op- 
portunity of  diagnosing  the  patient’s  illness  and  pre- 
scribing a remedy,  they  may  both  be  considered  to 
be  jointly  employed  and  thus  jointly  liable  for  in- 
juries caused  to  the  patient.  The  physicians’  joint 
efforts  in  treating  the  patient  are  more  obvious  if 
each  consulted  with  the  other,  and  each  advised  the 
operation;  each  was  present  at  the  time  of  the  sur- 
gery or  procedure,  one  performing  the  main  task 
with  the  other  assisting;  and  each  participated  in  and 
approved  of  all  that  was  done  in  treating  the  patient. 
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On  the  other  hand,  if  the  referring  physician  played 
only  a minor  part  in  the  treatment  of  the  patient, 
there  will  ordinarily  be  no  liability  for  the  treating 
physician’s  negligence.  For  instance,  if  a referring 
physician’s  participation  in  a surgical  procedure  is 
casual  and  another  physician  assumes  decisionmak- 
ing responsibility,  the  former  will  not  be  responsible 
for  the  latter’s  negligence.  This  type  of  reasoning 
applies  when  a referring  physician  provides  only 
information  to  the  treating  doctor  and  support  to  the 
patient.  It  is  unlikely  that  a referring  physician  will 
be  held  responsible  for  the  treating  physician’s  neg- 
ligence merely  because  the  physician  visited  the 
patient  daily  in  the  hospital  and  discussed  the  case 
with  the  primary  care-giver.  Conversely,  if  a refer- 
ring physician  observes,  or  should  have  observed, 
the  wrongful  act  of  another  doctor,  the  two  doctors 
may  be  found  jointly  responsible  for  the  patient’s 
injury. 


While  a physician  will  generally  not  be  liable  for 
another’s  negligence  if  the  referring  physician’s  in- 
volvement in  the  case  terminates  at  the  time  the 
patient  is  referred  to  the  other  physician,  he  may  be 
held  liable  for  failing  to  exercise  due  care  in  making 
the  recommendation.  For  example,  if  the  referring 
physician  has  no  knowledge  of  the  incompetency 
or  lack  of  skill  of  a health  care  provider,  and  chooses 
a person  in  good  standing  and  licensed  under  the 
laws  of  the  state  to  practice  medicine,  it  is  unlikely 
that  the  physician  will  be  held  responsible  for  a 
negligent  referral.  On  the  other  hand,  direct  knowl- 
edge of  a physician’s  incompetence  may  provide 
the  necessary  impetus  for  a cause  of  action  based 
on  negligent  referral,  if  injury  should  result  in  the 
subsequent  treatment.  It  should  be  noted,  however, 
that  such  referrals  do  not  impose  upon  the  physician 
an  obligation  to  investigate  exhaustively  another 
doctor’s  qualifications. 


PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
a chollenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 

CAPT.  PACK 
COLLECT 
913-491-8640 
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THE  LOWER  RESPIRATORY  TRACT 


older  adults 


to  infection  in  smokers 


More  vulnerable 


Experience  counts 


Pulvules® 


Cefoclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratorv  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECLOR  should  be  aoministered  cautiously  to  penicillin- 
sensitive  PATIENTS.  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  Is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  reguired,  careful 
clinical  observation  and  laboratory  studies  should  be  made, 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

a Gastrointestinal  (mostly  diarrhea):  2.5%. 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%, 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  In  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  loeioBsu 

Additional  information  available  from  n 2351  AivlP 

Eli  Lilly  and  Company.  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


® 1988,  ELI  LILLY  AND  COMPANY  CR-501 2-B-849345 


Summary  of  NIH  Consensus  Development  Statement 
on  Perioperative  Red  Cell  Transfusion 


Transfusion  of  red  cells  is  a life-saving  measure 
in  the  management  of  a variety  of  medical  and  sur- 
gical conditions.  The  AIDS  epidemic  has  recently 
raised  the  level  of  apprehension  regarding  the  trans- 
mission of  infectious  disease  by  transfusion.  Fur- 
thermore, there  is  new  information  about  the  sig- 
nificance of  anemia  in  the  perioperative  period. 
These  developments  have  stimulated  a reexamina- 
tion of  the  benefit-to-risk  relationship  for  transfu- 
sion therapy. 

To  assess  this  procedure,  the  National  Institutes 
of  Health  recently  held  a Consensus  Development 
Conference  on  Perioperative  Red  Cell  Transfusion. 
Based  on  scientific  data  presented,  a consensus 
panel,  drawn  from  the  medical  profession,  blood 
banking  organizations  and  the  general  public,  wrote 
a consensus  statement.  Following  are  the  panel’s 
findings. 

Modem  surgical  and  anesthetic  practice  has  been 
guided  by  the  belief  that  a hemoglobin  of  less  than 
10  g/dL  or  a hematocrit  of  less  than  30%  indicates 


a need  for  perioperative  red  cell  transfusion. 

Current  experience  suggests  that  most  patients 
with  hemoglobin  values  > 1 0 g/dL  rarely  need  per- 
ioperative transfusions,  whereas  those  with  acute 
anemia  and  hemoglobin  values  < 7 g/dL  will  more 
frequently  need  blood. 

No  single  criterion  can  replace  good  clinical  judg- 
ment as  the  basis  for  a decision  regarding  periop- 
erative transfusion.  Deciding  to  transfuse  red  cells 
depends  on  clinical  assessment  aided  by  laboratory 
data  such  as  arterial  oxygenation,  mixed  venous 
oxygen  tension,  cardiac  output,  the  oxygen  extrac- 
tion ratio,  and  blood  volume,  when  indicated. 

Many  physicians  and  patients  are  concerned  that 
anemia  may  increase  perioperative  morbidity.  There 
is  no  evidence  that  mild  to  moderate  anemia  con- 
tributed to  perioperative  morbidity.  For  example, 
healing  is  not  compromised  by  normovolemic  ane- 
mia. 

Among  the  risks  associated  with  homologous  red 
cell  transfusion  are  transmission  of  human  hepatitis 
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Sure  to  be  a best  seller. 


Woodsmall  Risk  Services  is 
writing  the  book  on  how  to  reduce 
your  malpractice  insurance  costs. 
That’s  why  we  were  able  to  cut  the 
rates  of  an  Otorhinolaryngology 
Specialist  practicing  in  Kansas 
from  $16,368  to  $9,981  a year. 

Call  us  at  (816)  395-8501.  We’ll 
help  you  treat  your  malpractice 
insurance  ills. 

kVi 

WOODSMALL  RISK  SERVICES 

A Woodsmall  Company 

Five  Crown  Center 
Kansas  City,  Missouri  64108 
1-800-325-9154 
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Ready  For 
A Change? 

Oberlin,  Kansas  Has  Just 
The  Opportunity  For  You. 

The  Oberlin  Medical  Arts  has  two  openings  for 
Board  certified  family  practitioners  to  join  two 
other  Board  certified  family  practitioners  and  a 
general  surgeon  in  rural  Northwest  Kansas. 

Oberlin  is  a friendly  community  with  a 
supportive,  progressive  environment. 

We  have  a newly  remodeled  hospital  and  new 
clinic  building.  There  is  no  required  investment. 
Guaranteed  income  available. 

For  more  information  contact  Charles  Myers, 
Administrator,  Decatur  County  Hospital,  810  W. 
Columbia,  Oberlin,  Kansas  67749,  or  call  913- 
475-2208.  You  may  also  contact  Richard  L. 
May,  M.D.,  Chief  of  Staff,  at  913-475-2221. 


ATTENTION 

PRIMARY  CARE  PHYSICIANS 

INCREASE  YOUR  SKILLS 


Attend:  Procedural  Skills  for  Primary  Care  Physicians 


Learn:  Allergy  testing,  audiometry,  cryosurgery,  der- 
matologic procedures,  flexible  sigmoidoscopy,  bolter 
monitoring,  joint  injection  techniques,  nasopharyn- 
goscopy,  pulmonary  function  testing,  vascular  flow 
testing,  including  an  introduction  to  colposcopy  and 
office  ultrasonography. 

Accredited:  16  Hours  AAFP,  AMA,  AOA  (Category  1). 


Locations  & Dates 


New  Orleans 
December  10-11 

Los  Angeles 
January  14-15 


Dallas 

Fee:  February  1 1-12 

$375  Phoenix 

March  18-19 


CONTACT 

Current  Concept  Seminars 
3301  Johnson  Street.  Hollywood,  Florida  33021 
(305)  966-1009  or  (800)  225-0227  + 991-1911 


virus,  human  immunodeficiency  virus  (HIV),  and 
human  T-cell  lymphotropic  viruses  (HTLV-I),  cy- 
tomegalovirus, and — on  rare  occasions — other  mi- 
crobial agents  such  as  Epstein-Barr  virus,  babesia, 
parvovirus  and  plasmodia.  Therefore,  the  number 
of  homologous  transfusions  should  be  kept  to  a min- 
imum. 

Although  homologous  red  cell  transfusions  are 
becoming  safer,  they  should  not  be  considered  sub- 
stitutes for  good  surgical  and  anesthetic  techniques. 
Progress  in  anesthesia  has  allowed  more  time  for 
the  surgeon  to  be  fastidious  about  hemostasis,  and 
new  surgical  techniques  have  improved  the  sur- 
geon’s ability  to  control  bleeding. 

A variety  of  alternatives  to  homologous  trans- 
fusions are  now  available.  Among  these  are  the  use 
of  autologous  blood,  collected  perioperatively  and 
by  intraoperative  blood  salvage,  which  appears  to 
be  safe  in  some  applications  and  reduces  the  need 
for  homologous  transfusion.  In  addition,  pharma- 
cologic approaches  to  reducing  the  need  for  ho- 
mologous transfusion  are  promising.  For  example, 
hemostasis  may  be  improved  by  the  use  of  des- 
mopressin and  recombinant  erythropoietin  (r- 
HuEPO)  and  may  increase  the  amount  available  for 
autologous  transfusion. 

Some  of  the  research  initiatives  needed  are  stud- 
ies on  the  effect  of  anemia  on  the  rate  of  recovery 
and  length  of  hospital  stay;  the  development  of  pre- 
dictors that  better  define  the  need  for  perioperative 
red  cell  transfusions;  the  design  of  additional  studies 
on  the  value  of  directed  donations;  the  development 
of  ways  to  make  transfusions  safer;  the  development 
of  appropriate  blood  substitutes;  and  the  determi- 
nation of  the  risk  of  transfusion-transmitted  infec- 
tion with  contemporary  donor  screening  procedures 
and  evaluation  of  new  measures  to  identify  infected 
donors. 

Free,  single  copies  of  the  complete  NIH  Consen- 
sus Statement  on  Perioperative  Red  Cell  Transfu- 
sion may  be  obtained  from  the  Office  of  Medical 
Applications  of  Research,  Building  1,  Room  216, 
National  Institutes  of  Health,  9000  Rockville  Pike, 
Bethesda,  Maryland  20892. 


KMS 

Impaired  Physician  Program 
1-800-332-0156 
1-913-235-2383 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice, itfoundthousandsofdollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coast  to  coast.  And  more  than  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  Plus  Texas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability. That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 


Texas 

Instruments 


covj\iit».-pfcaxTS 

ajTHOftizeD 
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[~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address | 

City State Zip 

I Phone  ( ) Number  of  physicians  in  practice j 

I Specialty I 


l_. 


Medic  Computer  Systems 

12324  Riggs,  Overland  Park,  Kansas  66209 


1 1 88KA 


u 


In  Kansas  City  Call:  913-491-5481 


medic 

computer  systems 


8601  Six  Forks  Rd.,  Suite  300,  Raieigh,  NO  27615,  919-847-8102.  In  NO  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston.  Jackson,  Kansas  City.  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


Tell  us 
where  it 
hurts. 


Retirement  planning  shouldn’t  be  painful.  . .but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 

We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 


• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 

• Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 

• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom- 
mended retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 

Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway 
Suite  345 

Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 


Retirement  Program 


Securities  offered  through  Registered  Representatives  of  Integrated  Resources  Equity  Corporation,  member  NASD/SIPC 


SCIENTIFIC  ARTICLES 


Anesthetic  Management  of  the  Patient 
with  Spinal  Cord  Injury 


SUSAN  S.  PORTER,  M.D.,*  Kansas  City 

Each  year  in  the  United  States  more  than  1 1 ,000 
people  suffer  acute  spinal  cord  injuries.  Four  thou- 
sand of  these  victims  die  before  reaching  hospitals, 
and  another  1,000  die  while  hospitalized.  Spinal 
cord  injury  accounts  for  5%  of  the  mortality  from 
trauma  each  year,  and  the  victim  of  such  an  injury 
has  nearly  a 50%  chance  of  death  during  initial 
hospitalization.  Shocking  as  these  figures  may  be, 
the  mortality  is  now  much  less  than  the  rate  of  80- 
90%  earlier  in  this  century  (victims  then  were  largely 
combatants  in  World  Wars  I and  II).  As  the  acute 
and  continuing  care  of  these  patients  improves,  more 
of  them  are  surviving  for  years  after  injury  and  may 
go  on  to  develop  multiple  medical  problems  re- 
quiring surgery.  They  present  a challenge  to  the 
anesthesiologist,  not  only  in  the  acute  management 
of  spinal  cord  injury,  but  in  the  anesthetic  approach 
to  chronic  paraplegia  or  quadriplegia. 

Pathophysiology 

The  pathophysiology  of  acute  spinal  cord  injury  is 
similar  to  that  of  brain  injury.  Although  the  cord 
can  be  injured  at  any  level,  the  cervical  spine  is  the 
most  susceptible  area.  Most  injuries  involve  frac- 
tures of  the  bony  elements  of  the  spine,  disruption 
of  the  intervertebral  disc,  or  ligamentous/soft-tissue 
injury.  Direct  compression  or  trauma  rarely  pro- 
duces physical  transection  of  the  cord.  Torsion, 
stretching  or  laceration  of  the  cord  produces  an  im- 
mediate vasodilatory  reaction  which  increases  local 
spinal  cord  blood  flow  (SCBF).  This,  coupled  with 
traumatic  disruption  of  small  vessels,  causes  hem- 
orrhage into  gray  matter  and  marked  edema  of  white 
matter.  As  edema  and  injury  progress,  vasoactive 
metabolites  are  released  from  injured  cells  and  vas- 
cular endothelium.  These  include  prostaglandins, 

*Assistant  Professor,  Department  of  Anesthesiology,  Univer- 
sity of  Kansas  College  of  Health  Sciences  and  Hospital. 
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ter at  Department  of  Anesthesiology,  KUMC-KC,  39th  & Rain- 
bow Blvd.,  Kansas  City,  KS  66103. 


bradykinins,  products  of  complement  activation, 
endorphins,  and  catecholamines.  These  substances 
cause  microcirculatory  vasospasm  and  thrombosis, 
which  may  extend  several  segments  above  and  be- 
low the  level  of  injury  and  produce  more  ischemia 
or  infarction  of  the  cord.  SCBF  may  be  severely 
reduced,  following  the  initial  hyperemic  phase,  for 
up  to  24  hours  after  injury  (Figure  1).‘ 

“Resuscitation”  of  the  Spinal  Cord 

Pharmacologic  attempts  to  resuscitate  the  injured 
spinal  cord  and  prevent  further  damage  are  similar 
to  those  proposed  for  acute  brain  injury.  Cortico- 
steroids may  be  of  some  benefit  if  given  as  soon  as 
possible  after  injury,  and  there  are  few  risks  asso- 
ciated with  the  short-term  administration  of  large 
doses.  Osmotic  diuretics,  such  as  mannitol,  may 
reduce  cord  edema  but  will  reduce  cord  perfusion 
if  diuresis  leads  to  hypotension  because  of  hypo- 
volemia. Other  measures  that  have  been  proposed 
include  systemic  administration  of  opiate  antago- 
nists (naloxone,  TRH),-  local  hypothermia  of  the 
cord,^  hyperbaric  oxygenation,  systemic  adminis- 
tration of  catecholamine  antagonists,"*  and  dimethyl 
sulfoxide.^  Maintenance  of  oxygen  delivery  and  cord 
perfusion  are  extremely  important.  Optimal  levels 
of  cardiac  output,  arterial  oxygenation  and  hema- 
tocrit are  necessary.  Mean  arterial  pressure  (MAP) 
should  be  maintained  between  50  and  150  mm  Hg, 
as  the  spinal  cord  vasculature  appears  to  autoreg- 
ulate  flow,  very  like  the  brain.  As  autoregulation 
may  be  impaired  in  the  area  of  injury,  flow  will  be 
pressure-dependent,  and  small  changes  in  MAP  may 
affect  flow  significantly  (Figure  2). 

Acute  Management 

Immediate  care  for  the  victim  of  spinal  cord  injury 
must  include  airway  management,  evaluation  and 
stabilization  of  circulation,  assessment  of  the  level 
of  injury,  and  surgical  or  non-surgical  management 
of  the  injury. 
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Figure  1.  Pathophysiology  of  spinal  cord  injury. 

Airway  Management 

Airway  management  requires  skill  and  meticulous 
attention.  Patients  may  require  intubation  and  ven- 
tilatory support  because  of  associated  injuries  (hem- 
orrhagic shock,  chest  injury,  hypoventilation,  coma) 
or  because  of  inadequate  ventilatory  effort  or  ina- 
bility to  control  secretions  secondary  to  high  cer- 
vical cord  injury.  The  comatose  trauma  patient  must 
always  be  assumed  to  have  cervical  spinal  cord  in- 
jury until  proven  otherwise. 

On  initial  evaluation,  awake  or  obtunded  patients 
with  spontaneous  respiration  may  require  only  an 
airway  (oral  or  nasal)  and  supplemental  oxygen  via 
bag  and  mask.  Care  should  be  taken  during  airway 
insertion  to  avoid  head  movement,  airway  trauma, 
regurgitation  or  aspiration.  Patients  with  basilar  skull 
fractures  or  midface  instability  should  not  be  in- 
strumented nasally  with  nasogastric  or  endotracheal 
tubes. 

Flexion,  extension  or  rotation  of  the  head  and 
neck  may  worsen  neurologic  injury  in  a patient  with 
cervical  or  high  thoracic  cord  injury.  The  head  must 
be  stabilized  and  maintained  in  a neutral,  or  “sniff- 
ing,” position  during  attempts  at  intubation  (Figure 
3).  Sandbags  alongside  the  head,  a backboard  and 
gentle  cephalad  traction  by  experienced  personnel 


will  help  stabilize  the  fracture  site  during  intubation. 
Application  of  external  fixation  devices  (halo,  tongs) 
prior  to  intubation  is  even  better. 

Oral  intubation  may  be  difficult  in  this  position. 
Awake  blind  nasal  intubation  or  fiberoptic  nasal 
intubation  can  usually  be  accomplished  more  easily 
and  avoids  excessive  head  movement.  If  these  ap- 
proaches are  unsuccessful,  retrograde  intubation  or 
cricothyrotomy  may  be  an  alternative.  If  the  pa- 
tient’s condition  permits,  adequate  topical  anesthe- 
sia of  the  nasal  passage,  posterior  pharynx  and  glot- 
tis will  minimize  discomfort  and  patient  movement. 
Bilateral  superior  laryngeal  nerve  block  is  useful  for 
laryngeal  anesthesia  in  the  absence  of  trauma  to  the 
anterior  neck.  Supplemental  sedation  with  narcot- 
ics, diazepam,  midazolam  or  droperidol  should  be 
administered  with  caution,  due  to  the  risk  of  hy- 
poventilation, hypotension,  obtundation  or  airway 
obstruction. 

Awake  intubation  reduces  the  risk  of  aspiration 
and  permits  neurologic  evaluation  after  intubation. 
The  induction  of  general  anesthesia  for  intubation 
is  hazardous  and  should  be  done  under  controlled 
circumstances.  Sodium  pentothal  or  etomidate,  suc- 
cinylcholine  (if  the  cord  injury  is  less  than  48  hours 
old)  or  large  doses  of  nondepolarizing  relaxants, 
combined  with  eareful  cricoid  pressure,  should  be 
used  for  intubation.  Adequate  preoxygenation  is  im- 
portant, and  the  head  should  be  stabilized  in  a neu- 
tral position,  preferably  by  a neurosurgeon,  during 
laryngoscopy  and  intubation. 

Circulatory  Management 

Stabilization  of  the  circulatory  system  is  extremely 
important.  The  syndrome  of  spinal  shock  occurs 
immediately  after  cord  disruption  and  may  persist 
for  several  hours  or  weeks.  Clinically,  the  patient 
is  hypotensive,  bradycardic,  and  exhibits  cutaneous 
vasodilation  below  the  level  of  the  lesion,  secondary 
to  loss  of  sympathetic  tone.  Orthostasis  is  promi- 
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Figure  3.  Head  position  in  preparation  for  intubation. 

A.  Neutral  position 

B.  “Sniffing”  position 

C.  Hyperextension 


nent.  If  the  lesion  is  above  T,,  the  origin  of  the 
cardiac  sympathetic  fibers,  normal  reflex  compen- 
sation for  changes  in  cardiac  output  and  blood  pres- 
sure is  lost.  Patients  may  be  profoundly  brady- 
cardic,  and  during  suctioning  or  laryngoscopy, 
increases  in  vagal  tone  can  cause  severe  bradycardia 
or  sinus  arrest.  Treatment  of  hypotension  in  the 
patient  with  spinal  shock  may  require  intravenous 
atropine  (0.4  mg  increments,  not  to  exceed  2 mg), 
volume  replacement  with  balanced  salt  or  colloid 
solution,  or  intravenous  direct-acting  vasopressors 
(neosynephrine)  if  signs  of  hypoperfusion  of  brain, 
heart  or  kidney  are  present. 

Hypotension  is  just  as  likely  to  be  due  to  hem- 
orrhagic shock.  The  key  to  differentiation  is  the 
presence  of  bradycardia  (<60  bpm)  and  cutaneous 
vasodilation  in  spinal  shock,  and  tachycardia  (>100 
bpm)  and  cutaneous  vasoconstriction  in  hypovo- 
lemic shock.  Recognition  of  acute  hypovolemia  in 


the  patient  with  a cord  injury  above  T,  is  difficult. 
Signs  pathognomonic  of  hypovolemia  — tachycar- 
dia, pallor,  sweating,  cool  extremities  — are  absent. 
Peritoneal  signs  will  also  be  absent  in  the  patient 
with  an  acute  abdomen.  It  is  useful  to  remember 
that  spinal  shock  rarely  is  responsible  for  profound 
hypotension,  or  worsening  hypotension  during  ag- 
gressive fluid  resuscitation. 

Pulmonary  edema  develops  within  several  hours 
of  injury  in  up  to  50%  of  patients  with  high  spinal 
cord  injury.  The  mechanism  is  thought  to  be  related 
to  massive  sympathetic  discharge  and  catechol- 
amine release  at  the  time  of  injury,  causing  profound 
pulmonary  and  systemic  vasoconstriction.  Myocar- 
dial dysfunction  secondary  to  “catecholamine  my- 
ocarditis” may  also  play  a role.  During  recovery 
from  spinal  shock,  large  amounts  of  fluid  may  be 
mobilized  from  the  periphery  as  vascular  tone  im- 
proves. This  may  precipitate  pulmonary  edema  hours 
to  days  after  injury.  Monitoring  the  acutely  cord- 
injured  patient  with  pulmonary  artery  catheter  will 
guide  effective  fluid  management  during  this  pe- 
riod. 

Level  of  Injury 

After  ventilation  and  circulation  are  assured,  some 
attempt  should  be  made  to  identify  the  level  and 
severity  of  the  injury.  Injuries  at  or  below  T,  will 
produce  paraplegia;  sensory  examination  will  delin- 
eate the  level.  Low  thoracic  and  lumbar  injuries  can 
produce  complex  neurologic  syndromes  with  mix- 
tures of  upper  motor  neuron,  lower  motor  neuron, 
and  peripheral  nerve  deficits.  The  presence  of  sacral 
sensation  often  indicates  good  prognosis.  High  tho- 
racic and  lower  cervical  lesions  (C6-8)  will  abolish 
all  abdominal  and  intercostal  muscle  function,  and 
respiration  will  be  dependent  upon  phrenic  nerve 
function.  Lesions  above  C 4—5  will  abolish  phrenic 
function,  and  these  patients  are  therefore  acutely 
ventilator-dependent,  although  some  ventilatory 
function  may  return. 

Acutely,  patients  are  areflexic,  flaccid  and  an- 
esthetic below  the  level  of  the  lesion.  Lesions  above 
T,_3  are  accompanied  by  paralytic  ileus  and  bladder 
atony.  Gastric  dilation  can  lead  to  diaphragmatic 
encroachment  and  respiratory  compromise,  aspira- 
tion or  gastric  rupture.  This  should  be  prevented  by 
NG  suction.  Bladder  atony  requires  placement  of 
an  indwelling  catheter. 

Treatment  of  Injury 

Rapid  treatment  of  spinal  cord  compression,  is- 
chemia and  edema  is  extremely  important.  Surgical 
management  includes  immediate  stabilization. 
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avoidance  of  further  compression,  and  traction.  Op- 
erative reduction  is  indicated  only  if  the  fracture/ 
dislocation  cannot  be  reduced  by  traction  or  manip- 
ulation, or  if  soft  tissue  is  incorporated  into  the 
dislocation.  Surgical  cord  decompression  is  indi- 
cated if  a foreign  body  or  bony  fragment  is  present 
in  the  canal,  or  if  the  patient  begins  to  deteriorate 
neurologically.  Surgical  decompression  is  not  usu- 
ally indicated  in  patients  who  have  complete  loss 
of  cord  function.  Surgical  exploration  may,  in  fact, 
decrease  stability  of  the  spine,  increase  pain,  or 
seriously  reduce  SCBF  further,  extending  the  level 
of  injury.^ 

Anesthetic  Management 

Patients  with  acute  spinal  cord  injury  often  require 
surgical  procedures  for  associated  trauma  (crani- 
otomy, laparotomy,  fracture  reduction  or  thoracot- 
omy). Patients  with  chronic  spinal  cord  injury  have 
myriad  chronic  medical  problems  that  may  require 
surgery.  Most  frequent  are  genitourinary  procedures 
(P&C  and  nephrolithotomy),  followed  by  plastic 
surgery,  orthopedic  procedures  and  spine  stabili- 
zation. Preoperative  evaluation  must  be  thorough, 
as  paraplegic/quadriplegic  patients  suffer  sequelae 
to  nearly  all  organ  systems. 

Respiratory  Considerations 

Effects  on  the  respiratory  system  depend  on  the  level 
of  the  lesion.  Loss  of  intercostal  and  abdominal 
muscle  function  means  lack  of  an  effective  cough. 
These  patients  have  a decrease  in  vital  capacity  (35- 
50%  of  normal),  expiratory  reserve  volume,  FEV,, 
and  inspiratory  reserve  (Figure  4).  These  changes 
predispose  to  atelectasis,  pneumonia,  chronic  hy- 
poxemia, and  in  some  cases,  sleep  apnea  syndrome. 
Quadriplegic  patients  are  at  constant  risk  of  pul- 
monary aspiration,  may  develop  chronic  pulmonary 
insufficiency  secondary  to  kyphoscoliosis  and  can 
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Figure  4.  Pulmonary  function  testing  in  patients  with 
cervical  spinal  cord  injury. 


suffer  pulmonary  embolism  from  immobility.’  Res- 
piratory function  should  be  assessed  preoperatively 
with  spirometry  and  room-air  blood-gas  analysis. 
Positive  pressure  ventilation  may  potentiate  hypo- 
tension due  to  poor  venous  return.  Inspiratory  and 
expiratory  times  and  flows  should  be  adjusted  to 
maximize  gas  exchange  without  increasing  airway 
pressure  unduly.  Preoperative  and  postoperative 
chest  physiotherapy,  suctioning,  and  postural  drain- 
age are  important  adjuncts  in  respiratory  manage- 
ment. Oversedation  should  be  avoided  to  prevent 
hypoventilation  and  aspiration. 

Cardiovascular  Considerations 

Cardiovascular  stability  in  the  paraplegic  or  quad- 
riplegic can  be  a problem.  Orthostatic  hypotension 
can  be  severe  and  may  be  precipitated  by  small 
degrees  of  head-up  tilt.  Sympathetic  insufficiency 
with  lesions  above  T,_2  makes  the  patient  unable  to 
compensate  for  hypovolemia.  The  patients  are  often 
hypovolemic,  and  volume  status  should  be  assessed 
preoperatively.  Altered  release  of  norepinephrine 
(either  inadequate  or  exaggerated)  may  be  present, 
and  it  is  risky  to  administer  indirect-acting  vaso- 
pressors such  as  ephedrine.  Hypotension  can  be 
treated  with  neosynephrine,  and  bradycardia  with 
atropine  or  isoproterenol.  A central  venous  or  pul- 
monary artery  catheter  should  be  placed  to  follow 
volume  status  and  help  treat  circulatory  instability. 

Autonomic  Hyperreflexia 

Autonomic  hyperreflexia  (AH)  occurs  in  60-85% 
of  patients  with  cord  lesions  above  Tjq.  Patients  are 
at  risk  beginning  two  to  three  weeks  after  injury. 
The  clinical  manifestations  reflect  generalized  sym- 
pathetic discharge  below  the  level  of  the  lesion.  The 
neural  pathways  and  mechanisms  are  not  entirely 
clear.  Afferent  stimuli  which  produce  the  response 
are  commonly  bladder  distention  or  evacuation,  vis- 
ceral manipulation,  cold  or  hot  cutaneous  stimula- 
tion, stress  or  surgical  incision.  These  impulses  are 
carried  by  pelvic,  pudendal  and  hypogastric  nerves 
to  the  posterior  columns  and  ascending  spinothal- 
amic tracts  of  the  spinal  cord.  The  efferent  pathway 
is  the  sympathetic  outflow,  especially  the  extensive 
splanchnic  sympathetic  complex  from  T5  through 
T||.  The  intermediate  connection  between  these 
limbs  is  the  focus  of  some  speculation.  Three  mech- 
anisms appear  to  be  contributory: 

1.  The  lack  of  input  from  descending  central  in- 
hibitory fibers,  which  normally  suppress  sym- 
pathetic activation  by  sensory  stimuli,  results  in 
hyperreflexia. 
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COMMITTEE  RECOMMENDS 
PHASE-OUT  OF  THE 
STABILIZATION  FUND 


Readers  will  recall  from  the  October  newsletter  that  in 
September,  the  KMS  requested  that  an  interim  committee  of  the 
legislature  take  actions  to  initiate  a gradual  phase-out  of 
the  Health  Care  Stabilization  Fund.  The  HCSF  is  a mandatory 
excess  insurance  program  for  health  care  providers  that  sta- 
tutorily provides  $3  million  of  medical  malpractice  liability 
coverage. 
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The  committee  met  again  in  October  and  adopted  the  necessary 
motions  to  begin  a phase-out  program  sliglitly  different  from 
the  one  recommended  by  the  KMS.  Although  the  committee's 
report  has  not  yet  been  written,  it  appears  that  the  recom- 
mended legislation  will  include  an  immediate  reduction  to 
$2  million  per  occurrence  Fund  exposure.  In  other  words,  phy- 
sicians and  other  health  care  providers  would  purchase  $2 
million  of  excess  insurance  beginning  July  1,  1989.  Then 
each  year  until  1994,  the  amount  of  Fund  exposure,  and  thus 
excess  coverage,  would  be  incremental ly  reduced. 

The  theory  behind  the  proposal  is  to  avoid  jeopardizing 
financial  integrity  of  the  Fund  (and  tail  coverage  provided), 
while  gradually  reducing  the  minimum  level  of  required  liabil- 
ity coverage.  By  July  1,  1994,  mandatory  malpractice  insur- 
ance would  no  longer  be  a condition  for  licensure  of  health 
care  professionals  and  institutions  because  the  Fund's  expo- 
sure would  become  $0.  Presumably,  the  private  insurance 
industry  would  respond  to  any  market  demand  for  medical  mal- 
practice liability  coverage,  and  providers  could  choose 
appropriate  levels  of  coverage. 

The  interim  committee  proposal  will  serve  as  the  basis  for 
further  hearings  and  legislation.  The  KMS  will  continue  to 
pursue  immediate  lower  coverage  options  similar  to  provisions 
that  have  been  approved  by  the  1988  Legislature  but  did  not 
become  law. 


APPLICATIONS  AND 
ENROLLMENTS  ARE  DOWN 
AT  U.S.  MED  SCHOOLS 


Applications  to  U.S.  medical  schools  declined  for  the  1987-88 
academic  year,  and  first-time  enrollments  fell  for  the  sixth 
year  in  a row,  according  to  a recent  report  in  JAMA.  There 
were  3,200  fewer  applicants  for  the  1987-88  academic  year 
than  the  year  before.  First-time  enrollment  totaled  16,047, 
"a  continuation  of  the  decrease  observed  over  the  past  five 
years,"  the  report  says.  Total  enrollment,  65,742,  also  was 
down  for  the  sixth  straight  year.  "Despite  the  decline  in 
number  of  applicants,  the  percentage  of  'A'  students  entering 
has  increased  and  the  average  Medical  College  Admission  Test 
score  of  entering  students  remains  high,"  the  authors  say. 

The  number  of  students  expected  to  graduate  in  1988  has  been 
estimated  at  15,947,  111  more  than  a year  earlier;  55% 
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billing  errors  that  result  from  misinterpretations  of  the 
procedures  described  in  CPT.  Copies  of  the  519-page  text  may 
be  obtained  from  M.A.P.,  671  Executive  Drive,  Willowbrook,  IL 
60521;  312-654-1666  or  1-800-624-6994.  The  cost,  $49.95, 
includes  shipping  and  handling. 


The  Arthritis  Foundation,  Kansas  Chapter,  has  produced  a 
brochure  on  the  proper  use  of  crutches,  canes  and  walkers, 
and  on  measuring  a wheel  chair.  The  brochure  is  intended  for 
patients  at  the  time  they  are  advised  to  use  any  of  these 
aids.  Physicians  may  order  up  to  100  at  no  charge.  Addi- 
tional copies  are  $5  per  100.  To  order,  contact  the  Arth- 
ritis Foundation  at  1602  E.  Waterman,  Wichita,  KS  67211. 


Ralph  R.  Reed,  M.D.,  of  Lawrence,  has  received  a Special  Rec- 
ognition award  from  the  American  Society  of  Internal  Medicine 
(ASIM)  for  "his  dedicated  service  to  the  profession  and  med- 
icine's political  arena."  Dr.  Reed  is  presently  serving  as 
Deputy  Assistant  Secretary  for  Health  in  Washington,  DC. 

Marvin  I.  Dunn,  M.D.,  the  Franklin  E.  Murphy  Distinguished 
Professor  of  Cardiology  and  director  of  the  division  of  car- 
diology at  the  University  of  Kansas  Medical  Center,  recently 
was  installed  as  president  of  the  American  College  of  Chest 
Physicians  at  a ceremony  in  Anaheim,  CA. 


A gold-plated  AMA  medallion  was  aboard  the  space  shuttle  ; 
Pi scovery  during  its  recent  five-day  flight.  It  depicts  the  i 
AMA  logo  on  one  side  and  the  Pi scovery  on  the  other.  When 
NASA  returns  the  medallion,  it  will  be  placed  in  a crystal 
globe  for  permanent  display  at  the  AMA's  headquarters. 


There  is  increasing  evidence  that  Alzheimer's  disease  has  a 
strong  genetic  component.  A recent  study  suggests  a possible 
biologic  marker  for  one  prominent  subgroup  of  patients,  those 
whose  symptoms  develop  early  and  progress  rapidly.  Study  sub- 
jects included  first-degree  relatives  (father,  mother,  sister, 
brother,  etc.)  of  43  probable  Alzheimer's  patients  and  47 
healthy  controls.  Relatives  had  about  a 50%  lifetime  risk  of 
dementi a--more  than  four  times  that  of  the  controls.  The  au- 
thors looked  at  the  subjects'  platelet  membrane  fluidity,  an 
index  of  membrane  rigidity.  Relatives  of  the  patients  with 
increased  platelet  membrane  fluidity  who  developed  dementia 
showed  symptoms  earlier  than  those  without  this  abnormality. 

Another  study,  by  Ronald  L.  Martin,  M.D.,  of  UKSM-Wichita, 
and  colleagues,  also  offers  evidence  of  a genetic  link  in 
Alzheimer's.  This  study,  of  22  Alzheimer's  patients  and  24 
controls,  found  that  relatives  of  patients  had  a 41%  risk  of 
developing  Alzheimer's  by  age  83--double  that  of  controls. 

The  authors  note  that  study  subjects  "were  not  selected  on 
the  basis  of  factors  posited  by  some  to  indicate  a familial 
form. .. suggesting  that  such  a genetic  mechanism  may  be 
involved  in  the  occurrence  of  (Alzheimer's)  in  general." 


TABLE  1 . 

CLINICAL  SIGNS  AND  SYMPTOMS  OF 
AUTONOMIC  HYPERREFLEXIA 

Symptoms 

Signs 

Headache 

Vasodilation  (above) 

Flushing 

Vasoconstriction  (below) 

Nasal  congestion 

Sweating/piloerection 

Nausea 

Hypertension 

Visual  blurring 

Bradycardia 

Spasticity 

Arrhythmias 
Convulsions 
Muscular  spasms 

2.  Catecholamine  excretion  in  these  patients  is  en- 
hanced, and  the  exaggerated  response  to  nor- 
mally innocuous  doses  of  exogenous  catechol- 
amines suggests  denervation  hypersensitivity. 

3.  Within  several  weeks  after  the  injury,  increases 
in  the  numbers  and  branching  of  incoming  sen- 
sory fibers  in  the  spinal  cord  can  be  demon- 
strated. Re-innervation  of  previously  denervated 
cells  in  the  intermediolateral  gray  matter  by 
branching  of  preganglionic  axons  could  result  in 
mass  discharge  of  sympathetic  neurons  at  mul- 
tiple levels. 

The  clinical  signs  of  autonomic  hyperreflexia  are 
characteristic  (see  Table  1).  Patients  notice  sweating 
and  flushing  above  the  level  of  the  lesion,  accom- 
panied by  headache,  nasal  congestion,  dyspnea, 
nausea  and  visual  blurring.  Cutaneous  vasoconstric- 
tion and  pallor  are  seen  below  the  lesion.  This  is 
accompanied  by  severe  systolic  and  diastolic  hy- 
pertension and  reflex  bradycardia.  Atrial  ectopy, 
premature  ventricular  contractions,  ST  segment 
changes  indicative  of  myocardial  ischemia,  heart 
block,  or  cardiac  arrest  may  also  occur.  Pulmonary 
edema,  intracerebral  hemorrhage,  convulsions  and 
coma  have  been  reported.* 

AH  can  be  prevented  either  by  deep  general  an- 
esthesia, which  depresses  all  pathways  of  the  reflex, 
or  by  spinal/epidural  anesthesia,  which  blocks  pri- 
marily the  visceral  afferent  pathway.  Local  anes- 
thesia is  singularly  ineffective  at  preventing  AH. 
Regional  anesthesia  is  limited  by  several  factors, 
including  difficulty  in  administering  the  block,  ap- 
propriate dosing,  assessing  the  level  of  anesthesia, 
medicolegal  problems  and  the  risk  of  producing  hy- 
potension in  a chronically  hypovolemic  patient  with 
poor  vascular  tone.  Deep  halothane  anesthesia  has 
been  used  successfully  to  treat  AH,  but  it  may  also 
lead  to  arrhythmias  secondary  to  myocardial  sen- 
sitivity to  elevated  circulating  catecholamines.  Al- 
pha blockade  (phentolamine),  ganglionic  blockers 


(hexamethonium)  and  direct-acting  vasodilators  (ni- 
troprusside)  have  all  been  used  to  treat  AH.  A com- 
bination of  cessation  of  the  stimulus  (most  impor- 
tant), deepening  anesthesia  and  short-acting 
vasodilator  treatment  is  usually  effective.^ 

Electrolyte/Metabolic  Considerations 

Electrolyte  abnormalities  are  common  in  these  pa- 
tients. Immobility  leads  to  increases  in  mobilization 
of  calcium  from  bone,  hypercalcemia  and  hyper- 
calcuria.  Hypercalcemia  can  occur  beginning  one 
to  two  weeks  after  injury,  and  increases  the  risk  of 
intraoperative  arrhythmias.  The  ECG  should  be  ex- 
amined for  shortening  of  the  QT  interval,  although 
arrhythmias  are  rarely  a problem  unless  serum  cal- 
cium is  above  15  to  16  mg/dl.  Hypercalcemic  effects 
can  be  treated  with  antiarrhythmics  or  by  admin- 
istration of  potassium  chloride.  Secondary  hyper- 
calcuria  leads  to  the  formation  of  urinary  calculi  and 
renal  parenchymal  injury. 

Hyponatremia  and  hypokalemia  are  commonly 
encountered,  usually  secondary  to  impaired  renal 
function,  losses  from  an  ileal  conduit  or  diuretic 
therapy.  The  EKG  can  be  a sensitive  indicator  of 
electrolyte  abnormality,  showing  low  voltage 
(hyponatremia),  low  amplitude  waves,  U waves, 
widened  QRS  or  AV  block  (hypokalemia).  Electro- 
lyte abnormality  should  always  be  suspected,  sought 
and  corrected  preoperatively. 

Renal  Considerations 

Chronic  urinary  infection,  ureteral  reflux,  obstruc- 
tion, renal  amyloidosis,  hydronephrosis,  pyelone- 
phritis and  calculi  all  contribute  to  renal  failure, 
which  is  a leading  cause  of  death  among  para/quad- 
riplegic patients.  Exacerbation  of  electrolyte  ab- 
normalities, hypoproteinemia,  and  abnormalities  of 
intravascular  volume  are  common.  Renal  function 
should  always  be  evaluated  preoperatively  (BUN/ 
Cr)  and,  if  necessary,  the  anesthetic  technique  should 
avoid  potential  nephrotoxins  (F“)  or  agents  de- 
pendent on  urinary  excretion. 

Temperature  Regulation 

The  cord-injured  patient  behaves  as  a poikilotherm 
below  the  level  of  the  lesion.  Temperature  moni- 
toring is  mandatory,  and  measures  to  maintain  body 
temperature  should  be  used  routinely.  This  includes 
appropriate  ambient  temperature  control,  heating 
blankets,  warming  and  humidifying  the  inspired 
gases,  and  wanning  intravenous  and  irrigation  fluids. 

Positioning 

Osteoporosis  and  joint  contractures  make  these  pa- 
tients susceptible  to  pathologic  fractures.  Skin  areas 
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are  vulnerable  because  of  sensory  anesthesia,  and 
pressure  necrosis  can  begin  to  occur  after  only  2 
hours  of  continuous  pressure.  Anemia  and  febrile 
illness  shorten  this  tolerance  considerably.  Decubiti 
and  osteomyelitis  contribute  to  a high  incidence  of 
septicemia  in  para/quadriplegics.  All  pressure  points 
should  be  carefully  padded  during  operation  and  the 
patient’s  position  changed  frequently  when  possi- 
ble. 

Muscle  Relaxants 

Within  two  weeks  of  injury,  denervated  muscle 
atrophies.  Sensitivity  of  the  muscle  to  acetylcholine 
(ACH)  increases  and  reaches  a maximum  at  ten 
days,  due  to  the  development  of  ACH  receptor  sites 
at  extra] unctional  sites  on  the  muscle  cell  mem- 
brane. Administration  of  even  small  doses  of  suc- 
cinylcholine  (0.25  mg/kg)  causes  large  increases  in 
serum  K+  and  can  lead  to  serious  arrhythmias, 
ventricular  fibrillation  and  death.  Small  doses  of 
nondepolarizing  relaxants  will  attenuate  but  not 
completely  block  the  hyperkalemic  response.  Suc- 
cinylcholine  administration  is  to  be  avoided  in  pa- 
tients with  cord  injury,  if  possible  even  in  the  first 
two  days  after  injury,  since  the  time  course  for  the 
development  of  supersensitivity  is  not  known. 

The  Pregnant  Paraplegic 

As  more  para-  and  quadriplegic  patients  become 
rehabilitated,  marry  and  have  families,  the  man- 
agement of  labor  and  delivery  of  the  parturient  with 
spinal  cord  injury  is  becoming  more  common. 

Afferent  visceral  uterine  fibers  enter  the  cord  only 
as  high  as  T,o.  In  patients  with  lesions  higher  than 
this,  premature  labor  is  a great  concern  because  the 
mother  may  be  unaware  of  it.  Precipitous  premature 
delivery  is  a very  real  problem.  Many  of  these  pa- 
tients are  routinely  examined  after  28  to  30  weeks 
and  admitted  if  effacement  is  occurring.  Labor  is 
essentially  painless,  and  many  of  these  patients  de- 
liver vaginally  without  difficulty.  Unfortunately, 
uterine  contractions  often  precipitate  episodes  of 
autonomic  hyperreflexia.  Systemic  hypertension  can 
reach  dangerous  levels,  increasing  with  each  con- 
traction. Convulsions,  intracerebral  hemorrhage  or 
death  can  be  the  result.  Systemic  vasodilators  (hy- 


dralazine, nitroprusside)  may  not  be  effective  at 
controlling  hypertension.  Continuous  lumbar  epi- 
dural analgesia  for  labor  and  delivery  or  cesarean 
section  has  been  reported  to  be  effective  by  several 
investigators,  and  probably  is  the  anesthetic  of 
choice. 

Summary 

Patients  with  acute  spinal  cord  injury  present  a chal- 
lenge in  airway  management,  circulatory  stabili- 
zation and  choice  of  anesthetic  approach.  They  are 
at  risk  for  multiple  complications  from  anesthesia 
and  surgery,  including  aspiration,  respiratory  in- 
sufficiency, exacerbation  of  neurologic  deficit, 
autonomic  hyperreflexia,  electrolyte  abnormalities, 
hypotension,  cardiac  arrhythmias  and  positioning 
injuries.  Anesthesia  should  proceed  only  after  thor- 
ough and  careful  evaluation  of  all  organ  systems, 
with  appropriate  monitoring.  Anesthesia  personnel 
must  be  aware  of  potential  complications  peculiar 
to  the  cord-injured  patient  and  be  knowledgeable  in 
current  concepts  of  resuscitation  of  the  nervous  sys- 
tem. 
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Angioscopy  as  an  Adjunct  to 
Laser- Assisted  Angioplasty  in  Seven 
Peripheral  Vascular  Cases 

DANIEL  A.  TATPATI,  M.D.,  PRONAB  K.  SENSARMA,  M.D., 

AND  JOEL  T.  ERSKIN,  PA-C,*  Wichita 


Abstract 

In  a clinical  trial  of  27  laser-assisted  angioplas- 
ties, seven  studies  were  performed  under  angio- 
scopic  guidance.  Using  a 2.8mm  angioscope  at- 
tached to  the  laser  probe,  visualization  of  the  intended 
area  of  lasing  and  direct  visualization  of  the  laser’s 
result  were  accomplished.  This  proved  beneficial  in 
location  of  specific  lesions  and  accomplishing  the 
intended  therapy,  while  significantly  reducing  the 
risk  of  perforation.  The  angioscope  also  proved  val- 
uable in  locating  exactly  the  intimal  flaps  and  po- 
tential emboli  following  angioplasty,  which  allowed 
the  glazing  procedure  to  be  accomplished  with  in- 
creased accuracy  and  efficiency.  Overall  the  angio- 
scope proved  itself  extremely  useful  as  an  adjunct 
to  laser  thermal  angioplasty. 

Introduction 

Laser  thermal  angioplasty,  a new  development,  has 
spawned  even  newer  developments  and  uses  for  older 
technology.  One  such  development  is  the  use  of 
fiberoptic  direct  angioscopy  coupled  with  the  laser 
probe,  allowing  direct  visualization  of  angiographic 
lesions  and  increased  stability  in  guiding  the  laser 
probe.  In  a clinical  trial  of  27  laser  angioplasties, 
the  authors  used  angioscopic  guidance  for  seven 
cases  in  peripheral  vessels. 

The  theoretical  advantages  of  the  above  are:  1) 
direct  visualization  of  the  lesion  allows  for  increased 
accuracy  in  grading  the  severity,  which  in  turn  de- 
termines the  need  for  laser  assistance  versus  con- 
ventional angioplasty;  2)  direct  visualization  allows 
for  optimal  placement  of  the  laser  probe,  which 
increases  efficiency;  3)  increased  efficiency  in  probe 
placement  decreases  the  exposure  to  laser  energy 
and  the  risk  of  vessel  perforation;  4)  direct  visual- 
ization following  the  procedure  allows  for  the  glaz- 
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ing  technique  (sealing  of  intimal  tears  to  the  arterial 
wall  with  heat  from  the  laser  probe)  to  be  accom- 
plished directly  at  the  area  of  intimal  tears,  rather 
than  blindly  in  a general  attempt,  thus  increasing 
the  effectiveness  of  this  technique;  and  5)  direct 
visualization  of  emboli  allows  for  more  accurate  and 
efficient  vaporization  with  the  laser  probe.  Overall, 
the  theory  behind  direct  angioscopic  visualization 
is  increased  efficiency,  which  improves  the  success 
of  the  procedure. 

Equipment 

The  laser  used  was  a Trimedyne  model  900  contact 
argon  laser  system  with  various  diameters  of  PLR 
fiberoptic-alloy-tipped  laser  probe  catheters.  The 
angioscope  used  was  a Trimedyne  model  330, 
2.8mm  flexible  fiberoptic  catheter  angioscope  with 
high-resolution  camera  attached  to  a color  video 
monitor  and  Va"  format  videotape  recorder. 

Patient  Profile 

The  patient  profile  for  this  study  consisted  of  seven 
selected  individuals,  all  diabetic,  with  greater  than 
10cm  total  occlusions  of  either  the  superficial  fem- 
oral, popliteal,  or  continuous  through  both  arteries. 
The  lesions  were  confirmed  angiographically  prior 
to  the  procedure.  The  patients  were  also  selected 
for  the  procedure  based  on  their  symptoms.  In  the 
case  of  these  seven  individuals,  all  had  significant 
claudication,  decreased  doppler  pulses,  and  either 
ischemic  ulcerations  or  significant  ischemic  symp- 
toms (cold  extremity,  alopecia,  cyanotic  discolor- 
ation, etc.).  Also  considered  in  these  patients  was 
the  appropriateness  of  a surgical  versus  a percuta- 
neous procedure.  These  criteria  were  based  on:  the 
patient’s  angiographic  description  as  to  size  and  tor- 
tuosity of  the  vessels  involved;  probability  of  need- 
ing bypass  surgery;  history  of  embolus;  general 
physical  condition;  and  patient’s  size,  as  obesity 
made  the  percutaneous  method  all  but  impossible. 

Using  the  above  criteria,  seven  of  27  patients 
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Figure  1 . The  activated  laser  probe  ( upper  right 
corner)  is  angioscopically  guided  to  an  atheromatous 
plaque,  which  is  significantly  stenosing  the  lumen  of  a 
superficial  femoral  artery. 

were  selected  to  undergo  angioscopically  guided  la- 
ser angioplasty.  The  risks  and  benefits  of  the  pro- 
cedure were  explained,  and  informed  consent  was 
obtained. 

Procedure 

The  initial  history,  physical  and  angiogram  were 
evaluated  and  discussed  with  each  patient.  Patient 
education  was  conducted,  and  initial  medical  ther- 
apy was  started.  The  patient  was  then  transported 
to  the  operating  room,  adequately  draped  and 
prepped.  Under  local  anesthetic,  arteriotomy  of  the 
common  femoral  artery  was  performed.  Once  good 
control  of  the  artery  was  obtained,  the  laser  probe, 
extending  approximately  4cm  beyond  the  angio- 
scope,  was  introduced  into  the  arteriotomy.  Con- 
tinuous saline  flush  was  initiated  directly  into  the 
artery  via  a short  catheter.  A bolus  of  5 ,000u  heparin 
was  given,  and  a continuous  heparin  drip  was  ini- 
tiated. The  angioscope  was  activated  immediately, 
and  the  laser  catheter  was  continuously  followed  via 
video  monitor.  Once  the  lesion  was  visualized,  the 
laser  probe  was  positioned  and  laser  energy  was 
introduced  to  the  catheter  tip  under  continuous  video 
monitor  (see  Figure  1).  The  introduction  of  laser 
energy  with  permanent  video  recording  was  also 
initiated  to  document  the  probe’s  progress.  Laser 
energy  was  constant  as  the  probe  was  introduced  in 


a continuous  forward  motion  through  the  lesion. 
Once  a sufficient  lumen  was  produced,  laser  energy 
was  stopped  and  the  laser  probe  and  angioscope 
were  withdrawn.  Conventional  balloon  dilatation 
was  then  performed,  and  an  angiogram  was  taken 
under  fluoroscopy  following  the  balloon.  When  an- 
giographically  acceptable  results  were  obtained,  the 
laser  probe  and  angioscope  were  reintroduced  into 
the  artery.  The  video  was  then  used  to  confirm  the 
result  of  the  angiogram  (see  Figure  2),  and  intimal 
tears  and  emboli  were  positively  identified  with  the 
angioscope.  Laser  energy  was  then  applied  to  seal 
down  the  intimal  tears  and  vaporize  the  emboli. 
Following  this,  a repeat  angiogram  was  performed 
(see  Figure  3),  and  hard  copies  were  obtained.  The 
arteriotomy  was  closed  and  the  surgical  wound  re- 
paired. The  patient  was  then  transferred  to  ICU  with 
a continuous  heparin  drip.  The  patient’s  doppler 
pulses  were  monitored  throughout  the  hospital 
course . 

Discussion 

Of  the  seven  procedures  done  under  angioscopic 
guidance,  none  resulted  in  a perforation.  The  scope 
demonstrated  efficiency  in  probe  placement  for  in- 
itial laser  energy  and  proved  to  be  valuable  in  di- 
recting the  catheter  and  avoiding  perforation  (see 
Figure  1).  The  angioscope  was  also  extremely  val- 
uable in  identifying  intimal  tears,  potential  emboli 
and  emboli.  In  each  case,  these  tears  and  emboli 


Figure  2.  Angioscopic  confirmation  of  a patent  lumen. 
(Note  the  deactivated  laser  probe  in  the  upper  left 
corner.) 
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Figure  3.  Angiogram  of  a totally  occluded  superficial 
femoral  artery  before  (right)  and  after  (left)  laser- 
assisted  angioplasty.  This  artery  was  angioscopically 
visualized  prior  to  the  angiogram  arid  confirmed  to  be 
patent. 

were  not  seen  on  the  angiogram.  Clinically,  six  of 
the  seven  patients  who  underwent  the  angioscope 
procedure  developed  no  embolic  phenomenon  or 
significant  restenosis  within  the  first  three  months. 
Of  the  other  20  cases,  eight  developed  either  an 
embolus  or  restenosis  within  the  first  three  months. 

As  to  reducing  exposure  to  laser  energy,  the  data 
were  inconclusive.  The  actual  time  the  laser  was 
activated  varied  in  relation  to  the  lesion.  The  an- 
gioscopy  did  not  appear  to  reduce  the  time  required 
for  lasing,  and  in  fact  may  have  increased  the  ex- 
posure during  the  glazing  portion  of  the  procedure. 

As  expected,  the  scope  could  be  passed  only  to 
a certain  level  in  the  vessel,  due  to  physiologic 
narrowing.  However,  this  did  not  decrease  its  ef- 
fectiveness above  that  area.  The  major  limiting  fac- 
tor appeared  to  be  keeping  the  lens  flushed  for  ad- 
equate viewing.  The  scope  continuously  picked  up 
debris  and  blood  particles  which  had  to  be  washed 
away  with  the  saline  flush.  This  was  not  only  in- 


convenient, but  added  greatly  to  the  volume  of  fluid 
the  patient  received.  This  did  not  prove  to  be  a 
problem  in  our  patient  sample,  but  could  pose  a 
major  complication  in  a compromised  patient. 

Conclusion 

In  conclusion,  the  angioscope  proved  to  be  useful 
for  identification  of  lesions  and  for  proper  probe 
placement.  It  was  extremely  helpful  in  guiding  the 
laser  to  prevent  perforation,  and  in  ensuring  that  an 
adequate  lumen  was  produced  following  the  laser 
(see  Figure  2)  without  the  need  for  continuous  flu- 
oroscopic angiography.  It  proved  to  be  extremely 
helpful  in  identifying  potential  complications  of  em- 
boli and  intimal  tears  following  angioplasty  which 
were  not  seen  on  angiogram.  It  permitted  better 
visualization  and  increased  accuracy  in  glazing,  pre- 
cise vaporization  of  emboli  and  absolute  evidence 
of  the  effectiveness  of  the  procedure.  Overall,  the 
angioscope  proved  to  be  a valuable  adjunct  to  laser 
thermal  angioplasty. 
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Effects  of  Estrogen  Replacement  Therapy  on 
Cardiovascular  Disease:  Literature  Review 
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Abstract 

Several  types  of  study  exploring  the  effects  of 
estrogens  on  cardiovascular  disease  (CVD)  are 
briefly  discussed.  This  discussion  addresses  studies 
comparing  cardiovascular  disease  in  men  versus 
women,  in  premenopausal  versus  postmenopausal 
women,  and  in  patients  receiving  various  forms  of 
exogenous  estrogen  versus  controls,  as  well  as  stud- 
ies comparing  the  endogenous  estrogen  levels  in 
patients  with  CVD  versus  those  without.  These 
studies  provide  data  regarding  estrogens  and  CVD 
which  are  noticeably  discordant.  Investigations  fo- 
cusing specifically  on  the  cardiovascular  effects  of 
postmenopausal  estrogen  replacement  therapy  (ERT) 
are  then  carefully  examined.  These  studies,  taken 
as  a whole,  find  that  postmenopausal  ERT  is  as- 
sociated with  significant  decreases  in  CVD.  Re- 
search studying  the  effects  of  ERT  on  cholesterol/ 
lipid  metabolism,  blood  pressure,  glucose  metab- 
olism, and  coagulation  is  also  reviewed.  The  in- 
vestigations discussed  find  that  estrogens  produce 
beneficial  changes  in  cholesterol  levels,  a slight 
decline  in  blood  pressure,  a transient  decrease  in 
glucose  tolerance,  and  a possible  predisposition  to 
hypercoagulation.  Finally,  literature  on  combined 
estrogen-progesterone  replacement  therapy  is  ex- 
amined, and  the  possible  detrimental  effects  of  the 
progestational  component  are  discussed. 

Recent  census  figures  estimate  that  by  1990  there 
will  be  more  than  50  million  women  in  this  country 
over  50  years  old,  and  that  they  will  live  approxi- 
mately one  third  of  their  lives  postmenopausally.^^ 
Postmenopausal  problems  include  osteoporosis, 
atrophy  of  the  genital  and  urinary  tract  epithelium, 
vasomotor  symptoms,  and  increased  risk  of  cardi- 
ovascular disease.  Osteoporosis  is  thought  to  be  re- 
sponsible for  80%  of  the  200,000-plus  hip  fractures 
occurring  in  the  U.S.  each  year.^®  Fifteen  to  twenty 
percent  of  patients  with  hip  fractures  die  within  three 
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months.'^*  Epithelial  atrophy  secondary  to  estrogen 
deficiency  is  the  most  common  cause  of  excitement- 
phase  sexual  dysfunction  in  women. Vasomotor 
symptoms  (“hot  flashes’’)  are  the  most  common 
postmenopausal  symptoms  for  which  patients  seek 
treatment,  occurring  in  80%  of  women  during  the 
first  postmenopausal  year  and  continuing  for  at  least 
five  years  in  70%  of  these  women. Cardiovascular 
disease  (CVD)  is  responsible  for  the  majority  of 
deaths  in  most  westernized  societies.  In  America  it 
is  the  leading  cause  of  death  in  males  over  35  and 
in  both  males  and  females  after  65. 

Estrogen  replacement  therapy  has  marked  ther- 
apeutic effects  on  the  first  three  of  these  prob- 
lems,and  some  authors  recommend  estrogen 
replacement  for  many,  most,  or  virtually  all  post- 
menopausal women.  In  light  of  these  statistics, 

one  can  see  that  even  a small  effect  of  estrogen 
replacement  therapy  (ERT)  on  cardiovascular  dis- 
ease would  have  a large  clinical  impact. 

Estrogen  and  CVD:  General  correlations 

The  effects  of  estrogen  on  CVD  have  been  examined 
using  several  methods  of  inquiry,  including  studies 
of  CVD  in  men  versus  women,  in  postmenopausal 
versus  premenopausal  women,  in  patients  receiving 
various  forms  of  exogenous  estrogen  versus  con- 
trols, and  by  comparing  endogenous  estrogen  levels 
in  individuals  with  CVD  versus  those  without. 

CVD  in  men  versus  women.  In  affluent  western 
societies,  the  incidence  of  cardiovascular  disease  in 
women  is  markedly  less  than  that  in  men.  The  Na- 
tional Center  for  Health  Statistics  calculates  a sig- 
nificantly higher  risk  of  fatal  CVD  in  men  than  in 
women, and  the  Framingham  study  found  that  for 
the  age  range  of  29  to  44  years,  cardiovascular  dis- 
ease was  four  times  as  common  in  men  as  compared 
to  women. Numerous  other  studies  identify  similar 
male-female  differences. “ 

CVD  in  postmenopausal  versus  premenopausal 
women.  The  Framingham  study  also  shows  two  in- 
teresting trends  with  respect  to  menopause  and  CVD. 
First,  the  male-female  inequality  steadily  disappears 
postmenopausally;  from  40  to  44  years  of  age,  CVD 
occurred  at  a rate  of  1.3/1000  in  women,  as  corn- 


308  • Kansas  Medicine  • November  1988 


pared  to  5.7  in  men;  from  55  to  59,  the  rates  were 
10.2  in  women  versus  25.1  in  men;  and  from  75  to 
79,  the  rates  are  almost  equal,  with  50.4  for  women 
and  53.0  for  men.  Second,  when  age-matched  pre- 
menopausal and  postmenopausal  women  were  com- 
pared, the  incidence  of  cardiovascular  events  was 
found  to  be  20  in  the  premenopausal  group,  com- 
pared with  70  in  the  postmenopausal  women.®® 

In  a study  of  surgically  postmenopausal  (oopho- 
rectomized)  patients  versus  age-matched  controls, 
Johansson  et  al.  found  a significant  increase  in 
coronary  heart  disease  in  the  oophorecto- 
mized  group. An  association  between  surgi- 
cal menopause  and  increased  rates  of  CVD  has 
been  demonstrated  by  other  investigators  as 

9,32,41,47,50,73,75,86 

CVD  and  non-ERT  exogenous  estrogens.  Nu- 
merous studies  have  documented  an  association  be- 
tween oral  contraceptives  and  an  increased  risk  of 
cardiovascular  disease,  specifically  venous  throm- 
boembolism, myocardial  infarction,  stroke,  and 
subarachnoid  hemorrhage. (See  also  the 
excellent  review  by  Stadel.^^'^®)  It  should  be  noted 
that  the  progestational  component  has  been  shown 
to  be  responsible  for  at  least  part  of  this  increase  in 
CVD  (see  discussion  below),  and  that  the  new  “low 
dosage”  oral  contraceptives  have  been  associated 
with  significantly  fewer  deleterious  cardiovascular 
effects. 

The  effects  of  exogenous  estrogens  on  CVD  in 
men  have  been  studied  in  two  groups:  those  receiv- 
ing estrogen  treatment  for  prostatic  cancer,  and  those 
participating  in  CVD  secondary  prevention  trials. 
The  Veterans  Administration  Cooperative  Urolog- 
ical Study,  a multicenter  randomized  prospective 
study  following  2,052  men  with  prostatic  cancer  for 
5 years,  examined  the  cardiovascular  death  rates  in 
patients  treated  with  estrogen  (diethylstilbestrol  5mg/ 
day)  and  in  those  receiving  placebo.  The  risk  of 
cardiovascular  death  in  the  estrogen-treated  group 
was  240%  greater  than  that  in  the  control  group. 

In  a double-blind,  randomized,  prospective  trial  fol- 
lowing 233  prostatic  cancer  patients  for  7 years, 
Blackard  et  al.  found  that  treatment  with  estrogen 
(diethylstilbestrol  5mg/day)  is  associated  with  sig- 
nificantly higher  rates  of  both  fatal  and  nonfatal  CV 
disease." 

The  Coronary  Drug  Project,  a multicenter,  dou- 
ble-blinded, randomized,  prospective  trial,  moni- 
tored 8,341  men  with  previous  myocardial  infarc- 
tions. The  incidence  of  fetal  and  nonfatal  CV  disease 
was  recorded  for  patients  receiving  ethinyl  estradiol 
2.5mg/day  (56-month  followup),  ethinyl  estradiol 
5mg/day  (IS-month  followup),  and  placebo.  The 


group  receiving  5mg/day  showed  no  increase  in  car- 
diovascular mortality  but  did  experience  a signifi- 
cant increase  in  thrombophlebitis  and  nonfatal  MI.^^ 
Patients  treated  with  2.5mg/day  showed  no  increase 
in  fatal  or  nonfatal  events.^'  (See  review  by  Bush 
and  Barrett-Conner  for  discussion  of  additional 
studies  on  the  CV  effects  of  exogenous  estrogens 
in  men.'®) 

Endogenous  estrogens  in  individuals  with  and 
without  CVD.  Studies  designed  to  investigate  pos- 
sible associations  between  endogenous  estrogen  lev- 
els and  CVD  have  almost  exclusively  examined  men 
and  have  produced  conflicting  results.  When  estro- 
gen levels  in  individuals  with  CV  disease  were  com- 
pared to  levels  in  controls,  some  investigators  found 
the  subjects  with  CV  disease  to  have  higher  estrone 
levels  but  no  significant  difference  in  estradiol.*’""^ 
Others  noted  higher  estradiol  levels  but  no  differ- 
ence in  estrone. Two  groups  identified  increases 
in  both  estradiol  and  estrone, and  two  groups 
showed  no  significant  difference  in  either.®®  '"  Two 
additional  studies  demonstrated  elevated  estradiol 
levels,  but  did  not  measure  estrone.®'-*®  Price  and 
Clayton  followed  men  with  Klinefelter’s  syndrome 
(elevated  endogenous  estrogens  secondary  to  ad- 
ditional X chromosomes)  and  found  no  increase  in 
cardiovascular  mortality.*" 

Estrogen  and  CVD:  Effects  of  postmenopausal 
ERT 

From  the  above  discussion,  one  can  see  that  the  data 
with  respect  to  estrogens  and  cardiovascular  disease 
are  not  uniform.  The  male-female  risk  differences 
and  the  postmenopausal  increase  in  CVD  have  trig- 
gered speculation  and  experimentation  with  respect 
to  the  possible  protective  effects  of  ERT.  Con- 
versely, the  elevation  in  CV  disease  associated  with 
oral  contraceptives,  the  increase  in  CV  risk  found 
with  exogenous  estrogen  use  in  men,  and  the  pos- 
sible association  in  men  between  higher  endogenous 
estrogen  levels  and  increased  CV  disease  have  led 
many  to  assume  ERT  will  also  have  detrimental 
cardiovascular  effects.  A number  of  studies  have 
focused  specifically  on  the  effects  of  postmenopau- 
sal estrogen  replacement  therapy  on  cardiovascular 
disease.  These  studies  are  described  briefly  below. 

Studies  showing  no  effect 

Rosenberg  et  al.  A case-control  study  of  postmen- 
opausal women  aged  40  to  75  years  found  no  sig- 
nificant difference  in  the  rate  of  nonfatal  myocardial 
infarctions  between  estrogen-treated  women  and  un- 
treated controls  (adjusted  risk  ratio  .97).  It  should 
be  noted,  however,  that  prior  to  multiple  adjust- 
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ments  a statistically  significant  risk  ratio  of  0.47 
favored  estrogen  use.*’ 

Rosenberg  et  al.  A case-control  study  of  women 
aged  30  to  49  shows  a non-fatal  myocardial  infarc- 
tion risk  ratio  of  1.0  for  controls  versus  women 
currently  receiving  non-contraceptive  estrogen. 
(Note;  Approximately  two  thirds  of  both  cases  and 
controls  were  premenopausal.**) 

Petitti  et  al.  The  Walnut  Creek  Contraceptive 
Drug  Study  (a  nested  case-control  study  of  women 
aged  18  to  54  years)  found  no  statistically  significant 
association  between  non-contraceptive  estrogen  use 
and  myocardial  infarctions.’’ 

Studies  showing  decreased  cardiovascular  risk 

Adam  et  al.  A pilot  case-control  study  of  women 
aged  50  to  59  compared  the  rate  of  ERT  in  cases 
of  fatal  myocardial  infarction  versus  that  in  controls. 
The  authors  found  no  evidence  for  an  increased  risk 
with  ERT.'  Bush  and  Barrett  examined  the  data 
from  this  study  and  calculated  a statistically  signif- 
icant decrease  in  fatal  myocardial  infarctions  among 
the  estrogen-treated  women  (odds  ratio  = 0.65).'^ 

Bain  et  al.  An  age-matched  case-control  study 
showed  a statistically  significant  decrease  in  the 
number  of  non-fatal  myocardial  infarctions  in 
oophorectomized  women  who  had  received  ERT, 
as  compared  to  untreated  oophorectomized  controls 
(risk  ratio  = 0.4).  This  study  also  showed  a risk 
ratio  of  0.7  when  naturally  postmenopausal  women 
currently  receiving  ERT  were  compared  to  untreated 
controls. 

Burch  et  al.  A 15-year  study  of  1,000  estrogen- 
treated  hysterectomized  women  observed  63%  fewer 
deaths  from  heart  disease  than  was  expected  for  a 
statistically  equivalent  group  of  1,000  women. 

Bush  et  al.  The  Lipid  Research  Clinics  Program 
followup  study  observed  2,269  women  aged  40  to 
69  for  5.6  years.  The  results  show  an  all-cause  mor- 
tality risk  ratio  of  0.37  favoring  estrogen  users.” 
Kaplan  used  data  from  this  study  to  calculate  a cor- 
onary heart  disease  adjusted  risk  ratio  of  0.4,  again 
favoring  estrogen  users. 

Hammond  et  al.  A retrospective  study  of  610  hy- 
poestrogenic  women,  301  receiving  ERT  and  309 
without,  found  that  over  a five-year  period  the  rate 
of  development  of  both  CVD  and  hypertension  was 
significantly  lower  for  the  women  receiving  ERT 
(risk  ratio  = 0.33).^"* 

Nachtigall  et  al.  A 10-year  double-blind  prospec- 
tive study  of  84  pairs  of  postmenopausal  women 
compared  patients  receiving  daily  ethinyl  estradiol 
(Premarin)  2.5mg  and  medroxyprogesterone  acetate 
(Provera)  lOmg  with  controls  receiving  placebo.  The 
results  showed  1 MI  in  the  group  receiving  hor- 


monal replacement  versus  3 in  the  controls.  This 
study  also  showed  no  statistically  significant  in- 
crease in  thrombophlebitis.^* 

Pfejfer  et  al.  A case-control  study  matched  for 
age,  weight,  blood  pressure  and  other  risk  factors 
computed  a decreased  risk  associated  with  post- 
menopausal estrogen  use,  although  the  decrease  was 
not  statistically  significant.*' 

Ross  et  al.  A case-control  study  matched  for  age 
and  socioeconomic  status  tabulated  the  incidence  of 
fatal  ischemic  heart  disease  in  estrogen-treated  post- 
menopausal women  and  the  incidence  in  controls. 
The  results  showed  a statistically  significant  de- 
crease with  ERT  (risk  ratio  = 0.43).*’ 

Stampfer  et  al.  A prospective  study  of  32,317 
postmenopausal  nurses  examined  the  age-adjusted 
risk  of  coronary  disease  in  women  who  had  never 
received  ERT  and  in  women  currently  receiving 
estrogen  treatment.  A statistically  significant  re- 
duction in  coronary  disease  was  documented  for  the 
estrogen-treated  group  (risk  ratio  = 0.3).’“* 

Szklo  et  al.  An  age-matched  case-control  study 
of  women  aged  35  to  64  found  a non-fatal  my- 
ocardial infarction  adjusted  odds  ratio  of  0.61  for 
women  with  any  history  of  past  estrogen  use  versus 
controls,  and  an  odds  ratio  of  0.37  for  oophorec- 
tomized patients  with  past  estrogen  use,  as  com- 
pared to  oophorectomized  controls.’^ 

Studies  showing  increased  cardiovascular  risk 

Gordon  et  al. , in  their  analyses  of  the  data  from  the 
Framingham  study,  found  that  postmenopausal  hor- 
mone use  was  associated  with  a statistically  signif- 
icant increase  in  the  occurrence  of  angina  pectoris 
(odds  ratio  = 2.3).  Increases  in  other  forms  of 
coronary  heart  disease  were  not  statistically  signif- 
icant, and  no  increase  in  total  mortality  was  ob- 
served. 

Jick  et  al.  A case-control  study  of  17  cases  and 
34  controls  shows  a statistically  significant  in- 
creased risk  of  non-fatal  myocardial  infarctions  in 
the  non-contraceptive  estrogen  users  (relative  risk 
of  7. 5). 

Jick  et  al.  In  a second  study,  19  cases  and  39 
controls  were  taken  from  the  same  base  population. 
This  study  also  shows  a statistically  significant  in- 
crease in  the  incidence  of  non-fatal  myocardial  in- 
farctions (relative  risk  of  9.3). 

Comments.  In  a May  1987  presentation.  Dr.  Leon 
Speroff  discussed  recent  work  (not  yet  published) 
by  Gordon  et  al.  Dr.  Speroff  claims  Gordon  et  al. 
have  further  examined  the  Framingham  data  and 
have  found  their  earlier  conclusions  to  be  erroneous. 
They  now  report  that  the  Framingham  study  actually 
shows  a decrease  in  cardiovascular  disease  with 
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postmenopausal  estrogen  replacement  therapy.^*  One 
should  also  note  several  aspects  of  the  two  studies 
by  Jick  et  al.:  the  results  are  grossly  divergent  from 
those  of  any  other  studies;  both  studies  involved 
small  numbers  derived  from  the  same  base  popu- 
lation; a large  percentage  (94%)  of  the  participants 
were  smokers;  and  both  studies  suffered  from  a large 
dropout  rate. Some  authors  have  suggested  that 
the  results  of  these  studies  be  interpreted  with  cau- 
tion. 

Taken  as  a whole,  the  studies  focusing  directly 
on  the  cardiovascular  effects  of  ERT  show  that  post- 
menopausal estrogen  replacement  therapy  is  asso- 
ciated with  a decrease  in  cardiovascular  disease. 

Effects  of  ERT  on  risk  factors  for  CVD 

The  biologic  effects  of  estrogen  are  numerous,  and 
include  alterations  in  four  major  risk  factors  for 
cardiovascular  disease:  lipid/cholesterol  metabo- 
lism, blood  pressure,  carbohydrate  metabolism,  and 
coagulation  factors.  The  changes  in  these  parame- 
ters associated  with  estrogen  replacement  therapy 
are  briefly  discussed. 

Cholesterol! lipid  metabolism.  The  positive  cor- 
relation between  serum  cholesterol  levels  and  ath- 
erosclerotic disease  is  well  documented,  with  two 
of  the  lipoprotein  fractions  of  total  cholesterol  shown 
to  be  fairly  specific  predictors  of  CV  disease.  Low- 
density  lipoprotein  (LDL)  cholesterol  (70%  of  total 
cholesterol)  is  positively  correlated  with  atheroscle- 
rotic disease,^’ while  high-density  lipoprotein 
(HDL)  cholesterol  appears  to  inhibit  atheroscle- 
rosis.*®’^' 

Exogenous  estrogens  have  been  shown  to  produce 
beneficial  changes  in  cholesterol  metabolism.  Wahl 
et  al.,  in  the  Lipid  Research  Clinics’  study,  ex- 
amined cholesterol  levels  in  both  postmenopausal 
estrogen  users  and  untreated  controls.  They  ob- 
served a 4%  decrease  in  total  serum  cholesterol,  an 
11%  decrease  in  LDL  cholesterol,  and  a 10%  in- 
crease in  HDL  cholesterol  in  the  women  receiving 
estrogens.  Wallentin  and  Larsson-Cohn  measured 
serum  cholesterol  concentrations  in  postmenopausal 
women  before  and  then  during  6 months  of  ERT. 
Estrogen  replacement  was  associated  with  a 10% 
reduction  of  total  cholesterol,  a 30%  reduction  of 
LDL  cholesterol,  and  a 15  to  40%  elevation  of  HDL 
cholesterol.'"’  A large  number  of  studies  have  noted 
similar  changes  in  cholesterol  levels  in  association 
with  various  forms  of  exogenous  estrogen  admin- 
istration.'^ Furthermore,  several  recent  reports  in- 
dicate that  ERT  preferentially  increases  HDL2,*"’®®  ^^ 
the  subfraction  of  HDL  thought  to  be  responsible 
for  its  protective  effects.^-^^ 

Postmenopausal  estrogen  replacement  has  also  been 


shown  to  produce  elevations  in  triglyceride  lev- 
gjg  16,106,107  ^Yiis  has  been  viewed  as  an  unfavor- 
able, potenially  atherogenic  result  of  estrogen  use. 
However,  although  a number  of  studies  demonstrate 
a statistical  correlation  between  triglyceride  levels 
and  accelerated  atherosclerotic  disease,  current  evi- 
dence indicates  that  triglycerides  may  not  be  inde- 
pendently associated  with  cardiovascular  risk.  The 
triglyceride-cardiovascular  risk  association  ob- 
served in  many  studies  appears  to  be  secondary  to 
a positive  correlation  between  triglycerides  and  total 
cholesterol.'*®  At  present  it  is  thought  that  the  ben- 
eficial changes  in  cholesterol  metabolism  have  more 
clinical  significance  thaP  the  elevation  in  triglyc- 
eride levels.'" 

Blood  pressure.  Hypertension  stands  as  an  un- 
disputed cardiovascular  risk  factor,  with  epidemi- 
ologic studies  showing  that  (beginning  at  surpris- 
ingly low  levels)  the  risk  of  CVD  increases  stepwise 
with  increasing  blood  pressure.®'  The  association  of 
oral  contraceptives  with  a small  but  statistically  sig- 
nificant elevation  in  average  blood  pressure,  as  well 
as  with  a threefold  to  sixfold  increased  incidence 
of  overt  hypertension  has  been  well  estab- 
lished.®''’®"’®"’"®’"®*"® Evidence  for  rare,  idiosyncratic 
hypertensive  reactions  to  ERT  is  also  strong. ®‘'’™ 
These  findings  have  led  many  to  suspect  ERT  of 
contributing  to  CV  risk  via  a generalized  hyperten- 
sive effect.  Reports  in  the  late  70s  and  early  80s 
produced  mixed  results,  with  the  majority  failing  to 
show  consistent,  significant  association  between 
ERT  and  elevated  blood  pressure.’’®''’”  ®"  "®  Design 
weaknesses  were  present  in  a number  of  the  papers 
claiming  an  association  between  ERT  and  hyper- 
tension, as  well  as  in  those  denying  such  an  asso- 
ciation."'' 

However,  the  most  carefully  designed  studies  in- 
dicate an  association  between  ERT  and  a consistent 
but  small  decrement  in  both  systolic  and  diastolic 
blood  pressure.  Lindsay  et  al.  followed  120  post- 
menopausal women  for  3 years  in  a prospective, 
double-blind,  randomized  study  comparing  estro- 
gen-treated women  and  untreated  controls.  Analysis 
of  the  data  revealed  decreased  blood  pressures  in 
the  normal- weight  estrogen-treated  women,  versus 
elevated  blood  pressures  in  the  group  receiving  pla- 
cebo. Among  the  obese  subjects,  blood  pressure 
rose  in  both  the  treated  and  untreated  groups,  with 
no  significant  difference  in  the  magnitude  of  in- 
crease.®" 

In  a well  designed  clinical  trial  conducted  spe- 
cifically to  evaluate  the  effect  of  ERT  on  blood 
pressure,  Lind  et  al.  randomly  assigned  49  previ- 
ously untreated  postmenopausal  women  to  hor- 
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monal  replacement  versus  placebo  groups  and  fol- 
lowed all  subjects  for  six  consecutive  21 -day  cycles. 
Both  the  mean  systolic  and  diastolic  blood  pressures 
were  shown  to  fall  by  a small  but  statistically  sig- 
nificant amount  in  the  estrogen-treated  group. 

Luotola  et  al.  conducted  a randomized,  double- 
blind, crossover  study,  also  designed  specifically  to 
evaluate  the  effect  of  ERT  on  blood  pressure.  A 
group  of  normotensive  and  a group  of  hypertensive 
postmenopausal  women  were  each  split  into  treated 
and  placebo  segments  and  followed  for  four  con- 
secutive four- week  cycles.  A significant  decline  in 
mean  systolic  and  diastolic  pressures  was  observed 
in  the  treated  subjects  in  both  the  normotensive  and 
hypertensive  groups. 

Glucose  metabolism.  A number  of  studies  have 
documented  an  increased  risk  of  developing  im- 
paired glucose  tolerance  in  postmenopausal  women 
receiving  ERT,  observing  this  effect  with  a wide 
variety  of  estrogenic  compounds. It 
should  be  noted  that  most  investigators  do  not  report 
the  development  of  clinically  evident  diabetes, and 
that  subjects  receiving  ERT  and  demonstrating  de- 
creased oral  glucose  tolerance  have  been  shown  to 
have  normal  intravenous  glucose  tolerance  tests. 
Several  reports  have  shown  that  the  alterations  in 
glucose  metabolism  produced  by  exogenous  estro- 
gens are  transient,  usually  resolving  within  9 months 
after  therapy  is  begun. Estrogen  users  have 
also  been  noted  to  have  lower  fasting  glucose  lev- 

elS_6,23,110 

The  clinical  significance  of  the  transiently  de- 
creased oral  glucose  tolerance  associated  with  ERT, 
in  light  of  lower  fasting  glucose  levels  and  normal 
intravenous  glucose  tolerance,  is  currently  unclear. 

Coagulation.  Oral  contraceptives  are  associated 
with  hypercoagulability^2'^^  ‘“and  with  an  increased 
risk  of  thromboembolic  disease.^®  Several  groups 
have  documented  changes  in  coagulation  parame- 
ters consistent  with  these  effects,  showing  that  syn- 
thetic estrogens  induce  increases  in  factors  II,  VII, 
and  X,  and  in  fibrinogen,  as  well  as  decreases  in 
prothrombin  time  and  antithrombin-III."^ 

However,  as  with  hypertension,  the  effects  of 
ERT  and  oral  contraceptives  appear  to  differ.  The 
Boston  Collaborative  Drug  Surveillance  Program 
found  that  thromboembolic  events  were  not  elevated 
in  women  receiving  estrogen  replacement,^^  and 
Pfeffer  noted  a normal  incidence  of  cerebral  vas- 
cular accident  in  normotensive  estrogen  users. The 
results  of  studies  examining  the  effects  of  ERT  on 
coagulation  factors  are  confusing.  (Three  recent  re- 
views discuss  a large  number  of  conflicting  studies 
examining  the  effects  of  ERT  on  coaguation  factors. 
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See  Bush,’^  Hammond, and  Cutler. 

Authors  concluding  that  ERT  produces  minimal 
increase  in  hypercoagulation  and  thromboembolic 
risk  suggest  the  following  explanation  for  the  dif- 
ference between  oral  contraceptives  and  postmen- 
opausal ERT.  Ethinyl  estradiol,  the  synthetic  estro- 
gen used  in  oral  contraceptives,  is  about  100  times 
as  potent  as  estrone  sulfate,  the  natural  estrogen 
mainly  used  in  ERT.  The  0.625  mg  dose  of  natural 
estrogen  used  in  most  ERT  formulations  is  therefore 
equivalent  to  one  fifth  of  the  30  to  35  fxg  dose  of 
ethinyl  estradiol  used  in  many  oral  contraceptives. 
Logically,  the  stimulation  of  liver  globulin  produc- 
tion produced  by  ERT  is  much  less  than  that  pro- 
duced by  oral  contraceptives,  and  only  a minimal 
increase  of  circulating  globulins  is  observed.  If  the 
hypercoagulability  occurring  with  oral  contracep- 
tives is  produced  by  the  elevated  serum  liver  glob- 
ulins mentioned  above  (fibrinogen  and  clotting  fac- 
tors II,  VII  and  X),  then  the  smaller  increase  in 
globulins  produced  by  natural  estrogens  in  ERT 
would  account  for  the  difference  between  oral  con- 
traceptives and  ERT  with  respect  to  thromboem- 
bolic disease  and  hypercoagulable  states. 

In  a prospective  study  of  52  climacteric  women, 
Aylward  reports  data  consistent  with  this  hypothe- 
sis. The  synthetic  estrogen  tested  (ethinyl  estradiol) 
produced  marked  alterations  in  the  blood  coagula- 
tion, prothrombin  time,  and  in  concentrations  of 
factors  VII  and  X.  However,  the  “natural”  estrogen 
used  (estrone  piperazine  sulfate)  did  not  produce 
significant  alterations.^ 

Combined  estrogen-progesterone  hormonal 
replacement  therapy 

Originally,  hormone  replacement  therapy  consisted 
of  estrogen  alone,  and  most  research  on  the  effects 
of  replacement  therapy  on  cardiovascular  disease 
has  studied  unopposed  estrogen  use.  However,  the 
association  of  unopposed  estrogens  and  an  increased 
incidence  of  endometrial  carcinoma  has  been  well 
established,^‘*’'°^’"^  and  it  has  also  been  shown  that 
risk  of  endometrial  cancer  is  normal  or  even  reduced 
when  each  cycle  of  estrogen  is  combined  with  10 
to  14  days  of  progestin  administration. Be- 
cause of  these  findings,  it  is  becoming  standard 
practice  to  use  combined  estrogen-progestin  regi- 
mens for  postmenopausal  replacement  therapy. 

Meade  et  al.  find  that  the  progestational  com- 
ponent of  oral  contraceptives  contributes  to  the  risk 
of  arterial  vascular  disease, and  Kay  discusses  evi- 
dence from  the  Royal  College  of  General  Practi- 
tioners’ study,  which  also  supports  an  association 
between  the  progestational  component  and  cardio- 
vascular problems. Hiroven  et  al.  observed  pro- 


gestational  agents  to  have  the  opposite  effect  of 
estrogens,  causing  increased  LDL  levels  and  re- 
duction of  HGL  chole sterol. It  is  thought  that  the 
progestogen  component  of  combined  hormonal  re- 
placement regimens  will  counteract  the  estrogens’ 
salutary  effects  on  cholesterol/lipid  metabolism. 
Studies  by  Spellacy  et  al.  and  Thom  et  al.  indicate 
that  the  addition  of  progestational  agents  may  also 
have  a synergistic  effect  on  the  estrogen-associated 
glucose  intolerance  discussed  earlier. The  clin- 
ical significance  of  these  factors  is  currently  un- 
known. 

Conclusions 

While  evidence  indicates  that  large  doses  of  ex- 
ogenous estrogen  in  men  and  oral  contraceptives  in 
women  are  associated  with  increases  in  cardiovas- 
cular disease,  the  majority  of  studies  investigating 
cardiovascular  changes  associated  with  postmeno- 
pausal estrogen  replacement  therapy  have  found  that 
it  reduces  the  risk  of  cardiovascular  disease.  Estro- 
gens are  also  observed  to  produce  beneficial  changes 
in  cholesterol  levels,  a slight  decline  in  blood  pres- 
sure and  transiently  decreased  oral  glucose  toler- 
ance, and  may  predispose  to  hypercoagulation.  It 
is  postulated  that  the  overall  influence  of  ERT  on 
CVD  is  mediated  via  one  or  more  of  these  effects. 

As  mentioned  above,  unopposed  estrogens  are 
being  replaced  by  combined  estrogen-progestogen 
regimens.  Much  discussion  has  centered  on  the  pos- 
sible detrimental  influence  of  the  progestogen  com- 
ponent, but  currently  little  information  is  available 


CARDIOLOGY  NOTES 

{Continued  from  page  320.) 

39  symptomatic  patients  followed  for  one  to  45 
months.^  (See  Figure  3.) 

There  was  a total  of  61  initially  asymptomatic 
patients  in  these  two  studies,  and  only  two  died.  In 
one  case,  death  was  preceded  by  symptoms,  but  the 
other  death  was  sudden.  The  lack  of  symptoms  did 

Percent 


Figure  3.  Symptomatic  aortic  stenosis:  sudden  death 
and  annual  mortality  (81  patients  from  two  studies). 


on  the  actual  clinical  significance  of  cyclic  proges- 
tational agents  in  hormone  replacement  therapy. 
Further  studies  on  the  effects  of  combined  hormone 
replacement  therapy  on  cardiovascular  disease  are 
clearly  needed. 
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not  correlate  closely  with  the  hemodynamic  severity 
of  the  aortic  stenosis. 

Hemodynamic  progression  of  aortic  stenosis  was 
followed  with  serial  catheterizations  in  90  patients 
from  three  studies.  The  average  rate  of  progression 
is  0.11  cm^  per  year,  which  means  that  some  pa- 
tients can  progress  from  mild  to  severe  stenosis 
within  a few  years.® 

Comments 

Symptomatic  patients  with  aortic  stenosis  should  be 
operated  upon  soon  after  discovery.  While  patients 
without  symptoms  can  be  followed  medically,  the 
diagnosis  should  be  firmly  established  so  that  pa- 
tients can  be  fully  instructed  about  the  natural  his- 
tory of  their  disease. 

Diagnosis  requires  a high  degree  of  suspicion  be- 
cause the  murmur  may  be  faint,  the  chest  x-ray 
normal  and  the  electrocardiogram  may  show  only 
non-specific  abnormalities. 
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Notifiable  Disease  Reporting  in  Kansas 


CINDY  WOOD,  M.D.,  M.P.H.,*  Topeka 

Every  state  designates  certain  diseases  as  notifi- 
able. Physicians  and  other  health  care  workers  are 
required  to  report  cases  of  these  diseases  to  public 
health  authorities.  The  diseases,  persons  required 
to  report,  and  amount  of  information  solicited  vary 
among  the  states. 

In  Kansas  61  infectious  (Figure  1)  and  32  indus- 
trial diseases  (Table  1)  are  reportable  by  anyone 
licensed  by  the  Board  of  Healing  Arts.  Nine  diseases 
are  reportable  by  medical  laboratories  (Table  2), 
and  seven  by  hospital  administrators  (Table  3). 

Most  diseases  may  be  reported  on  Kansas  Report 
of  Notifiable  Disease  cards  (Figures  1 and  2),  often 
called  disease  report  cards  (DRCs).  Sexually  trans- 
mitted diseases  are  reported  on  Confidential  Sex- 
ually Transmitted  Disease  Case  Report  cards  (Fig- 
ures 3 and  4).  Tuberculosis  and  AIDS  are  also 
reported  on  special  forms,  not  illustrated  here.  All 
forms  can  be  ordered  from  the  Department  of  Health 
and  Environment  (KDHE)  by  calling  913-296-5586. 

Disease  reporting  is  the  responsibility  of  every 
Kansas  physician.  It  may  be  delegated  to  an  em- 
ployee, but  the  physician  is  legally  accountable  for 
its  completion.  Reporting  is  mandated  by  K.A.R. 
28-1-2,  28-1-3,  28-1-4,  28-1-18  and  K.S.A.  65- 
6002.  Failure  to  report  acquired  immunodeficiency 
syndrome  (AIDS)  is  punishable  by  a fine  of  up  to 
$500  or  by  a month  in  the  county  jail.  Failure  to 
report  other  notifiable  diseases  is  punishable  by  a 
fine  of  $25  to  $100. 

Of  diseases  reportable  by  physicians,  AIDS  and 
industrial  diseases  are  reported  directly  to  KDHE, 
and  the  remainder  to  the  county  health  officer.  In 
practice,  DRCs  are  usually  mailed  to  the  local  health 
department,  which  forwards  them  to  KDHE.  Com- 
pleting DRCs  is  not  the  responsibility  of  public  health 
nurses.  When  an  immediate  threat  to  public  health 
arises,  the  county  health  officer  and  state  epide- 
miologist should  be  notified  immediately  by  tele- 
phone. The  person  reporting  should  be  prepared  to 
provide  the  information  requested  on  a DRC. 

Disease  reporting  in  Kansas  is,  unfortunately,  no- 
table for  its  quantity  and  quality — both  generally 
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poor.  Frequently  KDHE  first  learns  of  disease  out- 
breaks from  journalists,  private  citizens,  or  epide- 
miologists managing  spillovers  in  neighboring  states. 
Reports  received  are  sometimes  incomplete  or  il- 
legible. 

The  legal  issue  aside,  KDHE  plainly  cannot  take 
steps  to  contain  outbreaks  of  which  it  is  not  aware. 
In  the  same  vein,  reports  that  are  months  old  are  of 
little  epidemiologic  value.  Physicians  are  encour- 
aged to  mail  all  notifiable  disease  cards  within  three 
working  days  of  diagnosis.  If  a highly  contagious 
or  unusually  dangerous  disease  is  suspected,  a card 
should  be  sent  without  laboratory  confirmation.  For 
instance,  a previously  healthy  jaundiced  child  should 
be  reported  as  a case  of  suspected  hepatitis  A.  If 
the  child  attends  day  care,  a presumed  public  health 
emergency  exists,  which  should  be  dealt  with  as 
outlined  above. 

A common  response  to  pleas  for  reports  is  “Why 
should  I report?  Nobody  does  anything  with  the 
data.”  Sometimes  this  is  true.  Pediculosis  capitis 
reports  are  simply  filed.  We  are  aware  that  the  lists 
of  notifiable  diseases  are  outmoded,  and  reform  is 
in  process. 

Some  reports  are  not  reviewed  now,  but  will  be 
in  the  future.  After  the  chicken  pox  vaccine,  now 
in  clinical  trials,  is  released  for  general  administra- 
tion, we  hope  to  use  the  data  we  are  collecting  to 


TABLE  1 

REPORTABLE  INDUSTRIAL  DISEASES  IN  KANSAS 


aldehyde  poisoning 
arsenic  poisoning 
benzene  poisoning 
beryllium  poisoning 
brass  poisoning 
cadmium  poisoning 
cancer,  occupationally 
connected 

carbon  monoxide  poisoning 
caisson  disease 
chromic  acid/chromate 
poisoning 
cyanide  poisoning 
dermatoses,  occupational 
dinitrobenzene  poisoning 
fluoride  poisoning 
halogenated  hydrocarbon 
poisoning 

hydrogen  sulfide  poisoning 


kerato-conjunctivitis,  acute 
lead  poisoning 
manganese  poisoning 
mercury  poisoning 
metal  fume  poisoning 
natural  gas  poisoning 
nitroglycerine  poisoning 
oxides  of  nitrogen  poisoning 
parathion  and  other 

organophosphate  insecticide 
poisoning 

phosphorus  poisoning 

pneumoconiosis 

radiation  poisoning  or  sickness 

trinitrotoluene  poisoning 

tetryl  poisoning 

wood  alcohol  poisoning 

zinp  poisoning 
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REPORTABLE  DISEASES  IN  KANSAS 


AIDS 

Amebiasis 

Ancylostomiasis  (Hookworm  disease) 

Anthrax 

Botulism 

Brucellosis 

Campylobacter 

Chancroid 

Chickenpox 

Chlamydia 

Cholera 

Diphtheria 

Encephalitis,  infectious  (indicate  infectious 
a^ent  whenever  possible) 

Epidemic  diarrhea  of  the  newborn 
Food  poisoning  (indicate  whether  infection 
or  intoxication  and  causative  agent  if 
possible) 

Genital  Heipes 

Giardiasis 

Gonorrhea 

Gonorrhea  ophthalmia  neonatorum 


(Regulation  (28-1-2,  K.S.A.  65-128) 

Granuloma  inguinale 
Hepatitis,  typie  A (Infectious) 

Hepatitis,  type  B (Serum) 

Hepatitis  Non-A  Non-B 
Histoplasmosis 

Kerato-Conjunctivitis,  Infectious 
Legionellosis  (legionnaire's  disease  or  pon- 
tiac  fever) 

Lymphogranuloma  venereum 
Lymphocytic  choriomeningitis 
Malaria 

Meningitis,  aseptic  and  other  (indicate  in- 
fectious agent  whenever  possible) 
Meningitis,  Haemophilus  Influenzae 
Meningitis,  Meningococcal,  including  men- 
ingococcemia 
Mumps 

Pediculosis  (louse  infestation) 

Pertussis  (whooping  cough) 

Plague 

Poliomyelitis  (specify  whether  paralytic  or 
non-paralytic) 

Psittacosis 
Q fever 


Rabies 

Rheumatic  fever 
Rickettsialpox 

Rocky  mountain  spotted  fever 
Rubella,  including  rubella  syndrome 
Rubeola  (measles) 

Salmonellosis 

Scabies 

Shigellosis 

Smallpox 

Staphylococcal  disease,  hospital  acquired 
Streptococcal  disease,  hemolytic 
Syphilis 

Taeniasis  and  cysticercosis  (beef  or  pork 
tapeworm) 

Tetanus 

Tinea  capitis  and  corporis  (ringworm) 

Trachoma 

Trichinosis 

Tuberculosis 

Typhoid  fever 

Typhus  fever 

Yellow  fever 


Any  other  disease  which  is  unusual  in  incidence,  or  any 
disease  which  appears  to  be  of  public  health  concern,  should  be  reported. 


Jan  1988 


Bureau  of  Epidemiology 
Kansas  Department  of  Health  & Environment 
Mills  Bldg.— Suite  605—109  W.  9th 
Topeka,  Kansas  66612-1271 
(913)  296-5586 


Figure  1 . Kansas  Report  of  Notifiable  Disease  card,  reverse  side. 


KANSAS  REPORT  OF  NOTIFIABLE  DISEASE 


(Disease  or  Suspected  Disease) 

Patient’s  Name  

Patient’s  Address  


Date  of  Onset  

Name  of  Hospital  

Patient’s  School  or  Occupation 

Attending  Physician  

Remarks  


(Form,  Type,  Classification) 

Date  of 

Birth Sex Race. 


County 

_ Hospitalized?  Yes No. 

Patient  No.  


Address 


Reported  by:  _ 
Date  of  Report 


Address 

Send  Supply  of  Card 


EPI  1 


Figure  2.  Kansas  Report  of  Notifiable  Disease  card,  front. 


Kansas  Medicine  • November  1988  • 315 


REPORTING  SOURCE 

STD  CONTROL  PROGRAM 

DISEASE  CODE 

USE  ONLY 

PATIENT  NO 

LOCAL  HEALTH  DEPT.  USE  ONLY 

CASE  NO  164468 

CONFIDEN 

TIAL  SEXUALLY  TRANSMITTED  DISEASE  CASE  REPORT 

PATIENT'S  NAME 


AGE; 


SEX:  □ M □ F 


DOB. 


RACE/ 

ETHNIC 


0 0 


’ Not  ot  Hispantc  Ongir 


ADDRESS 

CITY 

COUNTY 

GONORRHEA 

SYPHILIS 

CHLAMYDIA 

OTHER  STD 

Q UNCOMPLICATED  RESISTANT 

Q PRIMARY  (CHANCRE) 

[J  UNCOMPLICATED 

L]  NSU 

Q PID  Q PPNG 

Q SECONDARY  (RASH) 

n PID  n OTHER 
' — ' ' — ' SPECIFY 

□ NSV 

1_J  OPHTHALMIA  1_J  CMRNG 

Q EARLY  LATENT  (UNDER  1 YR  ) 

RX  USED 

Q HERPES 

n OTHER 

n OTHER 

L]  14GM  TETRACYCLINE 

n OTHER 

SPECIFY 

' — ' SPECIFY 

SPECIFY 

[J  PREVENTIVE  (EPI)  RX 

L]  PREVENTIVE  (EPI)  RX 

L]  14  GM  ERYTHROMYCIN 

^ RX  USED 

RX  USED 

M 4 8 MU  APPG.  & 1 GM.  PROB  & 14  GM,  TET 

Q 2 4 MU  BENZ,  PEN,  G,  (UNDER  1 YR.) 

DATE 

REPORTED  BY 

OF  Rx 

Q AMP,  3.5  GM  & 1 GM  PROB  & 14  GM  TET, 

Q TETRACYCLINE— 30  GMS 

ADDRESS 

L]  OTHER 

Q 7 2 BENZ  PEN.  G, 

SPECIFY 

CITY  & STATE 

Figure  3.  Kansas  Confidential  Sexually  Transmitted  Disease  Case  Report  card,  front. 


THIS  SIDE  OF  CARD  FOR  PRIVATE  MEDICAL  CARE  PROVIDER  USE  ONLY 


CONTACTS  TO  THIS  INFECTION 


NAME 

ADDRESS 

1 1 EXAMINED,  INFECTED 

1 1 EXAMINED.  NOT  INFECTED 

1 1 NOT  EXAMINED' 

PHONE 

AGE 

RACE 

SEX 

MARITAL  STATUS 

LAST  EXPOSURE  DATE 

NAME 

ADDRESS 

1 1 EXAMINED.  INFECTED 

1 1 EXAMINED,  NOT  INFECTED 

1 1 NOT  EXAMINED- 

PHONE 

AGE 

RACE 

SEX 

MARITAL  STATUS 

LAST  EXPOSURE  DATE 

COMMENTS:  -health  dept  FOLLOW-UP  will  be  initiated  on  not  EXAMINED  CONTACTS 


□ REPLACE  MEDICATION  CHECKED  ON  FRONT  OF  CASE  REPORT  CARD  □ NEED  ADDITIONAL  CASE  REPORT  CARDS 

□ REQUEST  HEALTH  DEFT  FOLLOW-UP  □ NEED  POSTAGE-PAID  ENVELOPES 

□ REQUEST  CONSULTATION:  MY  PHONE  # Q NEED  TREATMENT  SCHEDULES 

STD  CONTROL  PROGRAM.  KANSAS  DEPT.  OF  HEALTH  & ENVIR.,  TOPEKA,  KS  66612-1271,  PHONE  (913)  296-5596 

Figure  4.  Kansas  Confidential  Sexually  Transmitted  Disease  Report  card,  reverse. 
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evaluate  vaccine  efficacy  and  to  encourage  legis- 
lative support  for  its  purchase. 

Some  disease  reports  would  be  followed  up  more 
vigorously  if  our  staffing  allowed.  Incidence  levels 


TABLE  2 

DISEASES  REPORTABLE  BY  KANSAS 
MEDICAL  LABORATORIES 


chlamydia 

diphtheria 

gonorrhea 

meningitis,  haemophilus  influenzae 

syphilis 

tuberculosis 

typhoid  fever 

poliomyelitis 

meningococcal  meningitis 


TABLE  3 

DISEASES  REPORTABLE  BY  KANSAS 
HOSPITAL  ADMINISTRATORS 


cancer 

congenital  malformations  in  persons  less  than  one  year  of  age 

fetal  alcohol  syndrome 

Reye  syndrome 

toxic  shock  syndrome 

Guillain-Barre  syndrome 

AIDS 


can  be  and  are  used  in  staffing  requests.  Failure  to 
report  could  thus  impact  negatively  on  future  epi- 
demiologic investigations. 

Finally,  somebody  does  do  something  with  a great 
deal  of  disease  occurrence  data.  They  are  forwarded 
weekly  to  the  Centers  for  Disease  Control  (CDC), 
where  epidemiologists  review  them  for  national 
trends.  CDC  scientists  are  able  to  integrate  data 
from  multiple  states  in  recognizing  outbreaks  and 
planning  interventions  for  control.  KDHE  scientists 
review  Kansas  reports  for  signs  of  common-source 
outbreaks,  unusual  occurrence  patterns  and  new 
sources  of  infection.  Reports  from  a number  of  phy- 
sicians and  from  several  counties  are  often  exam- 
ined together  in  order  that  a complete  picture  of  an 
outbreak  may  be  assembled.  Too  often,  pieces  of 
the  puzzle  are  missing. 

KDHE  is  happy  to  assist  physicians  in  controlling 
communicable  disease.  Public  health  physicians, 
veterinarians  and  trained  epidemiologists  are  avail- 
able for  consultation.  Questions,  comments  and 
suggestions  from  the  medical  community  are  wel- 
come. 

REFERENCE 

Kansas  Department  of  Health  and  Environment.  Kansas  Stat- 
utes and  Regulations  Regarding  Communicable  Disease  Con- 
trol. Kansas  State  Printer:  Topeka,  April  1988. 


Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired  colleague, 
yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your  area.  All  information 
and  identities  will  be  held  in  strictest  confidence.  This  program  is  an  advocacy  program  with  emphasis  on 
identification  and  treatment  of  impaired  individuals  with  the  least  disruption  in  their  daily  lives. 


Elizabeth  Alexander,  M.D.,  316-261-2607 

Wichita  316-261-2622 

Thomas  A.  Bauer,  M.D., 

Hutchinson 316-663-6121 

John  A.  Billingsley,  Jr.,  M.D., 913-755-3151 

Olathe,  Chairman  Ext.  711 

L.  Theil  Bloom,  M.D.,  Pratt  316-672-9297 

David  H.  Clark,  M.D.,  Salina  913-825-8221 

Modesto  Gometz,  M.D.,  Pittsburg  316-231-2490 
Victor  H.  Hildyard  II,  M.D., 

Colby  913-462-3332 

Rodney  Jones,  M.D.,  Wichita  316-687-2527 

Robert  R.  Laing,  M.D., 

Kansas  City  913-371-4301 

Connie  M.  Marsh,  M.D.,  Halstead  316-835-3435 
James  I.  Morgan,  M.D.,  Wichita  . 316-522-2266 
Ivan  E.  Rhodes,  M.D.,  Wichita  ...  316-685-9289 
Timothy  M.  Scanlan,  M.D., 

Wichita  316-689-4850 


Alex  Scott,  M.D.,  Junction  City  ...  913-238-2518 
Richard  Siemens,  M.D.,  Lyons  ....  316-257-5124 
George  R.  Tiller,  M.D.,  Wichita  ..  316-684-5255 
Don  R.  Tillotson,  M.D.,  Ulysses  ...  316-356-1261 


Karen  Trudeau  (Auxiliary), 

Derby  316-788-4593 

Donald  R.  Tucker,  M.D., 

Lawrence  913-232-4566 

Virginia  L.  Tucker,  M.D.,  Topeka  913-296-1205 
Wayne  O.  Wallace,  Jr.,  M.D., 

Atchison  913-367-7300 

Nancy  Jane  Welsh,  M.D.,  913-272-3111 

Topeka  Ext.  533 

James  W.  Wilson,  M.D., 

Coffeyville  316-251-5210 

A.  T.  Wittman,  M.D.,  Pratt  316-672-5555 
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fefHayS  WHEN  patient  care  requires 

Pathology  fast  and  reliable  results  at 

,aboratones ..  competitive  prices. 


• OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 

• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 

• MEDICARE  AND  CAP  CERTIFIED  CONTINUOUSLY  SINCE  1967. 

• PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS. 

• PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

• AN  EVER— EXPANDING  LIST  OF  ESOTERIC  TESTING. 

HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 

YOUR  TOTAL  RESOURCE  LABORATORY 


PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  I2x 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Qllergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 
Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


taac 

James  H.  Ransom, 
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CLASSIFIED  ADVERTISEMENTS 


Classified  advertisements  are  $5llinefor  KMS  members;  $7.50/ 
line  for  non-members;  5 -line  minimum.  Payment  must  accom- 
pany copy.  Deadline  is  20th  of  the  month  preceding  month  of 
publication.  Box  numbers  are  available  at  no  charge.  All  ad- 
vertisements are  accepted  subject  to  approval  by  the  Editorial 
Board. 


SURGEON  OPPORTUNITY.  Immediate  opening  for  general 
surgeon  in  rural  Nebraska.  Board  certified  or  board  eligible. 
Must  be  licensed  in  Nebraska.  Excellent  benefits.  Great  hunting 
and  fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  N.  Ash, 
Gordon,  NE;  phone  308-282-1164. 


OCCUPATIONAL  MEDICINE  PHYSICIAN.  Full-time  po- 
sition with  a well  established  hospital-based  occupational  med- 
icine clinic  in  the  Kansas  City  area.  BC/BE  in  Occupational 
Medicine  desirable,  but  an  interest  in  occupational  health  with 
a strong  clinical  background  will  be  considered.  Excellent  com- 
pensation package  based  on  guarantee,  plus  incentive  and  a 
comprehensive  benefits  package.  To  learn  more  about  this  op- 
portunity, send  detailed  resume  to  Box  7881 , c/o  this  magazine. 


UROLOGIST:  To  fill  an  established  practice  vacancy  in  a twelve 
physician  multi-specialty  group  with  primary  care  emphasis  in 
an  attractive  Eastern  South  Dakota  university  community  of 
20,000  -I- , served  by  a progressive  50  bed  community  hospital. 
If  a high  quality  of  life  and  a challenging  practice  opportunity 
are  important  to  you,  consider  us.  The  Brookings  Clinic,  P.A. 
offers  early  stockholder  opportunity  to  the  right  candidate,  along 
with  negotiable  starting  salary  and  many  more  corporate  ben- 
efits. Send  curriculum  vitae,  or  contact:  Patrick  Waligoske, 
Administrator,  The  Brookings  Clinic,  P.A.,  400  22nd  Avenue, 
Brookings,  South  Dakota  57006,  telephone  605-692-6236. 


NEVADA:  Family  Practice,  Internal  Medicine,  Pediatrics,  OB- 
GYN,  Radiology:  Immediate  openings  in  several  rural  com- 
munities, guaranteed  salary,  full  benefits  including  paid  mal- 
practice, and  possible  University  affiliation.  No  fee  to  appli- 
cant. Contact  Sherry  Semiatin,  Office  of  Rural  Health,  Reno, 
Nevada  89557-0046;  702-784-4841. 


FAMILY  MEDICINE  LEADER  to  establish  a 3-5  EM  group 
in  Central  Washington  state.  Financially  strong  50-bed  hospital 
with  24-hour  ER  MD  coverage.  Financial  start-up  support  from 
hospital.  Prosperous  irrigated  agricultural  community,  lots  of 
sun,  and  lakefront  living.  The  Friedrich  Group,  Inc.,  9284 
Ferncliff  Northeast,  Bainbridge  Island,  WA  98110. 


FOR  SALE:  1958  Rolls  Royce  Silver  Cloud,  excellent  con- 
dition, clean,  75,000  miles,  $27,500.  Write  Willard  J.  Kiser, 
M.D.,  1446  Willow  Road,  Wichita,  KS  67208,  or  call  316- 
682-3773. 


UNSECURED  SIGNATURE  LOANS  for  Physicians  and  Res- 
idents, $5,000  to  $60,000.  Available  for  any  need,  including 
taxes,  debts,  investments,  relocation,  etc.  No  points  or  fees. 
Best  rates,  level  payments  up  to  six  years.  For  information  and 
application,  call  toll-free  MediVersal  1-800-331-4952,  Dept. 
114. 


Care  Services,  P.A. 


Definitive  Care 
for  Problem  Pregnancies 

5107  E.  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


THIRD  ANNUAL  MEDICINE  UPDATE 
IXTAPA,  MEXICO 

February  12-18,  1989 

Sponsored  by  St.  Joseph  Medical  Center 
Wichita.  Kansas 
Cosponsored  by  KUSM-Wichita 

$750  per  person  (travel  & hotel) 
$125  registration  fee 

20  hours  AMA  Category  1 credit 

Call  316-689-5303  for  information 


Topics  include: 


Infectious  Disease 
Legal  Issues 
Anemia 
Allergy 

Sports  Medicine 

Rhinitis 

Dementia 


Asthma 

Acid  Base 

Breast  Cancer 

Surgical  Abdomen 

Depression 

Substance  Abuse 

Common  Office  Ortho  Problems 
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NOTES 


Aortic  Stenosis  I: 

Recognition  and  Natural  History 


DONALD  L.  VINE,  M.D.,*  Wichita 

Symptomatic  aortic  stenosis  is  one  of  the  few 
heart  diseases  where  a general  consensus  regarding 
surgical  management  exists  in  the  absence  of  ran- 
domized trials. 

Background 

With  the  aging  of  the  American  population  and  the 
decline  of  rheumatic  fever,  degenerative  calcifica- 
tion (48%)  is  displacing  bicuspid  (33%)  and  inflam- 
matory (18%)  etiologies  of  aortic  stenosis  among 
surgical  patients.' 

Although  the  normal  aortic  valve  area  of  4.8  cm^ 
for  men  and  3.7  cm^  for  women^  must  be  reduced 
by  70  to  80%  before  the  stenosis  becomes  moder- 
ately severe  (AVA  <1.1  cm^)  and  by  80  to  90% 
for  severe  stenosis  (AVA  <0.7  cm^),  the  majority 
of  patients  are  not  seen  in  referral  centers  until  the 
condition  is  hemodynamically  moderately  severe. 

Clinical  presentation 

Dyspnea  is  the  most  prevalent  symptom,  followed 
closely  by  angina  and  syncope.  With  increasing  age, 
all  three  symptoms  become  more  common  and  are 
present  in  half  or  more  of  patients  over  age  70.^ 
(See  Figure  1.)  At  any  age,  the  murmur  may  be 
faint  and  the  chest  x-ray  and  electrocardiogram  may 
be  normal.  After  the  age  of  70,  however,  a normal 
electrocardiogram  is  very  uncommon  (Figure  2). 
When  symptoms  are  related  to  hemodynamic  find- 
ings, isolated  dyspnea  is  more  often  associated  with 
severe  stenosis,  elevated  left  atrial  pressure  and  re- 
duced cardiac  output. 

Natural  history 

Natural  history  studies  are  limited  because  most 
symptomatic  patients  found  to  have  significant  aor- 
tic stenosis  undergo  surgery.  In  the  1980s,  two  se- 


*Associate  Professor,  Department  of  Medicine,  University  of 
Kansas  School  of  Medicine-Wichita. 

Address  correspondence  to  Dr.  Vine,  Department  of  Med- 
icine, UKSM-W,  1010  N.  Kansas,  Wichita,  KS  67214. 


Percent 


Figure  1 . Symptomatic  aortic  stenosis:  prevalence  of 
symptoms  by  age  (Lombard  and  Selzer,  397  patients). 


Percent 


Age  group 

Figure  2.  Symptomatic  aortic  stenosis:  frequency  of 
unexpected  findings  (Lombard  and  Selzer,  397 
patients). 

ries  evaluated  the  prognosis  of  patients  who  refused 
or  deferred  surgical  treatment. 

Chizner  et  al.  followed  42  adults  for  up  to  139 
months,  at  which  time  63%  had  died.  When  related 
to  severity,  40%  of  the  patients  initially  presenting 
with  mild  aortic  stenosis  and  77%  of  the  patients 
with  severe  aortic  stenosis  had  died.'* 

The  mean  time  to  death  was  least  for  patients 
presenting  with  syncope,  next  for  angina  and  long- 
est for  congestive  failure,  but  there  were  individuals 
for  each  symptomatic  presentation  who  died  within 
five  months.  Kelly  et  al.  obtained  similar  results  in 

(Continued  on  page  313.) 
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In  moderate  depression  and  anxiety 


1^  74%  of  patients  experienced  improved  sleep 
after  the  first /z.5.  dose^ 

1^  First-week  improvement  in  somatic  symptoms^ 

1^  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


^za«s6 


fOlVJEp  n 


.s. 


,,  ecniK  U QCWtEP,  M.O. 


v/r,tten  substrtutran  Permissible 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

liitibitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 

limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  Vo 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
et al: P^chopharmacology  61 :2\7-225,  Mar 22, 1979, 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  follotving  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  dmgs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitripty’line 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Idblets,  white,  film  -coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  TUblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 


And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

Firs^week  reduction  in  somatic  symptom  J s | ! 


Caution  patients  about  the  combined  effects  of 
Limbilrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Vl. 

limibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  ( 
* Patients  often  presented  with  more  than  one  soma 
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Please  see  summary  of  product  information  inside  back  cover. 
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Introducing  a new"how  to"publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 
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Tell  us 
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hurts. 


Retirement  planning  shouldn’t  be  painful . . but  if  you’re  like  most  physicians,  treating  your 
own  financial  symptoms  can  be  difficult  and  time-consuming.  Knowing  your  options  and 
opportunities  for  retirement.  . .and  then  choosing  the  right  plan  and  funding  vehicles  are  never 
easy.  And  now  changes  in  the  tax  law  require  that  every  existing  retirement  plan  be  updated 
to  ensure  its  continued  tax-qualified  status.  The  wrong  choice  can  really  hurt  your  future. 


We  just  might  have  a cure.  The  KMS  Retirement  Program,  specially  designed  for  the  members 
of  the  Kansas  Medical  Society  by  the  firm  of  Cohen,  Curtis  and  Associates,  Inc.,  which  has 
decades  of  experience  in  counseling  physicians  to  identify  and  meet  their  retirement  plan 
objectives,  offers: 


• Individual  consultation  on  your  objectives,  helping  you  evaluate  your  existing 
retirement  plan  or  choose  a new  one 

• A prototype  retirement  plan.  . .designed  especially  for  the  Kansas  Medical  Society 
and  made  available  through  KMS  Services,  Inc. 

• Customized  retirement  planning.  . .we’ll  design,  implement,  and  administer  it 

• Simple  documentation  support.  . .efficient  administration.  . .and  ongoing  service 

• Access  to  diversified  investment  products  that  best  fit  your  needs 


Cohen,  Curtis  and  Associates,  the  recom- 
mended retirement  planning  source  for 
members  of  KMS,  is  ready  to  work 
with  you,  one-on-one  and  face-to- 
face.  We  can  help  you  see  how 
flexible  your  retirement  plan 
can  be,  helping  you  choose 
from  a wide  range  of  ser- 
vices and  products,  whether 
your  practice  is  organized 
as  a corporation,  part- 
nership, or  sole 
proprietorship. 

Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway 
Suite  345 

Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 


The  KMS  Retirement  Program. 
It  just  may  be  the  cure  you 
need  to  help  make  your 
retirement  painless. 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

■ Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylocoaus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 

- skin  / skin  structure^  - bones  and  joints^^ 

■ Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 
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Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 
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C09327  MLR-261 


TABLETS 

ciprofloxacin  HCI /Miles) 


■ 500  mg  B,LD,  for  most  infections; 

750  mg  B,LD,  for  severe  or  complicated  infections. 


CONVENIENT  a /.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mgfi./.D. 

Severe/Complicated 

750  mg  BID. 

Urinary  Tract* 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms m the  conditions  listed  below: 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumor}iae.  Enterobacter  cloacae, 
Proteus  mirabilis,  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae,  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartii,  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains).  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes. 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens.  and  Pseudomonas 
aeruginosa. 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae.  Serratia 
marcescens,  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganii,  Citrobacter  diversus,  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalls. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexnerIT  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated. 

^Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDtCATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs.  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage.  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION). 

PRECAUTIONS 

General: 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS). 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystallurla  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic.  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions: 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate. 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  In  serum  and  urine  levels  lower  than  desired:  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly. 

As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Information  for  Patients: 

Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal.  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness;  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below: 
Salmonella/Microsome  Test  (Negative) 

£ coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevislae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  In  vivo  test  systems  gave  negative  results: 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy- Pregnancy  Category  C: 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed.  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers: 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk:  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milkof  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS), 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  of 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7,3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3.0%.  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0.6%),  and  central  nervous  system 
(0.4%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vomiting 
(2.0%),  abdominal  pain/discomfort  (1.7%),  headache  (1.2%),  restlessness  (1.1%),  and  rash  (1,1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  of 
quinolones  are  italicized. 

GASTROINTESTINAL:  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM:  (See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina- 
tions, manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face,  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion, erythema  nodosum. 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  In  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL:  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL:  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis, 

CARDIOVASCULAR:  palpitations,  atrial  flutter,  ventricular  ectopy  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY:  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism. 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic-  Elevations  of:  ALT  (SGPT)  (19%),  AST  (SGOT)  (1.7%),  alkaline  phosphatase  (0.8%).  LDH  (0,4%), 
serum  bilirubin  (0.3%). 

Hematologic  - eosinophilia  (0.6%),  leukopenia  (0.4%),  decreased  blood  platelets  (01%),  elevated  blood 
platelets  (0,1%),  pancytopenia  (0.1%). 

Renal  - Elevations  of:  Serum  creatinine  (l.r/o),  BUN  (0  9%). 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED. 

Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase, ; 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, : 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supports 
treatment.  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal  ' 
function  is  compromised. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated  ’ 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION). 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION). 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENCY 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


© April  1988,  Miles  Inc.  Printed  in  U.S  A.  C09327  MLR-261 
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Cover  Story 


It  was  originally  a substantial  residence  two 
blocks  from  the  State  House.  It  would,  one  day,  be 
demolished  and  replaced  by  commercial  buildings, 
in  the  name  of  progress.  Between  construction  and 
demolition,  it  contributed  to  the  medical  lore  of  the 
state  during  a period  when  it  was  known  as  the 
Bethesda  Hospital. 

Its  transition  from  home  to  hospital  reflected  the 
age-old  contention  between  the  young  and  their  el- 
ders. At  the  time,  the  latter  had  a firm  grip  on  the 
privileges,  particularly  surgical,  in  the  local  hos- 
pitals. A group  of  the  young,  finding  this  not  to 
their  liking,  purchased  the  building  and  established 
the  Bethesda  Hospital,  which  subsequently  gained 
its  claim  to  fame.  One  of  the  organizers  was  Dr. 
John  Outland. 

About  this  time,  Emmett  Dalton,  leader  of  the 
Dalton  Gang  and  survivor  of  the  Coffeyville  Mas- 
sacre, who  was  serving  his  term  in  Lansing,  raised 
enough  fuss  about  the  discomfort  from  his  arm 
(which  had  been  wounded  in  the  fracas)  that  it  was 


decided  he  should  have  the  benefit  of  surgery.  The 
original  plan  was  that  he  would  go  to  Kansas  City, 
Mo.  for  this,  but  then  it  was  determined  he  couldn’t 
go  out  of  state.  It  was  decided  that  the  job  would 
be  done  in  Topeka  and,  at  Emmett’s  insistence,  by 
Dr.  Outland  (which,  of  course,  meant  at  Bethesda). 

The  happy  ending  was  that  the  surgery  was  a 
success,  and  Governor  Hoch,  deciding  Emmett  had 
had  enough  punishment,  commuted  his  sentence. 
In  a manner  that  would  warm  a press  agent’s  heart, 
the  patient  subsequently  got  religion,  wrote  a book 
and  spent  his  last  years  in  California. 

Dr.  Outland  moved  to  Lawrence  where,  in  the 
course  of  events,  he  started  the  Kansas  Relays  — 
and  later  got  the  trophy  named  after  him.  Bethesda? 
Well,  as  things  go,  the  young  grew  older  and  found 
places  on  the  staffs  of  the  other  hospitals,  and  Be- 
thesda Hospital  passed  from  the  scene. 

The  cover  photo  is  in  the  collection  of  the  Kansas 
State  Historical  Society. 


Sure  to  be  a best  seller. 


Woodsman  Risk  Services  is 
writing  the  book  on  how  to  reduce 
your  malpractice  insurance  costs. 
That’s  why  we  were  able  to  cut  the 
rates  of  an  Otorhinolaryngology 
Specialist  practicing  in  Kansas 
from  $16,368  to  $9,981  a year. 

Call  us  at  (816)  395-8501.  We’ll 
help  you  treat  your  malpractice 
insurance  ills. 
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WOODSMALL  RISK  SERVICES 

A Woodsman  Company 

Five  Crown  Center 
Kansas  City,  Missouri  64108 
1-800-325-9154 
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EDITORIAL  COMMENT 


RBRV  = {TW)  (1  + RPC)  (1  + AST) 


The  headline  states,  of  course,  the  now  well 
known  equation  developed  by  the  Hsiao  team  in 
laboring  to  bring  forth  changes  in  remuneration  lev- 
els for  physicians’  services.  The  study  was  not  the 
isolated  and  independent  effort  of  a group  of  stat- 
isticians casting  about  for  something  to  do  with  their 
computers.  It  grew  from  the  government’s  (read 
public’s)  certainty  that  medical  care  costs  are  getting 
out  of  control.  The  effort  was  blessed  by  just  about 
everyone  concerned,  and  the  results  are  already 
undergoing  extended  scrutiny  by  various  interested 
parties,  including  the  original  study  group. 

It  is  premature,  of  course,  to  attempt  at  this  point 
any  discussion  of  this  fascinatingly  complex  matter. 
(Thirteen  authors  were  involved  in  the  initial  report, 
and  one  can  imagine  the  number  of  participants  — 
including  physicians,  psychologists,  sociologists, 
statisticians,  computer  analysts,  and  staff  — behind 
them.)  This  initial  report  does  establish  the  param- 
eters and  methodology  but  acknowledges  that 
changes  are  still  certain  to  occur  as  the  matter  is 
tested. 

Even  at  this  early  stage,  it  strikes  us  as  a unique 
phenomenon  in  the  medical  world.  True,  the  matter 
of  physicians’  remuneration  has  been  under  scrutiny 
since  the  first  medicine  man  studied  entrails  or 
danced  around  the  patient  — and  expected  some 
compensation.  It  seems  reasonable,  however,  that 
the  elements  — medical  techniques,  physician  qual- 
ification, government  involvement  (particularly 
economic),  social  awareness,  to  name  a few  — that 
have  come  to  focus  on  the  matter  at  this  time  could 
only  be  products  of  the  current  world  situation. 
Whatever  generic  similarities  we  have  with  the  past, 
and  however  dangerous  it  is  to  make  dogmatic  state- 
ments in  such  a situation,  we  are  breaking  new 
ground. 

It  is  certain  that  medical  attitudes  will  be  mixed 
— despite  the  assurance  that  organized  medicine 
has  been  an  interested  party  in  the  effort  (by  no 
means  assuring  unanimous  physician  interpreta- 
tion). We  speak  of  medical  traditions  and  their  role 
in  physician  performance,  but  this  is  often  an  ac- 
commodation to  current  conditions.  We  suggest  in 
this  connection  that  we  look  back  a century  or  more 


to  the  rise  of  surgery  as  a primary  form  of  medical 
service.  It  was  largely  the  growth  of  reliable  an- 
esthesia and  aseptic  techniques  that  transported  the 
activity  into  a valid  specialty  and  started  it  on  its 
increasingly  sophisticated  way.  Public  and  profes- 
sion alike  became  fascinated  by  this  “freedom”  to 
invade  the  inner  sanctum.  It  was  easy  to  elevate  the 
process  to  the  level  of  high  ceremony  and  endow 
the  priests  with  larger-than-life  qualities  — nor  were 
those  individuals  reluctant  to  enjoy  the  status  and 
material  rewards  (self-determined)  associated  with 
their  efforts. 

The  spread  of  surgical  subspecialties  enhanced 
the  discrepancies  between  the  two  major  divisions 
of  medical  service  remuneration.  Insurance  com- 
panies enjoyed  the  specificity  embodied  in  the  titles 
of  surgical  procedures;  they  were  easier  to  apply 
benefits  to  than  the  variable  non-surgical  conditions. 
If  surgical  charges  were  high,  they  could  be  handled 
by  higher  premiums  — more  understandable  to  their 
clients,  who  readily  accepted  the  higher  figures  re- 
lated to  the  mysteries  of  surgery  as  compared  to 
pneumonia,  heart  attacks  and  those  things  in  which 
the  physician  really  didn’t  have  to  do  anything.  The 
spread  of  health  care  insurance  was  inspired  more 
by  surgical  factors  than  any  other  thing.  Meanwhile, 
the  internists  and  their  non-surgical  compatriots 
fumed. 

Then  the  government  got  into  the  act.  As  it  ac- 
cepted responsibility  (limited)  for  care  of  some,  it 
saw  surgical  procedures  as  the  most  identifiable  fac- 
tor in  pushing  costs  out  of  control.  The  idea  of 
relative  values  of  physicians’  services  had  long  been 
a known,  but  elusive,  problem  for  the  profession. 
Now  the  message  was,  “Get  going!” 

Thus,  concern  — both  governmental  and  profes- 
sional — has  become  manifest  in  this  ambitious 
effort  to  find  some  justifiable  and  viable  way  to 
compare  the  relative  monetary  values  of  various 
medical  services.  Premature  it  may  be,  but  three 
things  should  be  evident.  The  government  will  say 
how  the  plan  is  applied,  its  effects  will  go  far  beyond 
the  groups  to  whom  it  will  apply  — and  it  is  going 
to  affect  physicians  for  a long  time  to  come.  — 
D.E.G. 
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En^lwee  Benefits  Divisioa 


United  Missouri  Bank  announced  Employee  Benefits 
Services  in  ’ 51 . It  didn’t  make  national  headlines.  It  did  make 
a difference. 

Since  then , United  Missouri  has  designed  and  adminis- 
tered employee  benefits  plans  for  thousands  of  professionals. 

Its  team  of  experts  have  offered  the  best  available  and 
most  comprehensive  retirement  plan  services  with  plans  that 
have  included  options  like  Individually  Directed  Accounts, 
401(K)  provisions  and  more. 

In  addition , United  Missouri  has  provided  unparalleled 
service.  Customers  have  taken  advantage  of  trustee  services, 
investment  management,  administration,  and  plan  and 
participant  recordkeeping. 

Tbday,  United  Missouri  continues  to  make  a difference. 
Its  experts  are  helping  professionals  nationwide  develop 
employee  benefits  plans.  They  can  help  your  group.  Call 
United  Missouri  Bank’s  Employee  Benefits  Division  at 
1-800-892-2945  (out  of  state,  1-800-821-7194).  And,  pick 
the  proven  performer. 

lb 

UNITED  MISSOURI  BANK 

Member  FDIC 


P.O.  Box  419226,  Kansas  City,  Missouri  64141  6226 
RO.  Box  1126,  St.  Louis,  Missouri  63188 


MEDICINA  ET  LEX 


Peer  Review  of  Fees  by  Medical  Societies 


WAYNE  T.  STRATTON,  J.D.,*  Topeka 

Peer  review  of  fee  disputes  by  local  medical  so- 
cieties affords  patients,  third-party  payors  and  phy- 
sicians access  to  informed  opinion  concerning  usual 
and  customary  fees  for  particular  medical  services 
and  procedures.  Many  medical  societies  fear,  how- 
ever, that  such  fee  complaints  review  will  provoke 
possible  antitrust  liability  or  investigation  by  the 
Federal  Trade  Commission. 

The  primary  statement  on  peer  review  of  fee  com- 
plaints by  professional  medical  societies  was  pub- 
lished in  the  FTC’s  Advisory  Opinion  to  Iowa  Den- 
tal Association  (CCFl  Trade  Req.  Rep.  Sec.  22,205). 
According  to  Iowa  Dental,  the  FTC  determined  that 
fee  review  by  state  medical  societies  is  permissible, 
provided  that  certain  safeguards  are  followed: 

1 . That  the  program  is  purely  voluntary  and  that 
there  be  no  proceeding  unless  each  side  agrees  to 
participate; 

2.  That  all  determinations  be  purely  advisory  in 
nature,  with  no  sanctions  imposed; 

3.  That  the  patient  be  informed  of  the  voluntary 
advisory  nature  of  the  process  and  that  certain  meas- 
ures are  followed  to  insure  that  a fair  hearing  is 
provided; 

4.  That  all  deliberations  and  determinations  of 
the  review  panel  are  entirely  confidential; 

5.  That  there  is  only  mediation  of  a specific  fee 
rather  than  any  collective  sanctioning  of  fee  levels 
or  particular  practices. 

Iowa  Dental  is  useful  as  a model  of  a fee  review 
program  that  should  carry  little  risk  of  concern  about 
price  fixing  or  regulation. 

The  AMA  judicial  opinions  also  provide  guidance 
in  the  evaluation  of  fee  complaints  by  local  medical 
societies.  The  AMA  outlines  the  following  factors 


*KMS  Legal  Counsel. 

Comments  appearing  herein  are  not  intended  as  a substitute 
for  legal  analysis  or  advice.  Answers  to  legal  questions  depend 
largely  upon  the  particular  facts  of  a case.  The  reader  is  urged 
to  consult  an  attorney  for  answers  to  specific  legal  questions. 

These  comments  do  not  necessarily  represent  the  views  of 
Kansas  Medicine,  or  the  Kansas  Medical  Society.  For  further 
information,  contact  Mr.  Stratton,  215  E.  8th,  Topeka,  KS 
66603,  1-800-332-0248. 


to  be  considered  when  assessing  the  reasonableness 
of  a fee: 

1.  The  difficulty  and/or  uniqueness  of  the  ser- 
vices rendered  and  the  time,  skill  and  experience 
required  for  adequate  performance  of  the  procedure; 

2.  The  fee  customarily  charged  in  the  local  area 
for  similar  medical  services; 

3.  The  amount  of  the  charges  involved; 

4.  The  quality  of  the  performance; 

5.  The  nature  and  length  of  the  professional  re- 
lationship with  the  patient;  and 

6.  The  experience,  reputation  and  ability  of  the 
physician  in  performing  the  kind  of  services  in- 
volved. 

In  conclusion,  it  is  recognized  that  peer  review 
of  fees  is  an  important  element  of  professional  self- 
regulation. It  is  essential  that  the  peer  review  proc- 
ess be  purely  advisory  and  voluntary.  The  FTC  cau- 
tioned that  “competition  will  be  best  protected  if 
all  concerned  parties  view  fee  peer  review  as  a means 
of  mediating  specific  fee  disputes,  rather  than  a 
process  for  the  collective  sanctioning  of  fee  levels 
or  particular  practices.’’  The  commission  further 
stated  that  it  “believes  that  limited  dissemination 
of  fee  decisions  by  the  peer  review  panels  is  crucial 
if  the  program  is  to  serve  as  a mediation  service, 
rather  than  a means  to  facilitate  price  fixing  or  coer- 
cion.’’ 
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Dodge  City 
316-225-0884 


Lavona  Dyck 

Wichita 

316-269-2674 


Jim  Clouse 

Wichita 

316-269-2674 


Bob  Smith 

Topeka 

913-295-4651 


Pat  Toda 

Topeka 

913-295-4716 


Our  Professional  Relations  Reps 

make  office  visits. 


If  you  need  special  help  from 
Blue  Cross  and  Blue  Shield  of 
Kansas,  give  your  Professional 
Relations  Representative  a call. 
The  representative  in  your 
area  will  be  glad  to  visit  with 
you  in  your  office.  Consult  the 


map  for  the  name  of  your 
Professional  Relations 
Representative. 

You  can  also  use  our  HOT 
LINE  number  (1-800-432-3587) 
to  leave  a message  for  your 
representative. 


^Johnson  and 
Wyandotte  counties 
are  served  by  the 
Greater  Kansas  City 
Blue  Cross  and  Blue 
Shield  Plan. 


Blue  Cross  and  Blue  Shield 

of  Kansas 

1133  TOPEKA  AVE.,  TOPEKA.  KANSAS  66612 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


An  equal  opportunity  employer 


Wyandotte  County  Society 

Starts  Program  for  Medically  Indigent 


The  Wyandotte  County  Medical  Society  has 
launched  a new  program  for  the  medically  indigent. 
For  the  past  year,  a task  force  composed  of  repre- 
sentatives of  the  Wyandotte  County  Medical  Society 
and  local  social  service  agencies  have  been  meeting 
to  discuss  the  plight  of  people  in  their  county  who 
have  no  jobs  and  no  health  insurance,  and  who  are 
therefore  reluctant  to  seek  medical  care. 

A survey  published  by  United  Way  of  Wyandotte 
County  in  September  1987  revealed  that  almost  20% 
of  the  county’s  population  can  be  considered  med- 
ically distressed.  “The  cost  of  health  insurance  is 
a significant  part  of  this  problem,’’  said  Harold  L. 
Esrig,  D.O.,  President  of  the  Wyandotte  County 
Medical  Society.  ‘ ‘Many  people  have  only  part-time 
jobs  or  are  unemployed,  and  they  can’t  afford  health 
insurance.  They  buy  food  for  their  families,  and 
they  gamble  that  they  won’t  get  sick.’’ 

“Doctors  have  always  treated  indigent  patients 
at  no  charge,’’  said  Virginia  T.  Gruendel,  M.D., 
chairman  of  the  Public  Health  and  Welfare  Com- 
mittee of  the  medical  society.  “We  decided  that  we 
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IJOcmert^jKoith 

Care  Services,  P.A. 

Definitive  Care 
for  Problem  Pregnancies 

5107  E,  Kellogg  • Wichita,  Kansas  67218 
(316)  684-5108 

George  R.  Tiller,  M.D.,  DABFP 

Medical  Director 


wanted  to  make  an  organized  effort  to  address  the 
problem.  Our  goal  is  to  provide  access  to  quality 
medical  care  regardless  of  ability  to  pay.’’ 

As  a result  of  the  work  of  the  task  force,  MED- 
HELP,  a health  care  program  for  the  medically  in- 
digent in  Wyandotte  County,  is  now  operational.  It 
includes  free  physicians’  service,  medications  and 
hospital  services  and  is  designed  to  assist  residents 
of  Wyandotte  County  who  require  urgent,  but  not 
emergency,  medical  care.  To  qualify  for  the  pro- 
gram, applicants  must  be  unemployed,  have  no 
health  insurance,  and  be  ineligible  for  Medicare  or 
Medicaid. 

Processing  for  the  program  is  done  by  several 
social  agencies  in  Kansas  City,  who  interview  ap- 
plicants and  ask  them  to  fill  out  a form  requesting 
medical  assistance.  If  the  application  is  approved, 
the  agency  contacts  the  Wyandotte  County  Medical 
Society  for  an  appointment  with  one  of  more  than 
125  physicians  who  have  agreed  to  provide  free 
medical  care  to  MEDHELP  participants.  Fourteen 
pharmacies  in  the  county  have  arranged  to  provide 
medicine  at  or  near  cost  to  the  MEDHELP  program. 

Providence-St.  Margaret  Health  Center,  Bethany 
Medical  Center  and  the  University  of  Kansas  Med- 
ical Center  will  provide  inpatient  hospital  care  to 
MEDHELP  participants.  The  hospitals  will  also 
provide  outpatient  x-ray  and  laboratory  work  for 
these  patients,  as  ordered  by  MEDHELP  partici- 
pating physicians. 

A grant  of  $7,500  from  the  Human  Services  Fund 
of  Kansas  City  will  help  participants  in  the  program 
buy  prescriptions  and  other  expendable  medical  sup-  I 
plies.  All  administrative  costs  will  be  borne  by  the  | 
Wyandotte  County  Medical  Society  and  the  social  I 
service  agencies  participating  in  the  program.  For 
information  about  MEDHELP,  call  (913)  371-3674. 
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Impaired  Physician  Program 

1-800-332-0156 

For  information  concerning  the  Impaired  Physician  Program  of  KMS  or  to  get  help  for  an  impaired  colleague, 
yourself  or  your  spouse,  please  contact  the  KMS  office  or  the  contact  person  in  your  area.  All  information 
and  identities  will  be  held  in  strictest  confidence.  This  program  is  an  advocacy  program  with  emphasis  on 
identification  and  treatment  of  impaired  individuals  with  the  least  disruption  in  their  daily  lives. 


Elizabeth  Alexander,  M.D.,  316-261-2607 

Wichita  316-261-2622 

Bradley  H.  Barrett,  M.D., 

Neodesha 316-325-3055 

Thomas  A.  Bauer,  M.D., 

Hutchinson 316-663-6121 

John  A.  Billingsley,  Jr.,  M.D., 913-755-3151 

Olathe,  Chairman  Ext.  711 

L.  Then  Bloom,  M.D.,  Pratt  316-672-9297 

David  H.  Clark,  M.D.,  Salina  913-825-8221 

Modesto  Gometz,  M.D.,  Pittsburg  316-231-2490 
Victor  H.  Hildyard  II,  M.D., 

Colby  913-462-3332 

Rodney  Jones,  M.D.,  Wichita  316-687-2527 

Robert  R.  Laing,  M.D., 

Kansas  City  913-371-4301 

Connie  M.  Marsh,  M.D.,  Halstead  316-835-3435 
James  I.  Morgan,  M.D.,  Wichita  . 316-522-2266 


Ivan  E.  Rhodes,  M.D.,  Wichita  ...  316-685-9289 
Timothy  M.  Scanlan,  M.D., 

Wichita  316-689-4850 

Alex  Scott,  M.D.,  Junction  City  ...  913-238-2518 

Richard  Siemens,  M.D.,  Lyons 316-257-5124 

George  R.  Tiller,  M.D.,  Wichita  ..  316-684-5255 
Don  R.  Tillotson,  M.D.,  Ulysses  ...  316-356-1261 
Karen  Trudeau  (Auxiliary), 

Derby  316-788-4593 

Donald  R.  Tucker,  M.D., 

Lawrence  913-232-4566 

Virginia  L.  Tucker,  M.D.,  Topeka  913-296-1205 
Wayne  O.  Wallace,  Jr.,  M.D., 

Atchison  913-367-7300 

Nancy  Jane  Welsh,  M.D.,  913-272-3111 

Topeka  Ext.  533 

A.  T.  Wittman,  M.D.,  Pratt 316-672-5555 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the  morning 
mail.  If  so,  you’ll  want  the  best  professional  help. 
You’ll  want  a Medical  Protective  General  Agent. 

Professional  liability  coverage  is  our  only  business. 
And  we’ve  been  providing  it  for  almost  100  years. 
Our  agents  live  in  the  territories  they  serve  so  they 
understand  the  local  legal  climate.  And  with  the 
extensive  resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to  answer 
your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence  charge. 
When  that  day  comes  and  your  professional  reputa- 
tion is  on  the  line,  you’re  going  to  want  all  the  help 
you  can  get.  To  make  sure  you  have  it,  contact  your 
Medical  Protective  General  Agent  today. 

Ut!iL25 

' y .T  at/  fell » j t'-vo/iy. 


Thomas  E.  Meierant,  Gregory  Sherar 

Suite  290,  7500  West  95th  Street,  P.O.  Box  12128,  Overland  Park,  KS  66212,  (913)  381-4222 
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\buVe  Spent  A Lifetime 
Building  Yoar  Practice. 


Can  you  chance  having  a disability  take 
it  away? 

Did  you  know  that  on  the  average,  your  chances 
of  suffering  a long  term  disability  between  the 
ages  of  32  and  72  are  almost  three  times  as  great 
as  your  chances  of  dying?  In  fact,  forty-eight 
percent  of  all  mortgage  foreclosures  are  due  to 
disability. 

With  disability  income  insurance  from  Connect- 
icut Mutual,  you  can  protect  yourself  from  the 
financial  losses  incurred  during  a long  term  dis- 
ability or  illness  which  could  take  away  that 
which  you  have  worked  long  and  hard  to  build. 

The  KMS  DISABILITY  INCOME  AND 
BUSINESS  OVERHEAD  INSURANCE 
PROGRAM  is  specially  designed  for  the 
members  of  the  Kansas  Medical  Society  by 
the  firm  of  Cohen,  Curtis  and  Associates,  Inc. 


Cohen,  Curtis  and  Associates,  has  long  been 
known  for  their  expert  counseling  of  physicians. 
For  almost  30  years  they  have  provided  insur- 
ance and  financial  products  to  physicians. 

The  KMS  DISABILITY  INCOME  AND 
BUSINESS  OVERHEAD  INSURANCE 
PROGRAM  features: 

■ 15%  discount  on  premiums  (up  to  25%  for 
non-smokers!) 

■ Non-cancellable  and  guaranteed  continu- 
able  Disability  coverage  to  age  65. 

■ Guaranteed  premiums. 

■ Guaranteed  acceptance  for  all  association 
members. 

■ Individually  owned  policies. 

If  you  would  like  more  information  on  this 
valuable  coverage,  mail  us  the  coupon  below 
or  call  (816)  932-9420  or  our  toll-free  number 
800-747-9420. 


I'd  like  more  information  on  the  KANSAS  MEDICAL  SOCIETY 
DISABILITY  INCOME  AND  BUSINESS  OVERHEAD 
INSURANCE  PROGRAM. 


Name 


Address 


CITY  STATE  ZIP 

( ) 

Phone 

Connecticut  Mutual  Life  Insurance  Company  (Hartford,  CT),  its 
subsidiaries  and  affiliates. 


Cohen, 

Curtis  and 
Associates,  Inc. 

One  Ward  Parkway,  Suite  345 
Kansas  City,  Missouri  64112 
1-816-932-9420 
1-800-747-9420 

An  associate  of  the  ffl,Alliance 


SCIENTIFIC  ARTICLES 


Pelvic  Neurilemmoma:  Case  Report  and 
Literature  Review 

CHRIS  D.  STONE,  M.D.,*  JOHN  ILIOPOULOS,  M.D.,t  AND 
JOHN  C.  WEED,  JR.,  M.D.,*  Kansas  City 


Pelvic  neurilemmoma  is  an  extremely  rare  tumor, 
with  only  twenty  tumors  reported  that  fulfill  the 
diagnostic  criteria  established  by  Stout  in  1935.' 
Kemmann  and  associates^  reported  13  collected 
cases;  however,  most  reports  concern  single  pa- 
tients. The  authors  report  an  additional  case  which 
highlights  the  difficulties  of  diagnosis  and  the  po- 
tential hazards  of  treatment.  A patient  with  a solitary 
benign  pelvic  neurilemmoma  is  presented.  The  im- 
portant aspects  of  neurilemmomas  are  reviewed  in- 
cluding incidence,  etiology,  pathogenesis,  diagno- 
sis, and  treatment. 

Case  Report 

A 52-year-old  white  female  nullipara  was  found  to 
have  an  asymptomatic  pelvic  mass  during  a routine 
examination  by  her  family  physician.  The  only  his- 
tory of  medical  illness  was  for  a non-toxic  goiter 
diagnosed  25  years  previously  and  treated  by  hor- 
mone replacement  therapy.  She  denied  any  previous 
operations.  The  family  history  was  strongly  positive 
for  malignancy.  Her  father  and  two  paternal  aunts 
had  acute  lymphocytic  leukemia,  her  maternal 
grandmother  had  breast  cancer,  and  a maternal  aunt 
had  an  unspecified  gynecologic  malignancy.  The 
review  of  systems  was  positive  for  tinnitus  of  two 
years’  duration.  Physical  exam  showed  a well  de- 
veloped, well  nourished  female  of  175  cm.  and  81.41 
kgm.  Vital  signs  were  within  normal  limits.  Exter- 
nal examination  revealed  an  intermittent  systolic 
murmur;  otherwise,  there  were  no  abnormalities. 
Pelvic  exam  showed  a 6x10  cm.  firm  posterior  mass 
separate  from  the  uterus  and  adherent  to  the  left 
pelvic  sidewall.  Sonography  showed  a solid  5x6 
cm.  mass.  Cervical  cytology  and  endometrial  bi- 
opsy were  normal.  Chest  x-ray,  IVP,  barium  enema, 

*Department  of  Gynecology  and  Obstetrics,  KUMC. 
tDepartment  of  Thoracic  and  Vascular  Surgery,  KUMC. 

Address  correspondence  and  reprint  requests  to  Dr.  Weed  at 
Department  of  Gynecology  and  Obstetrics,  KUMC,  39th  & 
Rainbow  Boulevard,  Kansas  City,  KS  66103. 


liver  function  tests,  CEA  and  CBC  were  all  within 
normal  limits.  The  mass  was  felt  to  be  either  ovarian 
cancer  or  a retroperitoneal  tumor. 

At  operation  the  uterus,  tubes  and  ovaries  showed 
no  gross  abnormalities.  The  mass  was  found  to  be 
retroperitoneal  and  fixed  to  the  left  posterior  side- 
wall.  The  location,  appearance,  and  consistency  led 
to  the  presumptive  diagnosis  of  lymphoma;  how- 
ever, no  other  gross  adenopathy  was  noted  in  the 
abdomen  or  pelvis.  Total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy  were  per- 
formed, as  was  a needle  biopsy  of  the  mass.  The 
anatomically  fixed  location  among  the  hypogastric 
veins  and  proximity  to  the  sacral  plexus  were  con- 
sidered in  the  decision  to  treat  with  other  modalities. 
The  diagnosis  of  neurilemmoma  was  established  on 
permanent  sections.  A CT-scan  showed  no  involve- 
ment of  sacral  plexus,  and  the  patient  was  resched- 
uled for  removal  of  the  mass.  The  operation  was 
performed  by  GYN  oncologic  and  vascular  sur- 
geons, and  the  tumor  was  resected  without  apparent 
injury  to  the  neural  structures.  The  patient  had  an 
uneventful  convalescence  and  was  discharged  on  the 
fourth  postoperative  day. 

Pathologic  findings  showed  two  fragments,  one 
5. 0x4. 8x1.0  cm.,  and  one  4. 0x3. 0x1.0  cm.,  tan- 
yellow  and  soft,  with  moderate  amount  of  hemor- 
rhage, appearing  loosely  encapsulated.  Microscopic 
examination  showed  a partially  encapsulated  mass, 
Antoni  A and  Antoni  B areas  with  certain  large 
numbers  of  xanthoma  cells  with  occasional  Verro- 
cay  bodies  and  areas  of  recent  hemorrhage.  The 
final  diagnosis  was  neurilemmoma. 

Discussion 

Despite  preoperative  testing,  the  diagnosis  of  neu- 
rilemmoma is  a challenge.  Tissue  sampling  is  re- 
quired for  a definitive  diagnosis.  The  case  of  an 
unusual  pelvic  tumor  is  presented,  which  illustrates 
the  difficulty  in  diagnosis  and  treatment. 

The  description  of  neurilemmoma  was  published 
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by  Stout*  in  1935  to  designate  benign  neoplasia  of 
the  nerve  sheath,  as  contrasted  with  fibromas,  neu- 
rofibromas of  von  Recklinghausen  or  the  various 
malignancies  of  nerve  cells.  Neurilemmomas  are 
specific  encapsulated  tumors  composed  of  highly 
differentiated  tissue  which  is  characteristic  of  the 
nerve  sheath. 

The  age  at  diagnosis  of  the  reported  21  cases 
ranges  from  22  to  69  (mean  33)  years.  Thirteen 
patients  were  parous,  five  were  childless,  and  three 
had  parity  uiurecorded.  Symptoms  varied  from  ab- 
dominal pain  to  uterine  dystocia  to  difficulty  void- 
ing. Four  tumors  were  incidental  findings  at  sur- 
gery. 

A.  P.  Stout’s*  1935  paper  credits  Verrocay  as  the 
fost  that  described  the  histologic  findings  and  coined 
the  term  “neuriroma”  in  1910.  Since  then,  many 
other  names  have  been  described,  such  as  “peri- 
neural fibroblastoma,’’  “schwannoma,”  and  “pe- 
ripheral glioma.”  This  has  led  to  much  confusion. 
Stout  redefined  the  terms  to  mean  nerve  sheath  tu- 
mor, and  not  nerve  fiber  tumor. 

In  a general  review  of  all  neurilemmomas.  Das 
Gupta^  studied  303  cases  of  benign  neurilemmomas 
from  all  sites  and  reported  that  18%  of  them  oc- 
curred in  cases  of  frank  or  suspected  von  Reckling- 
hausen’s disease.  He  also  reported  neurilemmoma 
was  associated  with  malignant  tumor  in  16%  of  the 
cases.  Seven  percent  of  the  cases  had  history  of 
treatment  for  cancer,  5%  had  synchronous  cancers, 
and  4%  developed  cancer  later.  The  most  common 
tumors  involved  cancer  of  the  skin,  breast  and  GI 
tract. 

Little  has  been  written  on  the  etiology  of  neuri- 
lemmoma. In  Hennessee’s"*  review  there  was  no 
statistical  predilection  of  finding  the  lesions  in  either 
sex,  and  it  was  noted  that  they  also  may  arise  with 
no  evidence  of  genetic  predisposition.  Martuza^  et 
al.  found  a high  incidence  of  progesterone  and  es- 
trogen receptors  in  neurilemmomas,  meningiomas 
and  neurofibromas.  ChetkowskL  et  al.  also  found 
high  levels  of  both  progesterone  and  estrogen  re- 
ceptors in  the  neurilemmomas  reported.  Although 
the  percentage  of  positive  cases  in  both  sexes  is 
approximately  equal,  the  amount  of  circulating  hor- 
mones available  for  attachment  to  the  receptors  is 
not  the  same  in  both  sexes  and  may  explain  some 
of  the  sex-related  differences  in  the  expression  of 
the  disease. 

Hennessee"*  describes  these  tumors  grossly  as  en- 
capsulated masses  which  are  well  demarcated  from 
the  surrounding  soft  tissue.  The  involved  nerve  usu- 
ally is  pushed  to  one  side,  with  only  a few  fibers 
stretched  over  the  surface  of  the  mass.  The  smaller 


tumors  are  white,  fusiform  or  rounded,  firm  and 
well  circumscribed.  The  larger  masses  are  irregu- 
larly lobulated  and  grayish  or  yellowish-white  in 
color,  with  some  containing  hemorrhagic  cysts. 

Microscopically  there  is  a central  core  of  soft 
tissue  surrounded  by  a capsule  derived  from  the 
perineurium.  The  central  core  is  made  of  two  types 
of  tissues;  Antoni  type  A tissue,  and  Antoni  type 
B,  in  varying  proportions.  The  Antoni  type  A tissue 
consists  of  spindle-shaped  cells  arranged  compactly 
into  two  groups  with  a palisading  nuclear  alignment 
consisting  of  oval  nuclei  in  the  same  transverse  plane. 
On  either  side,  or  on  one  side  only,  is  a fibrillar 
band  parallel  to  the  nuclei.  The  palisading  is  path- 
ognomonic for  a schwannoma,  although  inconsis- 
tently found  in  all  sections.  The  Antoni  type  B tissue 
is  more  loosely  arranged  than  type  A tissue  and 
consists  of  vacuoles.  The  cystic  stroma  contains 
large  bundles  of  collagen  and  cellular  debris.  In 
many  sections,  double  palisading  of  nuclei  enclos- 
ing homogeneous  areas  of  collagen,  known  as  Ver- 
rocay bodies,  are  present. 

Primary  retroperitoneal  tumors  are  difficult  to  di- 
agnose and  are  rarely  considered  when  an  abdom- 
inal mass  is  diagnosed.  Proximity  of  the  tumor  to 
kidneys,  adrenals,  pancreas,  liver,  spleen,  stomach 
and  colon  often  generates  an  incorrect  assumption 
that  it  originates  in  one  of  these  organs;  therefore, 
a thorough  knowledge  of  the  retroperitoneal  space, 
as  well  as  the  types  and  incidences  of  tumors  found 
there,  aids  in  the  diagnosis. 

Ackerman’  also  developed  a classification  system 
for  tumors  in  the  retroperitoneal  space  as  follows: 
1)  tumors  of  mesodermal  origin;  2)  tumors  of  neu- 
rogenic origin;  3)  remnants  of  renal  blastema;  4) 
tumors  arising  from  embryonic  remnants  — benign 
and  malignant  teratomas,  chordomas;  and  5)  met- 
astatic malignant  tumors. 


TABLE  1 

BENIGN  RETROPERITONEAL  TUMORS, 
COLUMBIA,  1905-1951 


Cysts  of  caudal  gut  23% 

Pheochromocytoma  19% 

Granular  cell  myoblastoma  15% 

Leiomyoma  8% 

Neurofibroma  8% 

Xanthogranuloma  7% 

Lipoma  5% 

Ganglioneuroma  5% 

Paraganglioma 3% 

Dermoid  cyst 3% 

Papillary  cystadenoma  3% 

Adenoma  1 % 

Neurilemmoma  1% 
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TABLE  2 

MALIGNANT  RETROPERITONEAL  TUMORS, 
COLUMBIA  1905-1951 


Lymphosarcoma  19% 

Liposarcoma  13% 

Leiomyosarcoma  11% 

Hodgkin’s  disease  10% 

Embryonal  carcinoma  9% 

Sympathicoblastoma  7% 

Hemangiopericytoma 7% 

Metastatic  carcinoma  of  unknown  origin  ....  5% 

Teratoma  2% 

Rhabdomyosarcoma 2% 

Mesenchymoma  2% 

Fibrosarcoma 2% 

Myxoma  1% 

Malignant  schwannoma  1% 

Leukemia  1% 

Chordoma 1 % 

Malignant  Melanoma  0.4% 

Suprarenal  cortical  carcinoma 0.4% 

Dysgerminoma  0.4% 


The  incidence  of  benign  retroperitoneal  tumors 
at  Columbia  University  from  1905  to  1951,  with  a 
total  of  75,  is  presented  in  Table  1.  Malignant  ret- 
roperitoneal tumors  at  Columbia  University  during 
the  same  interval  totaled  265  and  are  presented  in 
Table  2. 

Pelvic  neurilemmomas  may  present  in  many  ways. 
Neurilemmomas  are  slow-growing  tumors. 
Madones*  feels  that  the  tumor  begins  to  develop 
when  the  patient  is  in  her  twenties.  The  symptoms 
begin  after  about  10  years.  There  is  speculation  that 
estrogen  and  progesterone  play  a part  in  the  growth 
of  the  tumor, which  could  explain  the  increased 
incidence  of  these  tumors  in  the  reproductive  age 
range.  Other  tumors  may  present  as  abnormal  “la- 
bor” causing  dystocia.  Physical  examination  will 
show  a pelvic  mass  that  could  be  attached  to  the 
uterus,  tubes,  ovary,  cervix  or  presacrum. ^ Son- 
ography will  show  a well  encapsulated  mass,  pos- 
sibly filled  with  cystic  fluid,  attached  to  the  above- 
named  organs.  Since  the  tumors  usually  are  allowed 
to  grow  to  large  sizes,  they  can  displace  the  normal 
radiographic  anatomy  of  the  pelvis.  Displacement 
or  obstruction  of  ureters  may  cause  hydronephrosis 
and  renal  failure.  Displacement  and  obstruction  of 
the  bowels  or  stomach,  or  thrombosis  of  the  iliac 
vessels  or  inferior  vena  cava,  causing  edema  of  the 
lower  extremities,  may  be  present.  Neurilemmomas 
may  grow  into  the  mesentery  of  the  large  and  small 
intestines  or  over  the  sacral  promontory.  However, 
the  diagnosis  must  be  established  by  histologic  or 
cytologic  samples.  IVP,  arteriography,  ultrasound, 
CT,  needle  aspiration  and  biopsy,  vena  caval  venog- 


raphy and  gastrointestinal  contrast  films  can  aid  in 
the  diagnosis  by  eliminating  other  more  common 
lesions.’ 

Surgical  excision  is  the  treatment  of  choice  for 
neurilemmomas. Once  bone  invasion  is  ruled  out, 
a transabdominal  approach  is  better  tolerated  by  the 
patients  and  has  the  same  efficacy  as  the  transsacral 
approach  for  pelvic  tumors.  Low-lying  lesions  may 
also  be  approached  vaginally.*  At  surgery  the  tumor 
may  be  highly  vascularized,  and  blood  loss  may  be 
substantial,  with  a range  of  650  cc.  to  2500  cc. 
being  reported.  Dissection  itself  may  be  difficult 
due  to  proximity  to  pelvic  vessels,  ureters  and  nerves. 
Misinterpretation  of  specimens  as  sarcoma  at  time 
of  frozen  section  can  complicate  the  treatment  plan.^ 
Radiation  therapy  is  ineffective,  postpones  defini- 
tive surgery,'^  and  increases  the  incidence  of  post- 
operative complications. 

Conclusion 

Pelvic  neurilemmoma  in  the  Ob/Gyn  population  is 
an  exceedingly  rare  tumor,  with  only  21  reported 
cases.  Strict  criteria  must  be  kept  when  reporting 
such  tumors  so  statistical  correlations  may  be  ob- 
tained. The  important  aspects  of  neurilemmomas 
have  been  discussed,  as  was  the  differential  diag- 
nosis of  retroperitoneal  tumors.  The  treatment  of 
choice  is  surgery,  with  a good  prognosis.  However, 
Das  Gupta^  reported  some  correlation  with  other 
malignancies,  a statement  which  needs  further  re- 
search. The  hypothesis  of  hormonal  receptors  and 
their  participation  in  accelerated  growth  has  much 
potential  to  help  explain  the  age  distribution  of  these 
tumors,  and  possibly  aid  in  the  treatment,  but  more 
research  must  be  done  in  this  field  to  provide  def- 
inite answers. 
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Child  Abuse:  A Case  Presentation 


WESLEY  SCHMIDT,  M.D.,*  Wichita 

Unfortunately,  child  abuse  and  neglect  are  en- 
countered in  family  practice.  The  identification  of 
high-risk  families  can  allow  early  intervention, 
thereby  possibly  preventing  the  escalation  of  family 
violence.  Physicians  are  legally  required  to  report 
suspicious  cases,  and  professional  help  is  readily 
available  to  assist  in  identifying  the  degree  of  the 
problem.  This  paper  describes  a case  which  illus- 
trates many  common  features  of  child  abuse. 

Case  History 

A three-year-old  white  female  was  brought  to  the 
office  for  treatment  of  a head  injury,  reported  by 
the  mother  to  have  been  caused  by  a fall  down  the 
stairs  three  weeks  earlier.  On  the  morning  of  pres- 
entation, the  mother  had  returned  from  her  night- 
shift  job  to  find  her  daughter  drifting  in  and  out  of 
consciousness.  She  seemed  extremely  concerned 
about  the  severity  of  her  daughter’s  illness  and  broke 
down  crying  several  times  during  the  initial  inter- 
view. 

The  child  appeared  macrocephalic  due  to  a large 
subcutaneous  hematoma,  which  extended  around  the 
scalp,  bulging  over  the  frontal  area  and  surrounding 
the  right  orbit.  Additional  injuries  included  recent 
bruises  to  both  thighs  resulting  in  swelling  and  pain. 
There  were  numerous  chronic  bruises  over  the  back 
and  buttocks. 

The  child  was  admitted,  and  an  emergency  CT 
scan  of  the  head,  a skeletal  survey,  and  a bone  scan 
of  the  entire  body  were  performed.  No  fractures  or 
significant  neurological  deficits  were  found.  Sig- 
nificant lab  findings  included  Hb:5.3  and  Hct:16.6. 
CSF  studies  were  normal.  There  was  no  evidence 
of  sexual  abuse.  Blood  transfusions  were  given,  and 
the  child  made  a full  physical  recovery  with  sup- 
portive and  symptomatic  treatment. 

The  mother  had  been  a patient  several  years  pre- 
viously, and  her  medical  record  contained  a refer- 
ence to  being  beaten  by  her  boyfriend.  This  same 
boyfriend  denied  responsibility  for  the  child’s  cur- 
rent injuries,  although  he  did  say  that  he  believed 
strongly  in  discipline.  He  left  town  shortly  afterward 
and  has  not  returned.  Although  not  confirmed,  it 
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has  been  assumed  that  the  child’s  injuries  were  in- 
flicted by  the  boyfriend  while  he  babysat  for  the 
child  in  the  evenings. 

The  Child  Protection  Team  in  the  Medical  Center 
and  the  Social  and  Rehabilitation  Services  were  ac- 
tively involved  throughout  the  child’s  stay  in  the 
hospital.  After  evaluating  the  situation,  it  was  de- 
termined that  the  child  would  be  safe  living  with 
the  mother  in  the  maternal  grandmother’s  home. 

Regular  home  visits  by  a social  service  repre- 
sentative and  weekly  follow-up  visits  in  the  Family 
Practice  Center  demonstrated  a healthy  relationship 
between  child  and  mother  and  good  recovery  from 
the  physical  trauma.  The  mother  has  remained  with- 
drawn and  difficult  to  assess. 

Discussion 

Child  abuse  is  defined  as  “one  where,  through  pur- 
posive acts  or  marked  inattention  to  a child’s  basic 
needs,  behavior  of  a parent,  substitute  or  other  adult 
caretaker,  caused  foreseeable  and  avoidable  injury 
or  impairment  to  a child,  or  materially  contributed 
to  unreasonable  prolongation  or  worsening  of  an 
injury  or  impairment.’’’ 

The  SRS  filed  22,362  reports  of  abuse  and  neglect 
in  Kansas  from  July  1985  to  June  1986,  of  which 
5,190  were  confirmed.^  Nationwide,  3.2%  of  re- 
ported cases  involved  serious  physical  injury.' 

The  estimated  national  incidence  of  child  abuse 
and  neglect  is  more  than  600,000  annually,  although 
only  one-third  of  these  have  been  reported  to  the 
local  child  protective  service  agencies.  The  mag- 
nitude of  the  problem  has  stimulated  the  creation 
of  numerous  national  and  local  programs  aimed  at 
child  abuse  prevention. 

A recent  study ^ of  more  than  70,000  reported  and 
unreported  abuse  cases  indicated  that  black,  low- 
income  families  were  more  likely  to  be  reported, 
whereas  child  abuse  in  white,  higher-income  fam- 
ilies was  more  likely  to  go  unreported.  The  mother 
was  found  to  be  the  maltreater  in  49.6%  and  per- 
mitted the  abuse  to  continue  in  8.3%.  Almost  one- 
half  of  the  family  units  had  no  father.  In  this  study, 
physical  abuse  was  the  most  common  presentation, 
constituting  35.5%.  Sexual  abuse  was  determined 
in  9.4%,  and  emotional  abuse  and  various  forms  of 
neglect  were  alleged  in  the  remaining  cases. 

Primary  care  physicians’  efforts  should  be  aimed 
at  identifying  high-risk  families  and  preventing  the 
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occurrence  of  abuse.  Some  of  the  high-risk  groups 
include  poor,  unmarried  mothers,  disruptions  in  early 
mother-infant  interactions  (e.g.,  infrequent  parental 
visits  to  infants  receiving  intensive  care)  and  poor 
quality  mother-infant  relationships  in  the  delivery 
room  and  during  the  first  few  days  after  birth.  Pre- 
ventive measures  include  emphasis  on  a holistic, 
family-centered  approach  to  prenatal  care,  and  ef- 
forts to  encourage  early  bonding  experience  be- 
tween parent  and  infant.  When  a high-risk  family 
unit  is  identified,  frequent  visits  by  a trained  home 
health  visitor  have  been  demonstrated  to  reduce  in- 
cidence of  maltreatment."* 

Early  intervention  in  family  violence  (battered 
girlfriend  in  our  case)  may  prevent  escalation  of  the 
problem. 

Some  assumptions  have  been  set  forth  as  a basis 
for  prevention: 

1.  Milder  forms  of  family  violence  escalate  to 
more  severe  and  lethal  forms. 

2.  The  private  nature  of  the  family  and  the  hes- 
itation of  agents  of  social  control  to  intervene  in 
family  violence  allow  milder  forms  of  family  vio- 
lence to  escalate. 

3.  The  lack  of  a place  for  victims  to  go  can  in- 
fluence their  risk  of  victimization  and  increase  the 
risk  that  they  will  retaliate  using  extreme  violence. 

4.  Interventions  that  prevent  milder  violence  also 
prevent  severe  violence. 

5.  Interventions  that  reduce  privacy,  provide  a 
place  of  safety  for  victims  or  remove  weapons  from 
the  home  will  reduce  the  risk  of  severe  violence. 

6.  Ninety  percent  of  instances  of  family  violence 
are  caused  by  social  factors;  10%  are  attributable 
to  mental  illness  or  psychological  problems  of  the 
offender. 

Physicians  tend  to  be  hesitant  about  reporting  child 
abuse  or  neglect.  This  may  be  related  to  the  low 
incidence  in  private  practice  settings,  the  fear  of 
losing  patients,  the  need  for  certainty  and/or  the  lack 
of  confidence  in  community  agencies.^ 

It  is  extremely  important  that  the  physician  have 
a high  incidence  of  suspicion  of  abuse.  A discrep- 
ancy between  the  history  given  for  an  injury  and 
the  seriousness  of  the  injury  should  be  a red  flag 
for  the  physician. 

Reporting  child  abuse  suspicions  inevitably  will 
have  an  effect  on  the  relationship  with  the  patient. 
However,  at  times  a frank  discussion  will  alleviate 
the  abuser’s  sense  of  guilt,  and  a caring  attitude  will 
usually  lessen  the  sense  of  accusation  to  the  patient. 

Twenty-five  percent  of  a group  of  family  phy- 
sicians interviewed  in  another  state  said  that  they 
would  not  know  who  to  call  to  report  or  refer  a case 


if  they  suspected  one.^  With  the  increase  of  federal 
and  state  support,  child  protective  agencies  are 
available  in  every  county  in  the  state  of  Kansas  and 
work  in  cooperation  with  the  social  services  of  the 
health  department.  When  social  services  cannot  be 
contacted,  the  local  police  department  should  be 
notified. 

The  federal  government  and  the  National  Com- 
mittee for  Prevention  of  Child  Abuse  have  set  a goal 
of  a 25%  reduction  in  injuries  and  deaths  of  children 
by  abusing  parents.  They  hope  to  reach  this  goal 
by  1990.6 
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Aortic  Stenosis  II:  Coronary  Disease 


and  Angina 


DONALD  L.  VINE,  M.D.,*  Wichita 

Angina,  which  is  one  of  the  indications  for  aortic 
valve  replacement,  is  present  in  more  than  one-third 
of  patients  with  significant  aortic  stenosis  and  is 
sometimes  present  without  significant  coronary  ar- 
tery disease. 

While  most  clinicians  agree  that  patients  with 
aortic  stenosis  and  angina  should  undergo  preop- 
erative coronary  arteriography,  the  perceived  need 
to  reduce  the  cost  of  medical  care  has  led  some  to 
suggest  that  patients  with  aortic  stenosis  without 
angina  do  not  require  coronary  arteriography. 

Exadactylos’  study 

Eighty-eight  patients,  aged  37  to  77  years,  with 
isolated  aortic  stenosis  who  underwent  coronary  ar- 
teriography were  evaluated  for  chest  pain.’  Thirty- 
four  percent  of  the  patients  had  coronary  stenosis 
greater  than  50%.  Coronary  artery  disease  was  found 
in  45%  of  patients  with  typical  angina  and  15%  of 
patients  with  atypical  chest  pain.  The  number  of 
vessels  (Vss)  involved  was  greatest  in  patients  with 
typical  angina.  None  of  the  patients  without  chest 
pain  had  significant  coronary  artery  disease  (Figure 
1). 

The  authors  conclude  that  “because  of  the  small, 
but  definite  hazard  of  coronary  arteriography  and 
in  the  interest  of  cost  containment  . . . patients  with 
aortic  stenosis  who  are  free  of  chest  pain  do  not 
require  routine  coronary  arteriography.” 

Green’s  study 

There  were  103  patients,  aged  44  to  87  years,  with 
severe,  isolated  aortic  stenosis.^  Forty-five  percent 
had  significant  coronary  artery  disease.  Of  patients 
without  chest  pain,  25%  had  significant  coronary 
disease.  The  authors  conclude  that  “the  absence  of 
angina  does  not  reliably  exclude  angiographically 
significant  CAD”  (Figure  2). 
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25%  of  patients  without  pain  have  CAD 
103  patients 

Green  SJ  et  al.  AJC  1985  55:1063 


80%  75% 


Figure  1 . Absence  of  coronary  artery  disease  (CAD) 
among  patients  without  chest  pain.  Zero  percentages 
on  the  abscissas  indicate  no  patients  in  that  category. 

No  patients  without  pain  have  CAD 
88  patients 

Exadactylos  et  al.  Br  Heart  J 1984  51:121 


Figure  2.  Coronary  artery  disease  was  present  in  25% 
of  Green’s  patients  who  did  not  have  chest  pain. 

7%  of  AS  patients  have  CAD  w/o  pain 

966  patients 
All  study  summary 


Figure  3.  Available  studies  suggest  that  approximately 
7%  of  patients  with  aortic  stenosis  might  be  expected 
to  have  coronary  artery  disease  in  the  absence  of 
angina . 
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TABLE  1 

CAD  IN  AORTIC  STENOSIS 

13  studies;  966  patients 

Author 

Total  patients 

CAD  w!o  pain 

Linhart  1968 

59 

1 

Gross  1975 

48 

3 

Hancock  1975 

173 

15 

Basta  1975 

60 

0 

Harris  1975 

69 

3 

Mandal  1976 

56 

2 

Paquay  1976 

48 

1 

Grayboys  1977 

19 

0 

Storstein  1979 

60 

5 

Saltups  1982 

100 

10 

Exadactylos  1984 

88 

0 

Green  1985 

103 

10 

Safford  1987 

83 

10 

Literature  overview 

Thirteen  studies,  comprising  966  patients  and  span- 
ning two  decades,  report  the  relationship  between 
angina  and  coronary  artery  disease  in  patients  with 
aortic  stenosis.  Some  include  patients  with  signif- 
icant associated  aortic  regurgitation  (Table  1). 

Coronary  artery  disease  was  found  in  39%  of  all 
patients,  in  50%  of  patients  with  chest  pain,  and  in 
20%  of  patients  without  chest  pain.  Seven  percent 
of  all  patients  had  coronary  artery  disease  without 
chest  pain. 

Comments 

The  absence  of  chest  pain  is  an  unreliable  marker 
for  the  absence  of  coronary  artery  disease  in  adults 
with  significant  aortic  stenosis.  If  aortic  valve  re- 
placement were  to  be  routinely  performed  in  adult 
patients  without  prior  coronary  angiography,  it  is 
estimated  that  7%  would  be  at  risk  for  postoperative 
myocardial  infarction  or  subsequent  coronary  by- 
pass surgery.  If,  on  the  other  hand,  coronary  arte- 
riography were  performed  routinely,  there  might  be 
a normal  or  near-normal  coronary  arteriography  rate 
of  61%  (Figure  3). 
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rural  communities.  Send  resume  to  StatCare  Family  Minor 
Emergency  Center,  1001  S.  Ohio,  Salina,  Kansas  67401. 


NORTH  DAKOTA.  Opportunity  for  2 General  Practice  Phy- 
sicians. Group,  solo  or  hospital-based;  ’89  residents  consid- 
ered. Outstanding  compensation  pkg.  Supported  by  profitable 
30-bed  hospital.  Strong  economy  and  excellent  schools.  Four- 
season  recreation  activities.  Cultural  amenities  nearby.  Contact 
Don  Gustavson,  Tyler  & Company,  9040  Roswell  Road,  At- 
lanta, GA  30350;  call  404-641-6411. 


INTERNAL  MEDICINE.  Great  group  practice  opportunity  for 
a BC/BE  Internist  in  a suburb  of  New  Orleans,  LA;  ’89  residents 
considered.  Leads  to  early  partnership.  Supported  by  400-bed 
hospital.  Competitive  compensation/benefits  package.  Contact 
Don  Gustavson,  Tyler  & Company,  9040  Roswell  Road,  At- 
lanta, GA  30350;  404-641-6411. 


FAMILY  MEDICINE.  Tremendous  group  practice  opportunity 
available  for  3 Family  Practitioners  in  prestigious  suburb  of 
New  Orleans,  LA.  Must  be  BC/BE;  ’89  residents  considered. 
Supported  by  400-bed,  full-service  hospital.  Outstanding  com- 
pensation/benefits package,  including  incentives.  Contact  Don 
Gustavson,  Tyler  & Company,  9040  Roswell  Road,  Atlanta, 
GA  30350;  404-641-6411. 


GENERAL  SURGEON.  Immediate  opportunity  to  establish  a 
practice  in  a progressive,  family  oriented,  rural  community  with 
excellent  schools  and  outdoor  recreation.  Reply  to;  Physician 
Recruitment,  St.  Anthony’s  Hospital,  2nd  and  Adams  Street, 
O’Neill,  NE  68763;  402-336-2611. 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.7 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


%lThe  work  F m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  1 couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserx'e  are, 
without  question,  equal  to  civilian  hospitals.  In  Get.  I’m 
giving  serious  consideration  to  applying  for  an  actiw 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  f# 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserx'e.  Call  toll  free  1-800'USA-ARNfi. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT 


More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules® 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae,  Haemophilus  inlluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECLOR  SHOULD  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2 5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyde  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest®  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  iosumli 

Additional  information  available  from  PV  2351  AMP 

Ell  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COtvIPANY  CR-5012-B-849345 


9*tfian4iuitio*i  AuUto^ 

Manuscripts  must  be  typewritten,  double 
spaced,  leaving  wide  margins.  Submit  the 
original  plus  one  copy  if  possible.  Manuscripts 
are  received  with  the  explicit  understanding 
that  they  are  not  simultaneously  under  consid- 
eration by  any  other  publication.  Publication 
elsewhere  will  be  subsequently  authorized  at 
the  discretion  of  the  editor. 

Brief,  concise  articles  are  preferred;  an  ideal 
manuscript  will  not  exceed  five  double  spaced 
pages.  All  material  will  be  edited  by  the  staff 
copy  editor  to  assure  clarity,  good  grammar 
and  appropriate  language,  and  to  conform  to 
KANSAS  MEDICINE  style  and  format.  When 
feasible,  material  may  be  condensed. 

The  author  will  be  asked  to  review  the  gal- 
ley proof  prior  to  publication  to  verify  state- 
ments of  fact.  Although  editing  and  proof- 
reading will  be  done  with  care,  the  author  is 
responsible  for  accuracy  of  material  published. 

The  galley  proof  is  for  correction  of  ER- 
RORS; rewriting  of  material  must  be  done  prior 
to  submission.  Authors  are  urged  to  carefully 
check  manuscripts  and  galley  proof  for  errors 
that  could  result  in  inaccurate  information. 

Drugs  should  be  referred  to  by  generic 
names;  trade  names  may  follow  in  parentheses 
if  useful.  All  units  of  measure  must  be  given 
in  the  metric  system. 

KANSAS  MEDICINE  will  print  a maxi- 
mum of  ten  references.  All  applicable  refer- 
ences should  be  marked  by  superscripts  in  the 
text  in  the  order  cited.  If  more  than  ten  sources 
are  cited,  the  author  should  designate  the  ten 
most  significant  to  be  printed,  and  readers  will 
be  referred  to  the  author  for  the  complete  list. 

Illustrative  material  must  be  identified  by 
its  referral  number  in  the  text  and  be  accom- 
panied by  a short  legend.  Photos  should  be 
black  and  white  glossy  prints.  Tables  should 
be  self-explanatory  and  should  supplement,  not 
duplicate,  the  text. 

KANSAS  MEDICINE  will  assume  the  cost 
of  B/W  engravings,  cuts,  and  tables  for  two 
units.  A unit  is  defined  as  V4  page.  The  au- 
thor(s)  will  be  billed  for  additional  units  at  a 
cost. 

A reprint  order  form  with  a table  showing 
estimated  cost  will  be  sent  with  the  galley 
proof.  Reprints  must  be  ordered  by  the  author 
through  KANSAS  MEDICINE,  and  will  be 
billed  to  the  author  following  shipment  of  the 
order. 
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CONSTITUTION 

and 

BY-LAWS 


Kansas  Medical  Society 

May  1986 

ACT  OF  INCORPORATION 
An  Act  to  Incorporate  the  Kansas  Medical  Society 


Be  it  enacted  by  the  Governor  and  Legislative 
Assembly  of  the  Territory  of  Kansas: 

Section  1 

Amory  Hunting,  S.  B.  Prentiss,  J.  P.  Root,  A. 
Fuller,  C.  F.  Kobb,  J.  W.  Robinson,  J.  B.  Wheeler, 
L.  C.  Tolies,  S.  C.  Harrington,  A.  Danford,  C.  E. 
Minor,  J.  B.  Woodward,  W.  Madison,  J.  H.  Phelps, 
O.  Brown,  Charles  Robinson,  M.  F.  Holladay,  H.  J. 
Canniff,  A.  J.  Ritchie,  M.  Baily,  J.  M.  Pelot,  H.  H. 
Beals,  J.  G.  Blunt,  T.  Linsey,  G.  W.  Beaumont, 
J.  Leigh,  A.  Newman,  H.  Harttmann,  Wm.  Gra- 
ham, and  their  associates  and  successors,  who  shall 
be  elected  to  membership  as  hereinafter  provided, 
are  hereby  constituted  a body  corporate  and  politic 
by  the  name  of  the  Kansas  Medical  Society,  and 
shall  have  perpetual  succession  forever.  Said  So- 
ciety may  have  a common  seal,  and  change  or  alter 
the  same  at  pleasure. 

Section  2 

That  members  of  said  Society,  in  their  corporate 
capacity,  may  elect  such  officers  as  they  shall  judge 
necessary  for  its  government  and  the  management 
of  its  affairs,  determine  the  name,  power,  duty  and 
term  of  office  of  each,  also  the  time  and  manner  of 
said  elections. 


Section  3 

Said  Society,  by  and  in  their  corporate  name,  may 
have  all  the  rights,  privileges,  and  powers  of  a nat- 
ural person  in  law  and  equity. 

Section  4 

Said  Society  may  elect  such  persons  to  member- 
ship as  they  shall  judge  proper,  and  shall  have  power 
to  expel,  suspend,  or  disfranchise  the  same,  as 
members,  from  all  the  rights  and  privileges  of  the 
Society;  but  such  expulsion,  suspension,  or  dis- 
franchisement shall  be  by  a vote  of  two-thirds  of 
all  the  members  present  at  a regular  meeting  of  said 
Society,  of  which  due  notice  shall  have  been  given. 

Section  5 

Said  Society  shall  have  full  power  to  make  and 
enforce  by-laws,  and  impose  and  collect  at  law  any 
reasonable  fines,  not  exceeding  fifty  dollars,  as  may 
be  provided  in  said  by-laws,  for  any  and  every  vi- 
olation or  infraction  thereof. 

Section  6 

Said  Society  shall  issue  certificates  of  member- 
ship to  all  its  members,  under  such  regulations  as 
its  by-laws  may  prescribe,  and  may  also  grant  li- 
censes to  all  respectable  physicians,  non-graduates. 
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who  shall,  on  examination,  be  found  qualified  for 
the  practice  of  medicine  and  surgery,  or  either,  to 
practice  those  branches  for  which  they  are  found 
qualified. 

Section  7 


Section  8 

A meeting  of  the  corporators,  or  a part  thereof, 
shall  be  held  in  Lawrence,  on  February  10,  A.D., 
1859,  for  the  purpose  of  electing  the  first  officers 
and  completing  the  organization. 


Any  three  members  of  said  Society  may  organize 
county  or  auxiliary  societies  in  any  county  of  this 
Territory;  and  said  auxiliary  society,  when  so  or- 
ganized, shall  have  all  the  powers  and  privileges, 
in  the  corporate  name  which  they  may  adopt,  that 
are  conferred,  by  this  act  upon  the  Kansas  Medical 
Society;  and  the  officers  of  said  auxiliary  societies 
shall  be  honorary  members  of  the  Kansas  Medical 
Society. 


Section  9 

This  act  to  take  effect  and  be  in  force  from  and 
after  its  passage. 


C.  W.  Babcock 
President  of  the  Council 
Approved  February  10, 


1859 


A.  Larzelere 
Speaker  of  the 
House  of 
Representatives 
S.  Med  ARY,  Governor 


CHARTER  DECLARED  VALID 
1881 

In  1880  a lawsuit  reached  the  Supreme  Court  of 
Kansas  contending  in  part: 

“1.  That  the  charter  of  the  Society  has  expired 
by  statutory  limitation; 

“2.  That  the  power  of  the  territorial  legislature, 
being  permissive  and  temporary  only,  could  confer 
no  invested  right,  by  contract  or  otherwise,  which 
would  bind  the  state  against  its  consent; 

“3.  That  the  charter  of  the  Society  was  granted 
by  a territorial  act,  not  accepted  or  preserved  by  the 
state;  and 

“4.  That  the  legislature  did  not  and  has  not  the 
power  under  the  constitution  to  recognize  or  validate 
the  existence  of  the  Society,  nor  to  grant  it  additional 
powers  by  the  act  of  1879.  ...” 

In  the  January  term,  1881,  in  the  case,  STATE 
OF  KANSAS  ex  rel.  v.  D.  W.  Stormont  and  others, 
the  Supreme  Court  of  the  State  of  Kansas,  with  all 
justices  concurring,  said  in  part: 

“The  Society  was  incorporated,  by  a special  act 
of  the  territorial  legislature,  on  the  10th  day  of  Feb- 
ruary 1859.  . . N It  is,  ”.  . . hereby  constituted  a 
body  corporate  and  politic,  by  the  name  of  the  ‘Kan- 


sas Medical  Society,’  and  shall  have  perpetual 
succession  forever.  It  is  conceded  that  the  legisla- 
ture of  the  territory  had  the  power  to  incorporate 
the  Society  by  a special  act.  Having  the  power  to 
create  the  corporation,  it  had  the  further  power  to 
endow  it  with  all  the  attributes  of  a corporation,  not 
inconsistent  with  the  provisions  of  the  Constitution 
of  the  United  States,  and  the  act  organizing  the 
territory  of  Kansas,  approved  May  30,  1854.  . . . 
Therefore,  within  this  definition,  immortality  is  a 
legitimate  attribute  to  be  conferred  on  a corporation. 

. . . When  not  limited  or  forbidden  by  constitutional 
or  organic  law,  the  right  to  confer  perpetual  succes- 
sion by  legislative  authority,  so  far  at  least  as  human 
agency  can  confer  such  an  attribute,  cannot  be  log- 
ically questioned.  . . . This  much  is  clear:  The 
charter  did  not  expire  by  the  law  of  1855. 

“Our  conclusions  upon  the  foregoing  matters  are 
that  the  Kansas  Medical  Society  was  lawfully  char- 
tered by  the  territorial  legislature;  that  it  was  legally 
endowed  with  perpetual  succession  forever;  that  the 
constitution  did  not  suspend  or  repeal  its  charter; 
that,  if  the  state  legislature  has  the  power  to  suspend 
or  repeal  the  charter  (which  we  do  not  decide)  it 
has  never  exercised,  or  attempted  to  exercise,  the 
power;  and  that  the  Society  is  a lawfully  existing 
corporation.  ” 


Kansas  Medicine  • December  D)88  • 341 


CONSTITUTION 


ARTICLE  I — Title  and  Definition 

The  name  of  this  organization  is  THE  KANSAS 
MEDICAL  SOCIETY.  The  SOCIETY  is  comprised 
of  the  Component  Societies  chartered  by  this  or- 
ganization. 

ARTICLE  II  — Objects 

The  object  of  this  SOCIETY  is  to  unite  the  medical 
profession  of  the  State  of  Kansas  in  promoting  the 
science  and  art  of  medicine  and  protecting  the  health 
of  the  citizens  of  this  State. 

ARTICLE  III  — Component  Societies 

County  or  multi-county  societies  holding  a charter 
from  this  organization  are  known  as  Component 
Societies. 

ARTICLE  IV  — Members 

The  KANSAS  MEDICAL  SOCIETY  is  composed 
of  members  of  the  Component  Societies  and  others 
as  provided  in  the  By-Laws. 

ARTICLE  V — House  of  Delegates 

The  House  of  Delegates  is  the  primary  legislative 
and  governing  body  of  this  SOCIETY.  The  mem- 
bers of  the  House  of  Delegates  will  be  elected  by 
the  Component  Societies  as  provided  in  the  By- 
Laws.  This  body  will  transact  the  business  of  the 
SOCIETY  and  will  elect  officers  except  as  other- 
wise provided  in  the  By-Laws. 

ARTICLE  VI  — Officers 

The  officers  of  this  SOCIETY  are  a President,  a 
President  Elect,  a First  Vice  President,  a Second 
Vice  President,  a Secretary,  a Treasurer,  a Speaker 
and  a Vice  Speaker  of  the  House,  Delegates  and 
Alternate  Delegates  to  the  American  Medical  As- 
sociation. The  terms  of  office,  qualifications,  and 
method  of  election  shall  be  provided  in  the  By- 
Laws. 

ARTICLE  VII  — Council  Districts  and  the 
Council 

The  boundaries  of  the  Council  Districts  shall  be 
specified  in  the  By-Laws.  The  Council  consists  of 
one  Councilor  from  each  Council  District,  the  of- 
ficers of  the  SOCIETY,  and  advisory  members  as 
designated  in  the  By-Laws.  The  Council  may  trans- 
act business  of  the  SOCIETY  between  sessions  of 
the  House  of  Delegates  subject  to  the  approval  of 
that  body  and  as  prescribed  in  the  By-Laws. 


ARTICLE  VIII  — Meetings 

The  SOCIETY  will  hold  an  annual  meeting  for  the 
presentation  and  discussion  of  subjects  pertaining 
to  the  science  and  art  of  medicine.  The  House  of 
Delegates  shall  convene  at  the  annual  meeting  and 
at  other  times  as  necessary  for  the  transaction  of  the 
business  of  the  SOCIETY.  The  place  of  the  annual 
meeting  shall  be  approved  by  the  House  of  Dele- 
gates, following  a recommendation  of  the  Council. 

ARTICLE  IX  — Funds,  Dues,  Assessments 

Funds  for  the  functioning  of  this  SOCIETY  shall 
be  raised  by  an  equal  annual  dues  or  by  assessment 
of  the  Members  who  are  subject  to  these  charges 
as  provided  in  the  By-Laws.  The  amount  of  dues 
and  assessments  shall  be  determined  by  the  Council 
and  approved  by  the  House  of  Delegates. 

ARTICLE  X — Seal 

The  following  insignia  shall  be  the  official  seal  of 
this  SOCIETY: 


The  official  seal  shall  at  all  times  remain  in  the 
custody  of  the  Secretary. 

Amendments  to  Constitution 

ARTICLE  XI  — Amendments 

Amendments  to  this  Constitution  require  an  affirm- 
ative vote  of  two-thirds  of  the  Delegates  present 
provided  the  question  has  been  introduced  at  the 
previous  annual  session,  or  upon  recommendation 
by  the  Council  and  published  twice  in  Kansas  Med- 
icine, or  submitted  by  the  Council  to  each  Com- 
ponent Society  at  least  two  (2)  months  in  advance 
of  the  meeting. 
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NEW  LEGISLATORS  As  a result  of  elections  held  on  November  8,  there  will  be  10 

ARE  ELECTED  new  senators  and  21  new  representatives  when  the  1989  Legis- 

lature convenes  on  January  9.  Democrats  reduced  the  Republi- 
can majority  by  increasing  the  number  of  seats  held  by  Demo- 
crats from  16  to  18  in  the  Senate  and  from  51  to  58  in  the 
House. 
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Some  observers  were  surprised  by  the  number  of  incumbents  who 
were  unseated  by  challengers.  Perhaps  a reflection  of  dif- 
ficult economic  times  in  rural  western  Kansas,  senate 
districts  36,  37  and  38  were  all  captured  from  incumbents  by 
newcomers. 

A major  House  upset  was  in  the  67th  district,  where  Majority 
Leader  Joe  Knopp  was  defeated  by  Sheila  Hochhauser  (D-Manhat- 
tan).  This  creates  a vacancy  in  the  number-two  leadership 
position  in  the  House,  which  is  now  being  pursued  by  certain 
Republ icans. 

It  appears  entirely  coincidental  that  two  of  the  incumbents 
who  lost  their  bids  for  re-election  were  chairmen  of  the 
House  and  Senate  judiciary  committees.  These  are  the  commit- 
tees that  have  been  beleaguered  during  recent  years  because 
of  tort  reform  controversy.  KMS  member  Alex  Scott,  M.D.  (R- 
Junction  City),  was  elected  to  retain  the  65th  House  district 
seat  to  which  he  was  appointed  earlier  this  year.  Four 
spouses  of  KMS  members  were  re-elected.  In  the  Senate,  Norma 
Daniels  (D-Sedgwick  County)  retained  the  31st  district  seat. 
Jessie  Branson  (D-Lawrence) , Rochelle  Chronister  (R-Neodesha) 
and  Cindy  Empson  ( R-Independence)  were  all  re-elected  to  the 
House  with  sizable  margins  over  their  opponents. 

The  elections  also  resulted  in  retention  of  Supreme  Court 
Justices  Robert  Miller  and  Donald  Allegrucci.  Justice  Miller 
received  a 74%  affirmative  vote  and  Justice  Allegrucci  71%. 

On  December  5 another  round  of  elections  was  conducted,  but 
this  voting  was  strictly  among  recently  elected  legislators. 
Senator  Bud  Burke  {R-Johnson  County)  was  selected  by 
Republican  senators  to  serve  as  President  of  the  Senate  for 
the  next  four  years.  The  Majority  Leader  will  be  Senator 
Fred  Kerr  (R-Pratt  County),  and  the  Vice  President  will  be 
Senator  Eric  Yost  (R-Sedgwick  County).  Senator  Mike  Johnston 
(D-Labette  County)  was  re-elected  by  Democratic  senators  to 
serve  as  Minority  Leader  for  another  four  years. 

On  the  House  side  of  the  Legislature,  Representative  Jim 
Braden  (R-Clay  Center)  was  re-elected  Speaker.  In  a close 
three-way  race  for  House  Majority  Leader,  Representative 
Robert  H.  Miller  (R-Wel 1 ington)  prevailed.  Representative 


Dale  Sprague  (R-McPherson)  will  serve  as  Speaker  Pro-Tern  for 
the  next  two  years.  House  Democrats  re-elected  Representa- 
tive Marvin  Barkis  (D-Louisburg)  for  another  term  as  Minority 
Leader. 


An  estimated  450  to  1,000  physicians  will  be  barred  annually 
from  participation  in  the  Medicare  and  Medicaid  programs 
under  newly  enacted  Medicare-Medicaid  fraud  and  abuse  amend- 
ments. The  new  provisions  will  permit  the  Office  of  Inspec- 
tor General  (OIG)  to  exclude  those  physicians  who  have  been 
convicted  of  drug  misuse  or  whose  licenses  have  been  sus- 
pended due  to  incompetence,  poor  performance  or  unethical 
behavior.  OIG  is  encouraging  state  authorities  to  enact  stat- 
utes that  will  deny  medical  licensure  to  any  physician  who 
has  been  barred  from  participation  in  federal  medical  pro- 
grams, thereby  preventing  such  physicians  from  simply  moving 
to  another  state.  About  half  the  states  now  have  laws  that 
allow  them  to  deny  or  revoke  licenses  for  fraud  involving  fees. 

Your  office  should  have  received  the  new  annual  Medicare  car- 
rier letter  concerning  the  "participating"  or  "non-partici- 
pating" decision.  The  lengthier-than-usual  letter  calls  par- 
ticular attention  to  special  incentives  for  participating 
physicians  and  includes  a fact  sheet  and  detailed  information 
spelling  out  current  specifics  of  the  program.  It  contains 
pertinent  information  about  the  new  radiology  fee  schedule 
and  anesthesia  value  guide.  Here  are  some  features  of  the 
Medicare  1989  program: 

* The  prevailing  charge  used  in  computing  the  Medicare  allow- 
ance of  non-participating  physicians  will  be  95%  of  the 
prevailing  charge  of  participating  physicians.  That  is  .5% 
lower  than  last  year  and  1%  under  1986,  when  this  provision 
became  law  as  a strategy  for  motivating  "nonpars"  to  sign 
on  as  "pars." 

* Through  MAAC  legislation,  "pars"  are  required  to  accept 
assignment  on  all  claims  but  are  not  subject  to  limits  on 
their  actual  charges,  as  are  non-participating  physicians. 

* There  will  be  a 5%  Medicare  payment  bonus  for  physicians 
practicing  in  rural  areas  that  have  been  designated  as 
Class  1 or  2 health  manpower  shortage  areas  by  PHS.  This 
bonus  will  be  paid  directly  to  physicians  on  a monthly  or 
quarterly  basis  on  all  claims.  Assignment  does  not  come 
into  play  here. 

* There  will  be  a 3%  ME  I update  in  "prevailing  charges"  for 
primary  care  services  and  a 1%  update  for  other  physician 
services.  The  increase  in  prevailing  charges  for  primary 
care  services  applies  in  the  same  manner  as  in  1988. 

* The  clinical  laboratory  fee  schedule  will  increase  by  4% 
due  to  the  rise  in  the  consumer  price  index.  Assignment 
continues  to  be  mandatory  on  all  clinical  lab  tests. 

* Remember:  a change  in  status  must  be  postmarked  by  December 
31.  A participating  agreement  in  effect  on  December  31, 


1988  will  automatically  continue  unless  revoked  before  that 
date.  Physicians  who  are  not  currently  participating  have 
until  December  31,  1988  to  file  their  agreements  to  par- 
ticipate. If  a physician  does  not  enter  into  an  agreement 
or  terminate  the  current  agreement  effective  January  1, 

1989,  the  next  date  for  such  change  will  be  the  next  en- 
rollment period.  We  suggest  that  all  such  transactions  be 
done  by  registered  mail. 

Medicare  will  be  a prime  target  for  cost  reductions  in  Presi- 
dent Reagan's  1989  budget  proposal.  The  administration  is 
looking  at  savings  that  can  be  attained  by  trimming  Medicare 
payments  to  hospitals  and  physicians,  without  increasing  out- 
of-pocket  expenses  for  the  elderly.  The  nation's  1987  health 
care  bill  was  $500.3  billion  and  comprised  a record  11.1% 
portion  of  the  GNP.  The  per-capita  expense  for  health  was 
$1,987  and  represented  an  increase  of  9.8%  from  the  preceding 
year.  While  Medicare  outlays  totalled  $79.9  billion  and  were 
up  7.7%,  payments  for  physician  services  continued  at  a dou- 
ble-digit level  (15%).  Medicare  accounted  for  18%  of  all  per- 
sonal health  care  expenses  and  paid  27%  of  all  hospital  and 
22%  of  all  physician  bills.  When  total  health  care  expendi- 
tures were  taken  into  account,  the  government  footed  41%  of 
the  bill,  private  insurance  34%  and  patients  25%. 

The  outlook  for  these  expenditures  in  the  near  future  appears 
bleak.  It  is  anticipated  that  over  the  next  10  years,  even 
without  program  expansions.  Medicare  spending  for  physician 
services  will  triple.  The  new  figures  are  certain  to  heighten 
already  strong  pressures  on  Congress  to  come  up  with  a plan 
for  abating  the  rise  in  medical  care  costs.  Placing  a cap  on 
Medicare  spending  and  initiating  more  rigorous  efforts  to 
deny  payment  for  services  deemed  unnecessary  or  inappropriate 
are  but  two  major  options  being  studied. 


Larry  R.  Anderson,  M.D.,  Chairman,  KMS  Ad  Hoc  Committee  on 
Resource-Based  Relative  Value  Scale,  encourages  you  to  read 
the  following,  latest  update  regarding  the  developments  of 
RVS.  The  Resource-Based  Relative  Value  Scale  is  a study 
directed  by  Congress  which  aims  at  reforming  the  current 
Medicare  reimbursement  mechanism.  Dr.  William  Hsiao,  a Har- 
vard University  economist,  was  chosen  to  direct  this  effort. 
The  formula  selected  by  Dr.  Hsiao  was  the  "resource"  based 
indemnity  program.  After  taking  three  years  to  complete,  the 
Harvard  proposal  was  released  to  HCFA,  then  the  public,  in 
late  September.  AMA  has  given  the  draft  document  wide 
distribution  and  exhaustive  review. 

Because  the  Congress  is  expected  to  debate  the  issue  of  phy- 
sician reimbursement  (Medicare)  in  its  upcoming  session,  the 
AMA  House  of  Delegates  (including  six  KMS  delegates),  meeting 
in  Dallas  December  4-7,  debated  a number  of  reports  and  many 
resolutions  on  this  subject.  Testimony  was  heard  from  more 
than  100  physicians  addressing  the  various  aspects  of  this 
i ssue. 

It  is  agreed  that  the  current  system  of  physician  reimburse- 
ment is  seriously  flawed  and  is  in  need  of  reform.  Such 


aspects  as  specialty-driven  modalities  and  geographic  differ- 
entials lead  a long  list  of  reasons  for  change.  It  is  urgent 
that  you  become  familiar  with  the  decisions  of  the  AMA  House. 

The  unanimously  adopted  Report  AA  of  the  AMA  Board  of 
Trustees  makes  the  following  policy  decisions  regarding  RBRVS 
and  a number  of  related  issues: 

* AMA  reaffirms  its  current  policy  in  support  of  adoption  of 
a fair  and  equitable  Medicare  indemnity  payment  schedule 
under  which  physicians  would  determine  their  own  fees  and 
Medicare  would  establish  its  payments  for  physician  ser- 
vices using:  (a)  an  approriate  RVS  based  on  the  resource 
costs  of  providing  physician  services;  (b)  an  appropriate 
monetary  conversion  factor;  and  (c)  an  appropriate  set  of 
conversion  factor  multipliers; 

* AMA  adopts  the  position  that  the  current  Harvard  RBRVS 
study  and  data,  when  sufficiently  expanded,  corrected  and 
refined,  would  provide  an  acceptable  basis  for  a Medicare 
indemnity  payment  system; 

* AMA  will  work  with  Harvard,  the  national  medical  specialty 
societies,  the  Physician  Payment  Review  Commission  (PPRC), 
HCFA,  other  interested  and  knowledgeable  parties  and  the 
Congress  to  refine  and  modify  the  Harvard  RBRVS  to  ensure 
that  it  is  technically  adequate  and  can  be  implemented  in  a 
timely  and  minimally  disruptive  manner  when  needed  revisions 
have  been  satisfactorily  completed.  Refinement  and  comple- 
tion of  the  RBRVS  will  require: 

- Appropriate  re-study  of  the  services  of  specialties  whose 
RBRVS  data  have  significant  documented  technical 
deficiencies, 

- Fundamental  improvement  of  the  measurement  of  practice 
costs  and  amortized  specialty  training  costs, 

- Expansion  of  the  RBRVS  to  more  specialties  and  services, 

- Development  of  an  extrapolation  method  for  visits, 

- Revision,  refinement  and  expansion  of  the  measurement  of 
pre-  and  post-work, 

- Expansion  and  validation  of  the  extrapolation 
methodology, 

- Development  of  expanded  relative  value  estimates  for  ser- 
vices for  which  global  fees  are  customarily  utilized  as 
standard  definitions  are  developed  and  accepted, 

- Appropriate  action  to  address  concerns  specific  to  indi- 
vidual specialties, 

- AMA  working  to  establish  a mechanism  to  ensure  that  addi- 
tional concerns  that  may  be  identified  are  communicated 
to  and  addressed  by  the  appropriate  parties,  and  that 
external  validation  will  be  conducted  by  the  AMA; 

* AMA  reaffirms  its  opposition  to  the  continuation  of  the 
Medicare  Maximum  Allowable  Actual  Charge  (MAAC)  limits; 

* The  association  will  strive  to  expand  its  activities  in  sup- 
port of  state  and  county  medical  society  initiated  volun- 
tary assignment  programs  for  low-income  Medicare 
beneficiaries; 


A Medicare  indemnity  payment  system  should  be  implemented 
through  a blending  transition  in  which  physician  payments 
would  be  determined  in  increasing  proportion  by  an  RBRVS- 
based  indemnity  payment  schedule  and  in  decreasing  propor- 
tion by  the  current  prevailing  charges  payment  system; 

AMA  reaffirms  its  current  policy  that  payments  under  a 
Medicare  indemnity  payment  system  should  reflect  valid  and 
demonstrable  geographic  differences  in  practice  costs, 
including  professional  liability  insurance  premiums.  In 
addition,  as  warranted  and  feasible,  the  costs  of  such  pre- 
miums should  be  reflected  in  the  payment  system  in  a manner 
distinct  from  the  treatment  of  other  practice  costs; 

Payment  localities  should  be  determined  based  on  principles 
of  reasonableness,  flexibility  and  common  sense  (e.g.,  lo- 
calities could  consist  of  a combination  of  regions,  states 
and  metropol itan/non-metropol itan  areas  within  states) 
based  on  the  availability  of  high-quality  data; 

Geographic  differentials  should  be  addressed  simultaneously 
with  specialty  differentials; 

In  addition  to  adjusting  indemnity  payments  based  on 
geographic  practice  cost  differentials,  a method  of 
adjusting  payments  to  effectively  remedy  demonstrable 
access  problems  in  specific  geographic  areas  should  be 
developed  and  implemented; 

The  association  strongly  opposes  any  attempt  to  use  the 
initial  implementation  of  any  new  Medicare  payment  system 
to  freeze  arbitrarily  or  cut  Medicare  expenditures  for  phy- 
sician services  in  order  to  produce  federal  budget  savings; 

Whatever  process  is  selected  to  update  the  RBRVS  and  con- 
version factor,  only  the  AMA  has  the  resources,  experience 
and  umbrella  structure  necessary  to  represent  the  collec- 
tive interests  of  medicine,  and  the  AMA  should  seek  to  do 
so  with  appropriate  mechanisms  for  full  participation  from 
all  of  organized  medicine,  especially  taking  advantage  of 
the  unique  contributions  of  national  medical  specialty 
societies; 

Medicine  must  have  its  own  Medicare  payment  proposal,  and 
the  RBRVS-based  indemnity  payment  system  has  been  viewed  as 
a credible  alternative  and  has  already  served  the  pro- 
fession well  in  restraining  some  of  the  enthusiasm  for  more 
disruptive  proposals; 

The  AMA  Board  of  Trustees  will  report  back  to  the  House  on 
further  developments  regarding  the  Harvard  RBRVS  and  the 
other  issues  contained  in  Report  AA  at  the  June  1989  Annual 
Meeting,  or  sooner  if  necessary; 

The  AMA  will  prepare  at  the  earliest  possible  date  infor- 
mational materials  regarding  the  significance  of  adoption 
of  Board  of  Trustees  Report  AA.  This  material  should  be 
positive  in  nature,  concise,  readily  understandable  and  in 
a form  suitable  for  presentation  at  informational  meetings 


of  hospital  medical  staffs,  local  and  county  medical 
societies  and  specialty  groups. 


MEDICAL  FEDERATION 
GROWING 


CLINICAL  LABORATORY 
IMPROVEMENT  ACT 


PHYSICIAN  NUMBERS 
DIMINISHING 


If  you  have  specific  interests  or  questions  on  recent  AMA 
actions  on  the  RBRVS  and  other  matters,  please  contact  your 
AMA  delegates  or  alternates: 


Kermit  G.  Wedel , M'polis 
Warren  E.  Meyer,  Wichita 
Linda  D.  Warren,  Hanover 
Lew  W.  Purinton,  Wichita 
Jimmie  A.  Gleason,  Topeka 
Alex  Scott,  Junction  City 


F.  Calvin  Bigler,  Garden  City 
John  P.  Brockhouse,  Emporia 
Stephen  F.  Miller,  Parsons 
Jay  S.  Schukman,  Great  Bend 
Frank  Bichlmeier,  Shawnee  Mission 


The  Pennsylvania  Medical  Society  has  voted  to  unify  with  the 
AMA,  recognizing  that  physicians  need  a strong  advocate  on 
the  national  level  to  effectively  address  issues  facing  medi- 
cine. This  brings  the  number  of  unified  states  to  eight. 

The  others  are  Delaware,  Illinois,  Kansas,  Mississippi, 
Montana,  Oklahoma  and  Virginia. 


All  physician  office  labs  are  now  required  to  obtain  federal 
certification,  by  applying  either  directly  to  the  Department 
of  Health  and  Human  Services  or  to  an  approved  private  accred 
iting  agency.  Those  labs  performing  the  simplest  tests  will 
be  permitted  to  apply  for  "certificates  of  waiver"  exempting 
them  from  standards  and  inspection  provisions. 

In  order  to  qualify  for  certification,  all  labs  will  be 
required  to  provide  information  concerning  the  number  and 
types  of  tests  and  procedures  performed,  the  methods  used  to 
perform  them,  and  the  qualifications  of  personnel  and  their 
supervisors  who  perform  the  tests.  This  information  also 
would  be  required  for  those  labs  applying  for  "certificates 
of  waiver." 

Standards  for  certification  of  laboratories  will  be  based  on 
four  major  elements:  maintenance  of  a qual i ty-assurance  and 
quality-control  program  by  the  laboratory;  maintenance  of  ap- 
propriate records,  equipment  and  facilities;  personnel  stan- 
dards; and  proficiency  standards. 


Occasionally,  somewhere  in  the  state,  local  physicians  and 
attorneys  become  engaged  in  exchanges  of  letters  to  the  edi- 
tor of  a newspaper.  A frequent  focus  is  the  question  of 
whether  Kansas  is  indeed  experiencing  a crisis  in  access  to 
health  care,  and  the  measure  is  usually  physician  headcount. 
Some  reports  have  been  misleading,  so  here  are  some  facts: 

* During  the  period  1984-87,  the  State  of  Kansas  experienced 
a net  loss  of  175  physicians.  This  was  a 5.4%  reduction 
in  total  practicing  physician  headcount. 

* During  the  same  time  period,  Kansas  lost  180  primary  care 
physicians  (obviously,  there  was  an  increase  in  numbers  of 


non-primary-care  specialists).  The  important  point  is  that 
during  those  years,  there  was  a 12.3%  reduction  in  the  number 
of  practicing  primary  care  physicians. 

* By  1987,  there  were  only  945  primary  care  physicians  prac- 
ticing in  locations  other  than  the  four  urban  counties. 

* By  1987,  46  counties  were  designated  "critically  medically 
underserved, " and  another  11  counties  were  designated 
"medically  underserved"  in  terms  of  primary  care  medical 
services  available. 

Perhaps  more  important  than  arguments  about  reliability  and 
accuracy  of  statistics,  the  fact  is  that  many  physicians  who 
continue  to  work  in  Kansas  have  altered  their  medical  prac- 
tice in  order  to  reduce  liability  insurance  premiums.  A 1987 
survey  by  the  Kansas  Academy  of  Family  Physicians  revealed 
that  almost  half  the  family  medicine  practi tioners  had  given 
up  obstetrical  services  and  surgery.  The  survey  also  indi- 
cated that  another  21%  were  seriously  considering  a similar 
change  in  practice  because  of  malpractice  insurance  premiums. 

The  evidence  is  indisputable.  There  was  a genuine  health 
care  access  crisis  in  more  than  half  of  Kansas'  counties 
during  1987.  By  the  conclusion  of  1988,  there  will  likely  be 
statistical  evidence  of  a worsening  crisis.  Furthermore,  as 
a result  of  major  increases  in  malpractice  insurance  premiums 
during  1988,  it  can  be  predicted  that  1989  could  well  be  a 
record  year  for  physician  losses  in  Kansas. 


PSYCHOACTIVE  DRUG  USE  Psychoactive  drugs  appear  to  be  overly  and  often  improperly 
IN  NURSING  HOME  used  in  elderly  patients  in  intermediate-care  nursing  homes, 

PATIENTS  despite  growing  evidence  of  the  risks  of  such  medications. 

Growing  evidence  over  the  past  decade  has  led  to  recommen- 
dations for  restrained  use  of  medications  in  the  elderly, 
particularly  those  affecting  the  central  nervous  system,  and 
the  substitution  of  safer  alternatives  for  many  older  drugs. 
"Increasing  numbers  of  studies  of  toxic  reactions  to 
psychoactive  drugs  in  elderly  patients  have  demonstrated 
associated  morbidity,  including  a high  incidence  of  acute 
confusional  states,  hip  fractures  and  oversedation,"  say  the 
authors  of  a recent  study  of  850  residents  in  12  Massachu- 
setts intermediate-care  nursing  homes. 

But  despite  growing  evidence  of  the  risks  of  these  drugs  for 
the  elderly,  the  authors  found  the  patients  they  studied  had 
been  exposed  to  "high  levels  of  sedative/hypnotic  and  anti- 
psychotic drug  use.  Reliance  on  scheduled  regimens  of  psy- 
choactive medicine  indicates  that  these  drugs  are  not  used 
transiently  for  periods  of  special  need,"  they  say.  "Instead, 
this  pattern  of  use  is  compatible  with  the  concept  of  seda- 
tion as  'chemical  restraint.'" 

A common  poor  choice  of  medication,  the  authors  say,  was 
diphenhydramine,  a sedative  "with  strong  anticholinergic  prop- 
erties that  can  lead  to  confusion  and  worsening  of  dementia, 
constipation  and  urinary  retention.  The  most  commonly  used 


antidepressant  was  amitriptylene  hydrochl oride,  the  most 
sedating  and  anticholinergic  antidepressant  in  common  use," 
the  authors  found. 

One- third  of  the  850  patients  in  the  study  had  orders  written 
for  antipsychotic  drugs,  and  26  percent  received  them,  the 
authors  report.  Yet,  only  36  patients  given  antipsychotics 
were  diagnosed  as  suffering  psychosis.  The  usefulness  of 
antipsychotic  drugs  in  nonpsychotic , elderly  patients  has 
been  questioned,  and  studies  have  shown  a high  risk  of 
Parkinson's  syndrome,  tardive  dyskinesia,  worsening  con- 
fusion, constipation,  urinary  incontinence,  and  other 
problems  for  the  elderly  on  antipsychotics. 

The  frequent  misuse  of  psychoactive  drugs  in  this  setting  may 
result  in  part  from  inadequate  staffing  and  the  possibility 
that  prescribers  are  poorly  informed  about  current  phar- 
macological recommendations,  the  authors  write.  Further 
study  is  required  to  determine  the  causes  and  solutions  to 
the  problem,  they  conclude. 


TOLL-FREE  NUMBER  FOR  The  Hospice  Education  Institute,  a non-profit  organization 
HOSPICE  INFORMATION  based  in  Essex,  Connecticut,  offers  its  "HOSPICELINK"  service 

to  all  who  need  referrals  to  local  hospices,  or  wish  to  learn 
how  hospices  help  terminally  ill  and  bereaved  persons.  This 
is  a free  service,  begun  in  1986.  The  "HOSPICELINK"  national 
toll-free  number  is  1-800-331-1620. 

More  than  1,700  local  hospices  throughout  the  United  States 
offer  special  care  to  persons  with  fatal  illnesses.  Their 
goal  is  to  help  patients  and  their  loved  ones  live  each 
remaining  day  to  the  fullest.  Care  is  provided  by  trained 
teams  of  health  and  caring  professionals  and  community  volun- 
teers. The  team  may  include  nurses,  physicians,  social 
workers,  clergy,  psychologists,  and  physical  and  occupational 
therapi sts. 


NEW  YEAR'S  RESOLUTION  During  the  months  of  December  and  January,  the  New  Year's 
CAMPAIGN  Resolution  Campaign  is  observed.  This  event  encourages 

people  to  make  a New  Year's  promise  to  sign  organ  donor 
cards.  Information  and  cards  may  be  obtained  from  your  local 
chapter  or:  National  Kidney  Foundation,  2 Park  Avenue,  New 
York,  NY  10016;  telephone  (212)  889-2210. 


The  KMS  Executive  Committee  and  Staff  wish  you  and  yours  a 
joyous  holiday  season,  and  a happy  new  year.  We  look  forward 
to  working  with  you  in  1989. 


BY-LAWS 


1.0  MEMBERSHIP 

1.1  Each  component  society  shall  judge  the  qual- 
ifications and  classify  its  own  members.  When  names 
are  submitted  on  a properly  prepared  roster  to  the 
state  office  along  with  payment  of  the  full  annual 
assessment  to  the  Kansas  Medical  Society,  if  re- 
quired by  their  classification,  the  listed  physicians 
shall  become  members  of  the  Kansas  Medical  So- 
ciety, and  they  shall  remain  so  as  long  as  they  are 
members  in  good  standing  in  their  component  so- 
cieties and  the  dues  to  the  Kansas  Medical  Society 
remain  paid,  provided  that 

1.11  Every  active  member  of  the  Society  shall 
fulfill  the  requirements  of  postgraduate  medical  ed- 
ucation set  forth  by  the  Commission  for  Education 
of  the  Kansas  Medical  Society. 

1.111  Out  of  State  members  shall  be  exempt  from 
the  continuing  medical  education  requirement. 

1.2  Before  a charter  is  issued  to  any  component 
society,  ample  and  full  opportunity  to  become  a 
member  shall  be  given  to  every  physician  residing 
or  practicing  in  the  area  encompassed  by  that  so- 
ciety. 

1.3  Every  qualified  physician  shall  be  privileged 
to  apply  for  membership  in  an  established  compo- 
nent society  encompassing  his/her  area  of  practice. 

1.4  When  a member’s  practice  is  interrupted  by 
an  authorized  absence,  his  dues  will  not  be  refunded 
except  upon  recommendation  by  the  component  so- 
ciety to  which  he  belongs. 

1.5  Members  may  attend  an  annual  session  after 
first  registering  and  being  verified. 

1.6  Classification  of  members 

1.61  Members  with  the  right  to  vote  and  hold 
office: 

1.611  Members  who  pay  full  dues.  Members  of 
a component  society  who  hold  a degree  of  Doctor 
of  Medicine,  Doctor  of  Osteopathy,  or  their  equiv- 
alent, and  are  fully  licensed  to  practice  medicine 
and  surgery  by  the  Kansas  State  Board  of  Healing 
Arts. 

1.6111  Active  Members  (1st  year)  — Physicians 
in  their  first  year  of  full  time  medical  practice  after 
completing  their  residency  requirements.  They  shall 
pay  50%  of  regular  dues  and  assessments  the  first 
full  dues  year. 

1.61111  Active  Members  (2nd  Year):  Physicians 
in  the  second  year  of  full-time  medical  practice  shall 
pay  75  per  cent  of  regular  dues  and  assessments  for 
the  second  full  dues  year. 


1.6122  Retirement:  Members  who  have  retired 
from  active  practice.  Members  in  this  category  may 
hold  an  inactive  license  to  practice  medicine  and 
surgery.  Retirement  status  will  not  be  available  to 
physicians  who  assume  compensated  positions  in 
the  health  care  field  after  retiring  from  medical  prac- 
tice. 

1.6123  Service:  Members  temporarily  serving 
with  the  armed  forces  except  as  provided  in  1.7. 

1.6124  Emeritus:  Members  over  seventy  (70) 
years  of  age,  with  dues-paying  status  for  ten  (10) 
years  or  more  may  apply  for  this  category,  or  elect 
to  retain  active  membership. 

1.6125  Probationary  Members:  Upon  certifica- 
tion by  the  secretary  of  a component  society  that  a 
member  has  been  accepted  on  a probationary  basis, 
the  Kansas  Medical  Society  will  place  his  name  on 
the  membership  rolls.  The  probationary  member  will 
receive  the  Journal  and  all  other  correspondence 
forwarded  from  the  state  office.  He  may  serve  on 
committees  and  commissions  but  is  not  eligible  to 
serve  as  a state  or  AM  A delegate,  councilor,  or 
officer.  One-half  regular  dues  will  be  assessed  dur- 
ing this  period.  This  category  of  membership  ter- 
minates when  the  component  society  either  votes 
him  into  active  membership  or  drops  him  from  their 
membership  rolls. 

1.6126  Interns  and  Residents  engaged  in  full- 
time training  shall  be  given  full  privileges  of  mem- 
bership including  the  right  to  vote  and  hold  office 
and  be  assessed  annual  dues  of  ten  dollars  ($10.00). 

1.6127  Medical  Students  shall  be  given  full  priv- 
ileges of  membership  including  the  right  to  vote  and 
hold  office,  and  be  assessed  no  annual  dues. 

1.6128  Military  Service  — Physicians  on  full- 
time active  duty  with  the  military  service.  They  shall 
pay  fifty  per  cent  (50%)  of  the  regular  KMS  dues 
and  assessments.  They  shall  have  the  right  to  vote, 
but  will  not  be  eligible  to  hold  office. 

1.62  Members  with  full  privileges  except  for  the 
right  to  vote  and  hold  office.  They  apply  for  mem- 
bership through  a component  society  but  are  as- 
sessed less  than  the  full  amount  of  dues: 

1.623  Associate  Members:  Physicians  who  are 
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active  members  of  another  state  medical  society  and 
wish  to  affiliate  with  the  Kansas  Medical  Society. 
They  shall  pay  fifty  per  cent  (50%)  of  the  regular 
dues  and  assessments. 

Oral  surgeons  with  hospital  staff  privileges,  and 
membership  in  their  respective  local,  state  and  na- 
tional organizations.  They  shall  pay  fifty  per  cent 
(50%)  of  the  regular  KMS  dues  and  assessments. 

1.63  Honorary  Members:  Persons  outside  the 
membership  of  this  Society  may  be  designated  Hon- 
orary Members  by  a majority  vote  of  the  House  of 
Delegates.  They  pay  no  dues  and  may  not  vote  or 
hold  office: 

1.631  Members  of  the  medical  societies  of  other 
states  or  of  foreign  medical  societies  recognized  by 
the  American  Medical  Association. 

1.632  Physicians  from  Kansas,  having  graduated 
from  an  accredited  school  of  medicine,  and  who  are 
serving  outside  the  United  States  as  missionaries  or 
in  education  or  philanthropic  work. 

1.633  Non-physicians,  whether  Kansans  or  not, 
who  have  made  an  outstanding  contribution  to  the 
Kansas  Medical  Society  or  to  the  field  of  Medicine 
in  general. 

1.634  Physicians  from  the  membership  of  this 
Society  are  named  for  notable  achievement  in  the 
field  of  medicine  or  extraordinary  service  in  the 
interest  of  this  Society.  They  are  granted  Honorary 
status  by  a vote  of  the  House  of  Delegates  and  pay 
no  dues,  but  if  they  were  previously  voting  mem- 
bers, retain  the  right  to  vote  and  hold  office. 

1.7  Leave  of  Absence:  Leave  of  absence  is 
granted  any  member  for  the  period  specified  by  the 
secretary  of  his  component  society,  in  written  certi- 
fication to  the  secretary  of  this  Society,  excepting 
that  an  absence  shorter  than  six  (6)  months  will  not 
alter  his  previous  status.  A member  on  leave  of 
absence  for  more  than  six  (6)  months  is  exempt 
from  payment  of  dues  in  any  full  six  (6)  months  of 
absence  calculated  from  1 January  and  1 July,  upon 
certification  by  his  component  society. 

1.71  Dues  will  not  be  exacted  from  the  member 
on  leave  at  the  time  they  become  payable.  If  he  is 
absent  for  a full  year  or  more,  the  prepaid  dues  will 
be  applied  to  the  year  of  his  return. 

1.72  A leave  of  absence  exceeding  one  year,  cal- 
culated from  the  first  certification  in  the  annual  re- 
port of  membership,  must  be  recertified  in  each 
subsequent  annual  report,  or  until  notification  of 
reinstatement  (or  discontinued  membership)  is  re- 
ceived from  the  component  society. 

1.8  Dues  Refund:  Refunds  of  one  half  (%)  mem- 


bership dues  will  be  considered  on  an  individual 
basis  upon  application  to  the  Executive  Committee 
prior  to  July  1. 

1.81  One-half  Year  Memberships:  One-half  year 
memberships  will  be  considered  on  an  individual 
basis  upon  application  to  the  Executive  Committee. 

2.0  ASSESSMENTS 

2.1  The  amount  of  the  annual  assessment  for  the 
Kansas  Medical  Society  only  shall  be  determined 
by  the  Council  after  consideration  of  the  annual 
budget  for  the  ensuing  year  and  announced  to  the 
various  component  societies  not  less  than  sixty  (60) 
days  before  the  beginning  of  each  fiscal  year.  Such 
assessments  shall  be  levied  against  and  paid  by  the 
component  societies  in  the  manner  provided  by  this 
Constitution  and  By-Laws,  except  that  any  new 
member  of  this  Society  being  accepted  by  a com- 
ponent society  after  July  1 , shall  be  assessed  one- 
half  the  annual  sum  decided  upon  by  the  Council, 
and  shall  be  accorded  all  the  rights  and  benefits  of 
this  Society,  including  defense,  until  the  succeeding 
January  1. 

2.2  Assessments  shall  include  subscription  to 
Kansas  Medicine  at  a rate  determined  by  the  Ed- 
itorial Board  with  the  approval  of  the  Council. 

2.3  Special  assessments  may  be  levied  as  needed. 
Request  for  special  assessments  will  be  referred  to 
the  Council  for  study,  whereupon  the  Council  shall 
make  a recommendation  to  the  House  of  Delegates 
for  final  action.  All  special  assessments  are  man- 
datory upon  all  full  dues-paying  members  unless 
otherwise  specified. 

3.0  ANNUAL  AND  SPECIAL  SESSIONS 

3.1  The  Society  shall  hold  an  annual  session  at 
the  time  and  place  determined  by  the  Council  at  the 
preceding  annual  session.  The  date  and  location  of 
the  annual  session  may  be  changed  by  the  President 
subject  to  the  approval  of  the  Council.  Provided: 
that  each  component  society  is  notified  of  the  change 
at  least  five  (5)  weeks  before  the  new  date. 

3.2  Special  meetings  of  the  Society  may  be  called 
by  the  President  upon  approval  of  the  Council. 

4.0  GENERAL  MEETINGS  AND  SECTIONS 

4.1  The  Scientific  Assembly  at  the  annual  ses- 
sions may  be  divided  into  general  meetings  and 
sections  by  the  local  Committee  on  Arrangements 
with  approval  of  the  Committee  on  State  Meeting 
Format. 

4.2  The  general  meetings  and  sections  of  the  So- 
ciety shall  be  devoted  to  scientific  work  together 
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with  such  reports  and  announcements  as  may  come 
from  the  House  of  Delegates  or  the  Council. 

4.3  The  Society  reserves  the  right  to  publish  in 
Kansas  Medicine  any  paper  read  before  the  So- 
ciety. The  Society  also  shall  be  entitled  to  a copy 
of  the  paper  if  so  desired. 

4.4  Registration  for  General  and  Sectional  Meet- 
ings. Only  the  following  shall  be  permitted  to  reg- 
ister and  attend: 

4.41  Members:  Members  of  the  Society  who  are 
in  good  standing. 

4.42  Invited  Guests:  Non-members  of  the  Soci- 
ety may  be  invited  to  the  general  session  or  sections, 
but  may  be  excluded  by  the  Executive  Committee 
of  the  Society  or  officers  of  the  Sections. 

4.43  Residents  and  Interns:  Residents  and  interns 
who  are  graduates  of  approved  medical  or  osteo- 
pathic schools  and  who  are  certified  by  their  hos- 
pital. 

4.44  Medical  Students:  Medical  students  of  ap- 
proved medical  and  osteopathic  schools  who  are 
certified  by  their  schools. 

4.5  The  Scientific  Assembly:  The  Scientific  As- 
sembly may  be  divided  into  sections  representing 
the  various  specialties  in  the  practice  of  medicine. 
Any  member  of  the  Society  shall  be  entitled  to  at- 
tend the  scientific  programs  of  specialty  sections. 

4.51  An  application  for  a new  section  or  a re- 
quest to  discontinue  a section  shall  be  referred  to 
the  Council  for  study,  whereupon  the  Council  shall 
make  a recommendation  to  the  House  of  Delegates 
for  final  action. 

4.52  Sections  will  be  governed  by  their  respec- 
tive officers. 

4.53  Officers  will  consist  of  a chairman,  vice- 
chairman  and  secretary-treasurer. 

4.54  Terms  of  office  will  be  for  one  (1)  year  and 
each  officer  may  succeed  himself. 

4.55  Each  section  will  prepare  its  own  program 
subject  to  approval  by  the  Committee  on  State  Meet- 
ing Format.  Programs  must  be  submitted  to  the  com- 
mittee far  enough  in  advance  to  be  included  in  the 
annual  session  program. 

4.56  Papers  and  records  of  proceedings  of  the 
sections  shall  become  the  property  of  the  Society 
and  filed  in  the  central  office  of  the  Society. 

4.57  All  resolutions  and  memorials  of  a general 
meeting  or  a section,  intended  to  be  issued  in  the 
name  of  the  Society,  must  be  approved  by  the  Coun- 
cil or  House  of  Delegates  before  being  issued  or 
becoming  effective. 

4.58  Each  section  may  enact  its  own  rules  of 


conduct  that  do  not  conflict  with  the  Constitution 
or  By-Laws  of  the  Society.  Sections  approved  by 
the  Society  include: 

4.581  Kansas  Society  of  Anesthesiology 

4.582  Section  on  Ophthalm.ology 

4.5822  Hospital  Medical  Staff  Section 

Purpose.  The  purpose  of  this  section  is  to  provide 

a direct  means  to  address  the  relationship  between 
members  of  the  Kansas  Medical  Society  and  hos- 
pital staffs. 

Membership.  Membership  in  the  section  shall  be 
limited  to  KMS  members  selected  by  physician 
members  of  the  medical  staffs  of  hospitals. 

Governing  Councils.  There  shall  be  a Governing 
Council  of  the  Hospital  Medical  Staff  Section  to 
direct  the  programs  and  activities  of  the  section, 
subject  to  the  approval  of  the  KMS  Council. 

Members.  There  shall  be  five  voting  members  of 
the  Governing  Council,  consisting  of  the  officers, 
delegate  and  alternate  delegate,  elected  at  the  busi- 
ness meeting  of  the  section. 

Officers.  The  officers  of  the  section  shall  have 
the  following  duties  and  responsibilities. 

Chairman.  The  Chairman  shall  preside  at  the 
business  meetings  of  the  section  and  at  meetings  of 
the  Governing  Council. 

Vice  Chairman.  The  Vice  Chairman  shall  assist 
the  Chairman  and  preside  in  the  absence  of  the 
Chairman  or  at  his/her  request. 

Secretary-Treasurer.  The  Secretary-Treasurer 
shall  maintain  such  records  and  accounts  as  may  be 
necessary  or  advisable  for  the  conduct  of  the  activ- 
ities of  the  section. 

Delegate  and  Alternate  Delegate.  The  Delegate 
and  Alternate  Delegate  shall  represent  the  members 
of  the  section  in  the  KMS  House  of  Delegates. 

Term.  Governing  Council  members,  including  the 
Delegate  and  Alternate  Delegate,  shall  serve  stag- 
gered three-year  terms,  beginning  at  the  conclusion 
of  the  Annual  Meeting  at  which  they  were  elected. 

Vacancies.  Any  vacancy  occurring  on  the  Gov- 
erning Council  shall  be  filled  at  the  next  business 
meeting  of  the  Section. 

Business  Meeting.  There  shall  be  a business 
meeting  of  members  of  the  section  held  prior  to 
each  Annual  Meeting  of  the  House  of  Delegates. 

Representatives  to  the  Business  Meeting.  The 
physician  members  of  the  medical  staff  of  each  hos- 
pital may  select  a representative  to  the  business 
meeting  of  the  Hospital  Medical  Staff  Section.  The 
representative  must  be  a KMS  member  who  is  an 
active  voting  member  of  the  medical  staff  with  clin- 
ical privileges  at  the  hospital. 

Representatives  to  the  business  meeting  shall  be 
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elected  by  and  from  the  active  voting  members  of 
the  medical  staff  of  each  hospital. 

Representatives  to  the  business  meeting  shall  be 
properly  certified  by  the  President  or  Secretary  of 
the  medical  staff. 

Only  duly  selected  representatives  to  the  Hospital 
Medical  Staff  Section  shall  have  the  right  to  vote 
at  the  business  meeting  of  the  section,  but  the  meet- 
ing shall  be  open  to  any  member  of  the  Kansas 
Medical  Society.  The  meeting  shall  be  conducted 
pursuant  to  rules  or  procedure  adopted  by  the  Gov- 
erning Council  of  the  section  and  approved  by  the 
KMS  Council. 

Purposes  of  the  Business  Meeting.  The  purposes 
of  the  business  meeting  shall  be: 

a.  To  hear  such  reports  as  may  be  appropriate. 

b.  To  consider  and  vote  upon  such  matters  as 
may  properly  come  before  the  meeting. 

c.  To  adopt  resolutions  for  submission  by  the 
section  to  the  House  of  Delegates  of  the  Kan- 
sas Medical  Society. 

d.  To  elect  at  the  business  meeting  prior  to  the 
Annual  Meeting  of  the  KMS  House  of  Del- 
egates a Chairman,  Vice  Chairman,  Secre- 
tary-Treasurer, Delegate  and  Alternate  Dele- 
gate. 

e.  To  conduct  such  other  business  as  may  prop- 
erly come  before  the  meeting. 

4.583  Kansas  Chapter,  American  Society  of  In- 
ternal Medicine 

4.584  Kansas  Section,  American  College  of  Ob- 
stetrics & Gynecology 

4.585  Kansas  Orthopedic  Society 

4.586  Kansas  Society  of  Pathologists 

4.587  Kansas  Chapter,  American  Academy  of 
Pediatrics 

4.588  Kansas  Psychiatric  Society 

4.589  Kansas  Chapter,  American  College  of  Ra- 
diology 

4.5810  Kansas  Chapter,  American  College  of 
Surgeons 

4.5811  Kansas  Chapter,  American  Academy  of 
Family  Physicians 

4.5812  Kansas  Allergy  Society 

4.5813  Kansas  Urological  Society 

4.5814  Section,  Otolaryngology-Head  and  Neck 
Surgery 

4.5815  Kansas  Dermatological  Society 

4.5816  Kansas  Neurosurgical  Society 

4.5817  The  Kansas  Neurological  Society 

4.5818  Section  on  Nuclear  Medicine 


4.5819  Kansas  Chapter,  American  College  of 
Emergency  Room  Physicians 

4.5820  Resident  Physicians  Section 

4.5821  Medical  Student  Section 

5.0  HOUSE  OF  DELEGATES 

5.01  Introduction  and  General  Powers 

The  House  shall  consider  and  advise  on  matters 
of  interest  to  the  medical  profession  and  of  the  pub- 
lic in  those  important  matters  wherein  it  is  depend- 
ent upon  the  medical  profession  and  shall  advocate 
all  proper  medical  and  health  legislation,  and  the 
diffusion  of  popular  information  in  relation  thereto. 

It  shall  attend  to  the  scientific  work  and  spirit  of 
this  Society,  and  it  shall  constantly  attempt  to  im- 
prove the  quality  of  health  care  in  this  state. 

The  House  of  Delegates  is  the  ultimate  authority 
in  legislative  and  business  affairs  of  this  Society.  It 
may  appoint  committees  from  its  own  members  or 
from  members  of  the  Society.  Such  committees  shall 
report  to  the  House,  and  may  be  present  and  par- 
ticipate in  the  debates  on  their  reports. 

The  House  may  delegate  and  empower  the  Coun- 
cil or  a special  standing  committee  to  employ,  ad- 
vise and  supervise  an  Executive  Director  whose  du- 
ties shall  be  as  provided  in  these  By-Laws. 

The  House  shall  review  the  annual  budget  sub- 
mitted by  the  Council  and  shall  make  annual  ap- 
propriations for  the  expenditures  of  this  Society.  It 
may  amend  current  appropriations  at  any  meeting. 

A summary  of  the  proceedings  of  the  House  of 
Delegates  shall  be  published  following  each  annual 
session  in  Kansas  Medicine. 

5.1  Composition 

The  House  of  Delegates  shall  be  composed  of 
delegates  selected  by  the  component  societies,  by 
the  elected  councilors  and  in  their  absence,  their 
alternates,  by  the  recognized  sections,  the  past  pres- 
idents, and  the  elected  officers  of  this  Society. 
Members  of  the  Society  may  attend  plenary  sessions 
and  others  may  attend  upon  invitation  of  the  Speaker. 

5.2  Apportionment 

5.21  Component  Societies:  Each  component  so- 
ciety having  made  its  annual  report  and  paid  its 
assessments  as  provided  in  this  Constitution  and  By- 
Laws  shall  elect  one  (1)  delegate  and  one  (1)  alter- 
nate to  the  House  of  Delegates  for  each  twenty  (20) 
members  and  major  fraction  thereof.  Each  com- 
ponent single  county  society  shall  be  entitled  to  at 
least  one  (1)  delegate  and  one  (1)  alternate,  and 
provided  that  component  multicounty  societies  have 
fewer  than  seventy-five  (75)  members  are  entitled 
to  elect  one  (1)  delegate  and  one  (1)  alternate,  plus 
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one  (1)  delegate  and  one  (1)  alternate  for  each  ten 
(10)  members  and  major  fraction. 

Student  and  resident  members  shall  not  be  counted 
for  the  purposes  of  determining  the  number  of  del- 
egates. 

5.22  Organized  Specialties;  Each  organized  spe- 
cialty section  recognized  by  the  Society  shall  be 
entitled  to  one  (1)  delegate  and  one  (1)  alternate  to 
be  chosen  by  the  section. 

5.23  Listing  Names;  It  is  the  duty  of  the  secretary 
of  each  component  society  and  specialty  section  to 
send  the  names  of  the  delegate(s)  and  altemate(s) 
to  the  Executive  Director  at  least  sixty  (60)  days 
prior  to  each  session. 

5.24  Each  district  councilor  shall  be  a member 
of  the  House  of  Delegates  during  his  Council  tenure 
and  in  addition  to  the  authorized  number  of  dele- 
gates from  his  component  society. 

5.3  Delegates 

5.31  Qualifications 

5.311  Delegates;  Each  delegate  must  be  a mem- 
ber in  good  standing  of  this  Society. 

5.312  Alternates;  An  alternate  to  each  delegate 
shall  be  elected  to  substitute  for  that  delegate.  Each 
alternate  must  be  a member  in  good  standing  of  the 
Society. 

5.313  Substitute  Alternate;  The  House  may  elect 
by  majority  vote  a substitute  alternate  to  serve  as  a 
delegate  for  that  meeting  for  a component  society 
which  has  no  delegate  or  alternate  present. 

5.314  Proxies;  No  proxies  are  recognized. 

5.32  Term 

5.321  Length;  Each  delegate  and  alternate  is 
elected  for  one  (1)  year  and  shall  assume  office  at 
the  first  session  of  the  House  succeeding  his  selec- 
tion. 

5.322  Vote;  Each  delegate  is  entitled  to  one  (1) 
vote. 

5.33  Registration 

All  persons  attending  a session  of  the  House  shall 
register  prior  to  their  admission.  These  registrations 
are  certified  by  the  Committee  on  Credentials. 

5.4  Procedure 

5.41  Order  of  Business 

5.411  First  Session;  The  order  of  business  of  the 
first  session  of  the  House,  unless  otherwise  ordered 
by  a two-thirds  vote  of  the  delegates  present,  shall 
be; 

5.4111  Registration  of  delegates.  Society  mem- 
bers and  visitors. 

5.4112  Call  to  order  by  the  Speaker. 

5.4113  Announcement  of  number  of  delegates 


present  and  registered  and  the  presence  of  an  official 
quorum. 

5.4114  Reading  of  the  minutes  of  last  and  any 
special  meeting. 

5.4115  The  report  of  the  nominating  committee 
is  read,  after  which  nominations  are  made  from  the 
floor  for  the  office  of  President  Elect,  First  Vice 
President,  Second  Vice  President,  Speaker,  Vice 
Speaker,  Secretary,  Treasurer,  AMA  Delegate  and 
AM  A Alternate  Delegate,  and  a ballot  vote  where 
three  or  more  candidates  have  been  nominated  for 
one  office  so  that  the  election  at  the  second  session 
of  the  House  shall  present  not  more  than  two  (2) 
candidates  for  each  office. 

5.4116  Report  of  the  Constitutional  Secretary 
shall  be  distributed  to  all  persons  in  attendance.  The 
Constitutional  Secretary  shall  call  attention  of  the 
House  to  any  statistics  relating  to  membership  that 
are  of  exceptional  importance. 

5.4117  The  report  of  the  Treasurer,  including  a 
proposed  budget  for  the  coming  year,  shall  be  dis- 
tributed to  all  persons  present.  The  Treasurer  shall 
call  attention  to  any  specific  financial  items  that  are 
exceptional.  The  House  shall  immediately  thereafter 
act  to  approve  the  report  of  the  Treasurer. 

5.4118  The  report  of  the  Editor  of  Kansas  Med- 
icine shall  be  prepared  and  distributed  to  all  persons 
present. 

5.4119  The  Speaker  of  the  House  of  Delegates 
may  invite  such  persons  to  present  written  or  oral 
reports  to  the  House  of  Delegates  which  in  his  judg- 
ment will  be  important  for  information  to  the  House. 

5.41110  The  report  of  the  Executive  Director  shall 
be  prepared  and  distributed  to  all  persons  present. 

5.41111  Unfinished  business. 

5.41112  Reports  and  presentation  of  resolutions 
from  Commissions. 

5.41113  New  business  and  the  introduction  of 
resolutions  from  component  societies,  specialty  so- 
cieties, and  delegates. 

5.41114  Announcements  — to  include;  (1) 
members  of  each  reference  committee;  (2)  time  and 
place  of  reference  committee  meetings;  (3)  names 
and  districts  of  expiring  councilor  and  alternate 
terms;  (4)  results  of  primary  election;  (5)  other. 

5.41115  Adjournment  to  reconvene  at  second 
meeting. 

5.412  Second  Session;  The  official  order  of  busi- 
ness for  the  second  meeting  of  the  House  of  each 
annual  session  shall  be; 

5.4121  Registration  and  seating  of  delegates.  So- 
ciety members  and  visitors. 
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5.4122  Call  to  order  by  the  Speaker. 

5.4123  Announcement  of  number  of  delegates, 
the  presence  of  an  official  quorum. 

5.4124  Election  of  officers  (by  ballot) 

5.4125  Report  of  reference  committees. 

5.4126  Unfinished  business. 

5.4127  New  business  (this  requires  consent  of  a 
two-thirds  majority  of  delegates  present). 

5.4128  The  Speaker  announces  the  President 
Elect  is  now  President.  The  President  is  invited  to 
present  to  the  House  an  outline  of  his  plans  for  the 
coming  year  at  the  time  he  assumes  office.  The 
President  then  announces  the  councilors  and  alter- 
nates elected  and  meeting  place  of  the  Council. 

5.4129  Installation  by  the  President  of  the  new 
Speaker  and  Vice  Speaker. 

5.41210  Adjournment 

5.413  Special  Session:  The  official  order  of  busi- 
ness for  a special  session  of  the  House  shall  be: 

5.4131  Registration  of  delegates,  Society  mem- 
bers and  visitors. 

5.4132  Call  to  order  by  the  Speaker. 

5.4133  Announcement  of  number  of  delegates 
present  and  the  presence  of  a quorum. 

5.4134  Announcement  of  business  for  which 
session  was  convened. 

5.4135  Report  of  the  commission  chairmen  and 
officers  pertinent  to  the  subjects  for  which  the  spe- 
cial session  is  convened. 

5.4136  Assignment  of  resolutions  to  reference 
committees. 

5.4137  Adjournment  of  the  First  Session. 

5.4138  Second  Session  — Call  to  order  by  the 
Speaker. 

5.4139  Report  of  the  Reference  committees. 

5.41310  Announcements. 

5.41311  Adjournment. 

5.42  Privilege  of  the  Floor 

The  House  of  Delegates  by  a two-thirds  vote  of 
those  present  may  invite  any  person  to  address  the 
House. 

5.43  Introduction  of  Resolutions: 

Reports  and  resolutions  for  consideration  of  the 
House  shall  be  sent  to  the  Executive  Office  at  least 
six  (6)  weeks  before  the  date  of  the  annual  session. 
Resolutions  or  amendments  introduced  on  the  floor 
of  the  House  must  be  submitted  to  the  Speaker  in 
writing  at  the  time  of  introduction. 

5.44  Process  of  Resolutions: 

5.441  First  Session 


5.4411  At  the  first  session  of  the  House,  all  busi- 
ness shall  be  introduced  by  title,  and  referred  with- 
out debate  or  action  to  a reference  committee,  ex- 
cept as  otherwise  stipulated  in  these  By-Laws. 

5.4412  Resolutions  not  previously  published  and 
distributed  to  the  members  of  the  House  shall  be 
read  in  full. 

5.4413  As  each  resolution  is  introduced,  the 
Speaker  shall  designate  it  with  a number. 

5.442  Second  Session 

5.4421  At  the  second  session,  the  House  will 
receive  the  report  of  each  reference  committee  on 
all  business  referred  to  it. 

5.44211  If,  in  the  opinion  of  the  reference  com- 
mittee chairman,  a resolution  can  be  acted  upon 
without  additional  discussion,  he  shall  direct  the 
resolution  to  be  placed  on  the  consent  calendar.  A 
list  of  such  resolutions  shall  be  presented  at  the  end 
of  the  reference  committee  report.  The  Speaker  shall 
ask  if  there  is  any  objection.  If  an  objection  appears 
to  any  resolution,  it  shall  be  removed  from  the  con- 
sent calendar  and  placed  before  the  House  for  in- 
dividual consideration.  If  no  objection  appears,  the 
resolutions  on  the  consent  calendar  will  be  placed 
as  a package  before  the  House  for  action. 

5.4422  Each  item  of  business  so  reported  upon 
shall  be  subject  to  debate  and  amendment  prior  to 
final  action. 

5.4423  No  new  business  may  be  considered  at 
the  second  session  of  the  House  except  as  provided 
in  the  By-Laws. 

5.4424  If  a reference  committee  fails  to  submit 
a report  at  the  second  session  of  the  House  upon 
any  resolution  referred  to  it,  such  resolution  may 
be  placed  before  the  House  by  the  Speaker  and  must 
be  so  placed  upon  request  of  any  member. 

5.443  Special  Session 

Resolutions  may  be  considered  by  the  House  act- 
ing as  a whole  or  by  a reference  committee  prior  to 
action  by  the  House. 

5.444  Expiration 

Official  policies  established  through  resolutions 
at  the  House  of  Delegates  shall  be  in  effect  for  a 
period  of  five  (5)  years,  at  which  time  that  policy 
position  will  be  reviewed  by  the  Executive  Com- 
mittee and  will  expire  subject  to  the  approval  by 
the  House  of  Delegates  unless  superseded  or  con- 
tinued by  another  resolution. 

5.45  Quorum 

Thirty-five  per  cent  (35%)  of  constitutionally  pro- 
vided delegates  or  their  respective  alternates  shall 
constitute  a quorum  of  the  House  of  Delegates  at 
any  regular  or  special  meeting. 
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5.5  Sessions  of  the  House  of  Delegates 

5.51  Location:  The  time  and  place  shall  be  de- 
termined by  the  Council.  Notice  of  annual  meetings 
shall  be  sent  to  each  component  society  prior  to 
January  1 of  the  year  the  meeting  is  to  be  held  and 
shall  state  the  time  and  place  of  the  meeting. 

5.52  Invitation  From  Component  Societies:  The 
Council  shall,  not  later  than  October,  consider  in- 
vitations received  from  component  societies  to  serve 
as  host  to  the  annual  session  for  the  fifth  year  fol- 
lowing and  shall  select  the  meeting  place  and  the 
date.  Should  invitations  not  be  received,  the  Council 
shall  select  a meeting  place. 

5.53  Regular:  The  House  of  Delegates  shall  con- 
duct two  meetings,  separated  by  at  least  twenty-four 
(24)  hours,  during  each  annual  session.  These  may 
be  adjourned  and  reconvened  as  necessary. 

5.54  Special:  Special  sessions  shall  be  called  by 
the  Speaker  as  requested  by  the  President  upon  ap- 
proval of  the  Council  or  the  Executive  Committee. 
Special  sessions  shall  be  called  by  the  Speaker  upon 
the  written  request  of  twenty-five  per  cent  (25%) 
of  the  delegates  from  component  societies.  When  a 
special  meeting  is  called,  the  Executive  Director 
shall  notify  each  component  society  at  least  twenty 
(20)  days  before  the  meeting  date.  The  notice  shall 
specify  the  time  and  place  of  meeting  and  the  pur- 
pose for  which  it  is  called. 

5.6  Meetings 

5.61  Plenary:  The  House  may  conduct  a meeting 
to  which  any  person  may  be  admitted.  By  majority 
vote  of  the  delegates  present,  a plenary  meeting  may 
become  a closed  or  executive  meeting. 

5.62  Closed:  A closed  meeting  is  restricted  to 
members  of  this  Society  and  to  members  of  the  staff. 

5.63  Executive:  An  executive  meeting  is  limited 
to  delegates  and  to  such  employees  of  this  Society 
necessary  for  the  functioning  of  the  House. 

5.7  Designation 

The  Credentials  Committee  and  the  Reference 
Committee  are  regularly  appointed  committees  of 
the  House  of  Delegates. 

5.8  Membership 

5.81  The  Credentials  Committee  shall  consist  of 
three  (3)  members  from  separate  Council  districts 
appointed  by  the  Speaker  for  a term  of  one  (1) 
session.  The  Speaker  shall  designate  the  chairman. 

5.82  Each  Reference  Committee  shall  consist  of 
not  less  than  three  (3)  nor  more  than  seven  (7)  mem- 
bers of  the  House  appointed  by  the  Speaker.  The 
Speaker  shall  designate  the  chairman. 

5.9  Duties 


5.91  Credentials  Committee 

5.911  The  Credentials  Committee  shall  examine 
the  credentials  of  all  who  seek  admission  to  the 
House,  and  rule  on  the  seating  of  all  delegates.  Any 
member  of  the  Society  registered  for  the  annual 
meeting  may  be  admitted  to  the  visitors’  section. 

5.912  An  individual  whose  credentials  are  ques- 
tioned may  appeal  to  the  House  immediately  fol- 
lowing the  report  of  the  Credentials  Committee  that 
a quorum  exists  and  the  issue  may  be  decided  at 
that  time. 

5.913  The  Speaker  shall  appoint  a Sergeant-at- 
Arms. 

5.914  The  Credentials  Committee  shall  report  to 
the  House  upon  request  of  the  Speaker  on: 

5.9141  Total  number  of  members  of  the  House 
eligible  to  vote. 

5.9142  Number  of  members  registered  and 
seated. 

5.9143  Announcement  of  quorum. 

5.92  Reference  Committees 

5.921  The  Reference  Committees  are  appointed 
for  a session  of  House  to  consider  resolutions  re- 
ferred to  them. 

5.922  The  duties  of  the  Reference  Committees 
shall  be: 

5.9221  To  hold  open  hearings  on  all  referred  res- 
olutions at  a time  and  place  announced  at  the  first 
session  of  the  House. 

5.9222  To  deliberate  in  closed  session  on  each 
resolution,  and  after  consideration  recommend  its 
final  disposition. 

5.923  A member  of  a reference  committee  who 
wishes  to  make  a minority  report  must  refrain  from 
signing  the  majority  report  and  must  make  his  in- 
tentions known  to  the  other  members  of  the  refer- 
ence committee  while  it  is  in  closed  session  and 
prior  to  the  presentation  of  the  majority  report  to 
the  House. 

5.93  Other  Committees 

The  Speaker  may  appoint  such  other  committees 
as  are  needed. 

6.0  ELECTED  OFFICERS 

6.1  Designations 

The  elected  officers  of  the  Society  are  those  spec- 
ified in  Article  VI  of  the  Constitution.  No  member 
shall  hold  two  elected  offices  in  this  Society  at  one 
time  excepting  delegates  and  alternate  delegates  to 
the  American  Medical  Association,  who  may  be 
elected  and  serve  during  a concomitant  tenure  in 
another  elective  office  of  this  Society. 


Kansas  Medicine  • December  1988  • 349 


6.2  Qualifications 

An  elected  officer  must  have  been  for  at  least  two 
(2)  years  immediately  prior  to  his  election,  an  active 
member  of  the  Kansas  Medical  Society.  The  Speaker 
and  Vice  Speaker  of  the  House  shall  be  elected  from 
among  the  members  of  the  House. 

6.3  Terms 

6.31  President  Elect 

The  President  Elect  shall  be  elected  annually.  He 
shall  serve  until  the  next  inaugural  after  his  election 
when  he  becomes  President. 

6.32  First  Vice  President,  Second  Vice  Presi- 
dent, Speaker,  Vice  Speaker,  Secretary  and  Treas- 
urer. 

The  First  Vice  President,  Second  Vice  President, 
Speaker,  Vice  Speaker,  Secretary  and  Treasurer  shall 
be  elected  annually,  each  to  serve  for  one  (1)  year 
or  until  a successor  is  elected  and  installed. 

6.33  AMA  Delegates 

Delegates  to  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  shall  be  elected  for  two- 
year  terms  of  office.  The  term  of  the  delegate-elect 
shall  begin  January  1 of  the  year  succeeding  elec- 
tion. 

6.331  AMA  Alternate  Delegates 

There  shall  be  one  alternate  delegate  for  each 
delegate.  The  President  shall  serve  as  one  alternate 
delegate.  One  of  the  alternate  delegates  shall  be 
appointed  by  the  President  subject  to  Executive 
Committee  approval,  to  serve  a term  of  one  year, 
beginning  January  1.  The  remaining  alternate  del- 
egates shall  be  elected  at  the  annual  meeting  to  two- 
year  terms  of  office,  beginning  January  1 of  the 
year  succeeding  election. 

6.4  Presidential  Succession 

If  the  Presidency  is  vacated  by  reason  of  death, 
disability  for  the  unexpired  term,  resignation,  or 
impeachment  and  conviction,  the  line  of  succession 
shall  be  the  President  Elect,  the  First  Vice  President, 
the  Second  Vice  President,  the  Speaker  and  the  Vice 
Speaker. 

6.41  If  the  disability  of  a president  is  contested, 
it  shall  be  determined  by  a two-thirds  concurrence 
of  the  Council. 

6.5  Interim  Vacancies 

Should  vacancies  occur  in  the  office  of  Secretary 
or  Treasurer,  the  Council  shall  fill  these  positions 
as  provided  in  the  By-Laws. 

6.6  Nominations 

The  Council  shall  annually  at  the  conclusion  of 
the  annual  session  select  three  (3)  physicians  who 
are  members  of  this  Society,  each  representing  a 
different  council  district  other  than  the  districts  of 


the  two  (2)  recent  living  past  presidents  to  comprise 
the  nominating  committee.  The  Council  shall  name 
a chairman.  The  committee  shall  meet  not  later  than 
ninety  (90)  days  prior  to  the  next  annual  session 
and  present  for  publication  in  Kansas  Medicine  a 
list  of  candidates  for  each  elective  office  consisting 
of  one  or  more  candidates  for  the  offices  of  President 
Elect,  First  Vice  President,  Secretary,  Treasurer, 
Speaker  of  the  House  of  Delegates,  Vice  Speaker 
of  the  House  of  Delegates,  one  (1)  or  more  candi- 
dates for  the  office  of  delegate-elect  and  alternate 
delegate-elect  to  the  American  Medical  Associa- 
tion, and  three  (3)  or  more  candidates  for  the  office 
of  Second  Vice  President.  The  candidates  for  Treas- 
urer should  be  named  from  residents  of  the  vicinity 
of  the  central  office  whenever  possible. 

6.7  Elections 

6.71  Time:  The  election  of  officers  shall  be  held 
at  the  last  meeting  of  the  House  of  Delegates  at  each 
annual  session.  During  the  first  session  nominations 
for  each  office  are  made.  When  more  than  two  (2) 
candidates  are  nominated  for  any  office,  a primary 
election  shall  be  held  at  the  first  House  of  Delegates 
meeting.  The  name  receiving  the  fewest  votes  shall 
be  eliminated  and  balloting  shall  continue  until  not 
more  than  two  (2)  remain.  Tellers  shall  announce 
in  alphabetical  order  the  names  of  the  two  who 
receive  the  largest  number  of  votes  for  each  office. 
In  case  there  exists  a tie  for  second  place,  another 
ballot  shall  be  held  to  select  a second  candidate.  At 
the  last  House  of  Delegates  meeting  each  authorized 
delegate  shall  cast  his  ballot  at  the  time  he  registers 
to  attend  the  meeting,  and  this  will  constitute  the 
election.  In  case  of  a tie,  the  Speaker,  who  does 
not  vote  otherwise,  shall  cast  the  deciding  vote. 

6.72  Method:  All  elections  of  officers  shall  be 
by  ballot. 

6.8  Installation  of  the  Elected  Officers 

Elected  officers,  except  delegates  and  alternate 

delegates  to  the  American  Medical  Association 
House  of  Delegates,  shall  be  installed  prior  to  ad- 
journment of  the  House  at  the  annual  session  and 
shall  begin  their  term  of  office  at  the  conclusion  of 
the  annual  session. 

6.9  Installation  of  the  President 

The  oath  of  office  shall  be  administered  to  the 
President  Elect  during  the  President’s  Banquet  and- 
or  reception  at  the  annual  session.  The  President 
Elect  shall  become  President  at  the  conclusion  of 
the  business  of  the  House  at  the  annual  session. 

6.10  Officials  Impeached 

Officials  impeached  by  the  Council  are  tried  by 
the  House  of  Delegates.  A two-thirds  vote  is  nec- 
essary for  conviction. 
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7.0  DUTIES  OF  OFFICERS 

7.1  President 

The  President  is  the  chief  executive  officer  and 
principal  spokesman  of  the  Society.  He  shall  coun- 
sel with  officers,  and  others,  toward  the  best  inter- 
ests of  the  public  and  this  Society,  to  attempt  to 
further  the  aims  and  activities  of  this  Society  to  the 
fullest  extent.  He  shall  perform  such  services  as 
custom,  necessity  and  parliamentary  procedure  re- 
quire. He  shall  in  accordance  with  these  By-Laws 
announce  his  appointments  to  commissions.  He  shall 
be  an  ex-officio  member  of  all  committees  and  com- 
missions. He  shall  be  extended  an  opportunity  to 
preside  at  all  major  functions  of  the  annual  session 
and  shall  deliver  an  address  at  the  time  arranged  by 
the  Committee  on  Arrangements.  He  shall  be  en- 
couraged to  visit  the  various  Council  districts  during 
his  term  of  office. 

7.2  President  Elect 

The  President  Elect  shall  familiarize  himself  with 
the  personnel  and  work  of  the  various  committees 
and  of  this  Society  in  general.  He  shall  be  ready  to 
counsel  with  the  President  on  matters  affecting  the 
future  of  this  Society,  and  shall  otherwise  prepare 
himself  for  assuming  the  leadership  of  this  Society 
at  the  proper  time.  Except  as  is  otherwise  provided 
in  the  By-Laws,  he  shall  appoint  a chairman  and 
other  members  of  each  commission,  and  other  tem- 
porary committees,  to  serve  during  his  term  as  Pres- 
ident. The  complete  list  of  appointments  to  com- 
missions shall  be  available  for  publication  and 
distribution  to  the  membership  when  he  assumes  the 
office  of  President.  The  President  Elect  shall  assume 
the  Presidency  in  the  event  of  the  death  of  the  Pres- 
ident or  the  inability  of  the  President  to  perform  the 
duties  of  the  office.  In  the  event  of  such  succession 
to  office,  the  President  Elect  shall  not  be  disquali- 
fied from  serving  his  term  as  President  for  which 
he  was  duly  elected. 

7.3  First  Vice  President 

The  First  Vice  President  shall  assist  the  President 
in  the  performance  of  his  duties,  shall  preside  in 
his  absence  at  the  meetings  of  this  Society,  or  the 
Council,  and  shall  represent  the  President  in  his 
absence. 

7.4  Second  Vice  President 

The  Second  Vice  President  shall  also  assist  the 
President  in  the  performance  of  his  duties. 

7.5  Speaker 

The  House  of  Delegates  shall  annually  elect  from 
its  membership  a Speaker  and  a Vice  Speaker  whose 
terms  of  office  begin  upon  adjournment  of  the  last 
session  of  the  House  and  continue  through  adjourn- 


ment of  the  last  session  at  the  next  annual  session. 
They  are  eligible  for  succession. 

The  Speaker  is  the  presiding  officer  over  all  ses- 
sions of  the  House.  It  is  his  duty,  upon  consultation 
with  the  Vice  Speaker,  to  appoint  reference  com- 
mittees. He  shall  refer  resolutions  to  reference  com- 
mittees and  shall  aid  delegates  and  committees  to 
the  extent  of  his  ability  toward  the  end  that  all  busi- 
ness of  the  House  may  be  conducted  in  an  efficient 
manner. 

7.6  Vice  Speaker 

In  the  absence  of  the  Speaker  or  at  his  pleasure, 
the  Vice  Speaker  will  preside  over  the  House  and 
will  perform  such  duties  as  would  otherwise  be  per- 
formed by  the  Speaker. 

At  the  first  session  of  the  House,  nominations 
shall  be  placed  for  the  office  of  Speaker  and  for  the 
office  of  Vice  Speaker.  In  the  event  there  are  more 
than  two  (2)  nominations  for  either  office,  a primary 
ballot  shall  be  taken  and  the  names  of  the  two  (2) 
receiving  the  largest  number  of  votes  will  appear 
on  the  ballot  at  the  last  session  of  the  House  where 
the  election  shall  take  place. 

7.7  Secretary 

The  Secretary  shall  advise  the  Executive  Director 
in  all  secretarial  matters  of  this  Society  and  shall 
act  as  the  corporate  secretary  for  the  executive  of 
official  documents.  He  shall  perform  such  duties  as 
are  placed  upon  him  by  this  Constitution  and  By- 
Laws,  and  in  the  event  of  death,  resignation  or  re- 
moval of  the  Executive  Director,  shall  assume  the 
duties  of  that  office  until  the  vacancy  is  filled. 

7.8  Treasurer 

The  Treasurer  shall  be  the  custodian  of  all  mon- 
eys, securities  and  valuable  papers  of  this  Society. 
He  shall  deposit  them  in  safe  banking  institutions, 
or  invest  them,  subject  to  the  direction  of  the  Coun- 
cil. He  shall  be  bonded  at  the  expense  of  this  Society 
in  such  amount  as  the  House  may  require.  He  shall 
pay  all  authorized  obligations  of  this  Society  by 
vouchers.  He  may  authorize  the  Executive  Director 
to  pay  authorized  obligations  on  his  behalf.  He  shall 
keep  a detailed  account  of  all  receipts  and  disburse- 
ments, and  shall  make  an  annual  report  to  the  House 
concerning  the  financial  transactions  of  this  Society 
for  the  preceding  fiscal  year,  the  funds  of  this  So- 
ciety in  his  care  and  his  actions  as  Treasurer.  He 
shall  subject  his  accounts  to  such  examinations  as 
this  House  or  the  Council  may  order.  He  shall  es- 
tablish a revolving  fund  in  an  amount  approved  by 
the  Council  for  routine  expenses  of  the  Executive 
office,  which  fund  shall  be  set  aside  in  a separate 
banking  institution  and  be  subject  to  check  by  the 
Executive  Director  with  the  understanding  that  dis- 
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bursements  therefrom  shall  be  satisfactorily  ac- 
counted by  the  Executive  Director  to  the  Treasurer 
before  replenishment  is  made. 

7.9  Executive  Director 

The  Executive  Director  shall  perform  the  duties 
usual  to  such  office  except  those  specifically  im- 
posed by  this  Constitution  and  By-Laws  upon  the 
officers,  councilors,  committees,  commissions,  and 
other  representatives  of  this  Society. 

He  shall  be  under  the  employ  of  the  Council,  or 
its  representative  committee,  and  in  case  of  his  death, 
resignation  or  removal,  the  Council,  or  its  repre- 
sentative committee,  shall  have  the  power  to  fill  the 
vacancy.  He  shall  employ  such  assistants  as  the 
House,  the  Council,  or  their  representative  com- 
mittees may  direct. 

The  amount  of  his  salary  shall  be  fixed  by  the 
Council  or  its  representative  committee,  with  ap- 
proval of  the  House  of  Delegates.  He  shall  be  al- 
lowed traveling  expenses  to  the  extent  approved  by 
the  Council.  He  shall  use  the  revolving  fund  with 
due  regard  for  efficiency  and  good  business  judg- 
ment in  furtherance  of  the  work  entrusted  to  his 
care. 

He  shall  be  bonded  at  the  expense  of  this  Society 
in  such  amount  as  the  Council  may  require. 

He  shall: 

7.91  Account  for,  and  promptly  turn  over  to  the 
Treasurer  all  funds  of  this  Society  which  come  into 
his  hands. 

7.92  Receive  all  bills  against  this  Society. 

7.93  Investigate  their  fairness  and  correctness. 

7.94  Prepare  vouchers  covering  the  same. 

7.95  Forward  them,  together  with  proper  pay- 
ment, to  the  Treasurer,  for  payment  as  provided  in 
these  By-Laws;  or  pay  them  with  prior  authorization 
from  the  Treasurer. 

7.96  Keep  an  account  with  the  component  so- 
cieties of  the  amount  of  their  assessments,  collect 
the  same  and  promptly  turn  over  the  proceeds  to 
the  Treasurer. 

7.97  Make  an  annual  report  of  his  activities  to 
the  House,  and  shall  make  such  reports  as  the  Coun- 
cil, or  its  authorized  committees  may  require. 

7.98  Within  thirty  (30)  days  preceding  each  an- 
nual session,  submit  his  financial  books  and  records 
to  a certified  accountant  approved  by  the  Council, 
whose  report  thereon  shall  accompany  his  annual 
report. 

7.99  With  the  advice  of  all  interested  officers, 
prepare  and  submit  annually  to  the  House  a tentative 
budget  of  this  Society  for  the  ensuing  fiscal  year, 
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together  with  the  recommendations  of  the  Council, 
or  its  authorized  finance  committee,  thereon. 

7.910  Subject  to  instruction  by  the  House,  the 
Council,  or  the  President,  he  shall  act  as  general 
administrative  officer  and  business  manager  of  this 
Society.  He  shall  refer  to  the  proper  officials  all 
administrative  questions  as  properly  come  within 
their  jurisdiction. 

7.911  Attend  the  annual  sessions,  the  meetings 
of  the  House,  the  Council,  as  many  of  the  committee 
meetings  as  possible,  and  shall  keep  the  minutes  of 
their  proceedings. 

7.912  Undertake  secretarial  functions  for  all  of- 
ficers, councilors,  committees  and  commissions  of 
this  Society,  and  shall  assist  wherever  possible  in 
the  performance  of  their  duties. 

7.913  With  the  cooperation  of  the  secretaries  of 
the  component  societies,  he  shall  keep  a record  of 
all  legally  licensed  doctors  of  medicine  in  this  state, 
together  with  such  information  as  is  available  about 
each.  He  shall  transmit  to  the  American  Medical 
Association  all  copies  of  records  that  may  be  desired 
by  that  association,  together  with  such  other  infor- 
mation as  may  be  of  value. 

7.914  Endeavor  to  visit  component  societies  when 
his  duties  will  permit,  or  when  an  emergency  re- 
quires personal  attention,  and  shall  keep  the  officers 
of  the  component  societies  informed  about  the  ac- 
tivities of  this  Society  and  of  the  medical  profession 
in  general  by  the  issuance  of  bulletins. 

7.915  Supply  the  component  societies  with  nec- 
essary forms  and  blanks  for  conducting  their  official 
business  with  this  Society. 

7.916  Inform  the  Society  upon  all  pending  or 
enacted  legislation  and  upon  activities  of  govern- 
mental offices  and  agencies  affecting  the  medical 
profession  and  public  health. 

7.917  Secure,  upon  invitation,  medical  speakers 
to  address  lay  organizations  on  subjects  which  are 
in  accord  with  the  aims  and  ideals  of  this  Society. 
When  requested,  he  shall  assist  the  component  so- 
cieties in  securing  speakers  and  in  preparing  pro- 
grams. 

7.918  Notify  all  members  of  meetings,  officers 
of  their  election,  and  committees  of  their  appoint- 
ment and  duties. 

7.919  Upon  authorization  by  the  Committee  on 
Arrangements,  he  shall  prepare  and  issue  an  official 
program  for  each  annual  session. 

7.920  Provide  for  the  registration  of  members 
and  delegates  at  each  annual  session. 

7.921  Be  the  custodian  of  the  general  papers  and 


records  of  this  Society  except  as  properly  belong  in 
the  custody  of  other  officials. 

7.922  Conduct  the  official  correspondence  of  this 
Society,  and  shall  sign  all  authorized  communica- 
tions. 

7.923  Aid  the  councilors  in  organizing  and  im- 
proving the  component  and  district  societies,  and 
in  the  extension  of  the  usefulness  and  influence  of 
this  Society. 

7.924  Act  as  business  manager  of  Kansas  Med- 
icine under  supervision  of  the  Editorial  Board,  and 
in  a similar  capacity  to  the  extent  authorized  for 
other  publications  of  this  Society. 

7.925  Perform  any  additional  duties  as  may  be 
required  by  the  House,  the  Council,  their  commit- 
tees or  the  President. 

8.0  THE  COUNCIL 

8.1  Composition 

8.11  Members  of  the  Council  are  the  President, 
President  Elect,  First  Vice  President,  Second  Vice 
President,  Secretary,  Treasurer,  and  Speaker  and 
Vice  Speaker  of  the  House,  Delegates  and  Alternate 
Delegates  to  the  American  Medical  Association,  and 
a councilor  from  each  Council  District.  Each  coun- 
cilor and  an  alternate  are  to  be  elected  by  members 
of  the  component  societies  of  the  district  prior  to 
the  convening  of  the  House  of  Delegates;  excepted, 
that  the  councilor  or  his  alternate  may  be  elected 
by  a caucus  of  the  delegates  if  the  members  have 
not  done  so  by  the  date  the  House  of  Delegates 
convenes.  The  elected  alternate  replaces  an  active 
member  in  his  absence. 

8.12  Associate  membership  of  the  Council  in- 
cludes alternate  councilors  and  one  (1)  representa- 
tive each  from  the  University  of  Kansas  School  of 
Medicine,  the  Kansas  State  Board  of  Health,  the 
Kansas  State  Board  of  Healing  Arts,  and  one  (1) 
representative  each  from  recognized  specialty  or- 
ganizations. Associate  members  may  attend  plenary 
sessions  of  the  Council  but  shall  not  be  entitled  to 
vote. 

8.13  The  Executive  Director  of  the  Society  at- 
tends all  sessions  of  the  Council  as  an  administrative 
advisor. 

8.14  Advisory  members  of  the  Council  are  the 
Editor  of  Kansas  Medicine,  chairmen  of  the  So- 
ciety commissions,  and  past  presidents.  They  may 
attend  plenary  sessions  of  the  Council,  but  are  not 
entitled  to  vote. 

8.15  The  Executive  Committee  of  the  Council 
shall  be  composed  of  the  President,  the  President 
Elect,  the  Immediate  Past  President,  the  First  Vice 


President,  the  Second  Vice  President,  the  Secretary, 
the  Treasurer,  the  Delegates  to  the  AM  A,  the  Speaker 
and  Vice  Speaker  of  the  House  of  Delegates.  The 
President  of  the  Kansas  Foundation  for  Medical  Care 
shall  be  an  ex-officio,  non- voting  member.  The 
committee  shall  meet  regularly  and  at  least  six  (6) 
times  during  each  year  at  the  call  of  the  President, 
and  shall  have  authority  to  act  in  the  interim  between 
meetings  of  the  Council  upon  all  matters  which 
would  ordinarily  require  approval  by  the  Council, 
which  do  not  properly  necessitate  a special  meeting 
of  the  Council  and  which  have  not  been  delegated 
elsewhere  by  these  By-Laws. 

8.2  Meetings 

8.21  The  Council  meets  at  the  conclusion  of  each 
annual  session  of  the  House  of  Delegates  and  at  the 
call  of  the  President  during  the  year.  A meeting  is 
convened  upon  petition  of  five  (5)  active  members 
of  the  Council. 

8.22  Business  may  be  transacted  when  a quorum 
is  present.  A majority  of  the  active  members  is  a 
quorum. 

8.23  Adequate  notice  must  be  given  the  members 
by  the  Executive  Director  of  the  time  and  place  of 
the  meeting. 

8.3  Duties 

8.31  Between  annual  or  special  sessions  of  the 
House  of  Delegates,  the  Council  or  the  Executive 
Committee  of  the  Council  will  transact  business  on 
behalf  of  the  Society.  Council  or  Executive  Com- 
mittee action  may  not  conflict  with  former  action 
of  the  House  of  Delegates.  Transactions  of  the 
Council  otherwise  have  the  same  authority  as  those 
of  the  House  of  Delegates  except  they  cannot  bind 
the  Society  beyond  its  next  annual  session. 

8.32  The  Council  is  authorized  to  issue  or  revoke 
charters  to  component  societies  in  the  name  of  the 
Society.  The  council  for  the  district  of  origin  pre- 
sents the  application  for  charter  to  the  Council.  The 
application  must  contain  the  following  information: 

8.321  The  geographical  area  to  be  included  in 
the  proposed  component  society. 

8.322  Certification  by  the  presiding  officer  of 
each  component  society  within  the  area  of  the  new 
society  that  his  members  have  voted  to  relinquish 
the  charter  in  effect. 

8.323  A guarantee  that  all  members  affected  will 
retain  initial  membership  in  the  new  society,  but  be 
subject  to  its  by-laws  subsequently. 

8.324  The  name  of  the  new  society;  all  to  be 
attested  by  the  signatures  of  the  elected  officers. 

8.33  The  Council  shall  supervise  the  publication 
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of  Kansas  Medicine.  It  appoints  an  editorial  board 
of  five  (5)  members,  one  of  whom  is  named  Editor 
(See  10.0). 

8.34  The  Council  is  responsible  for  the  funds  and 
expenditures  of  the  Society.  The  Treasurer  submits 
to  it  a budget  of  estimated  expenses  for  the  coming 
year.  Appropriation  of  money  for  special  purposes 
not  previously  budgeted  must  be  authorized  by  the 
Council. 

8.35  The  Council  sets  the  amount  of  dues  for  the 
coming  year,  directing  the  Executive  Director  to 
inform  component  societies  no  later  than  October 
31. 

8.36  The  Council  may  impeach  elected  officers 
and  councilors. 

8.37  The  Council  is  responsible  for  the  deter- 
mination, five  (5)  years  in  advance,  of  the  time  and 
place  of  the  annual  session  of  the  Society. 

8.38  The  Council  employs  and  supervises  the 
activities  of  the  Executive  Director. 

8.39  The  President  of  the  Society  presides  over 
the  Council.  In  his  absence  the  First  Vice  President 
will  preside. 

8.310  The  Council  may  create  committees  from 
its  membership  to  act  between  Council  meetings. 
Special  committees  may  include  additional  mem- 
bers of  the  Society  who  are  not  Council  members. 
When  the  Society  is  invited  to  send  a representative, 
or  committee  for  service  outside  its  own  jurisdic- 
tion, the  appointment(s)  is  made  by  the  Council 
except  in  emergency  when  the  Executive  Committee 
may  appoint. 

8.311  All  money  of  the  Society  is  paid  to  the 
Treasurer  who  is  accountable  for  it.  The  Council 
may  inspect  or  audit  the  accounts  of  the  Treasurer 
at  any  time,  but  at  least  annually;  it  may  review  or 
audit  the  expenditure  of  any  officer,  board  or  com- 
mittee, and  insure  annual  reports  to  the  House  of 
Delegates  on  all  expenditures  of  the  Society. 

8.312  If  the  office  of  Secretary  or  Treasurer  is 
vacated,  the  Council  appoints  a successor  for  the 
unexpired  term.  To  protect  the  new  Treasurer,  an 
audit  is  conducted  at  once.  If  a councilor  position 
is  vacated,  the  corresponding  alternate  sits  as  coun- 
cilor until  the  annual  session.  Then  a councilor  is 
elected  as  provided  above  to  complete  the  three  (3) 
year  term.  The  alternate  so  seated  becomes  a voting 
member  of  the  Council.  If  the  incomplete  term  is 
for  less  than  two  (2)  years,  the  elected  councilor  is 
eligible  for  two  (2)  more  terms. 

8.313  A summary  of  Council  activities  and  re- 
ports to  it  between  sessions  of  the  House  of  Dele- 


gates is  submitted  to  the  House  at  each  annual  meet- 
ing. 

8.4  Council  Districts 

Council  Districts  are  comprised  as  follows: 

8.41  District  #7;  Atchison,  Brown,  Doniphan, 
Jackson,  Jefferson,  Leavenworth,  Marshall,  Ne- 
maha, and  Washington  Counties. 

8.42  District  #2:  Wyandotte  County. 

8.43  District  #3:  Johnson  County. 

8.44  District  #4:  Bourbon,  Cherokee,  Crawford 
and  Labette  Counties. 

8.45  District  #5:  Clay,  Geary,  Pottawatomie, 
and  Riley  Counties. 

8.46  District  #6:  Shawnee  County. 

8.47  District  #7:  Chase,  Coffey,  Lyon,  Morris, 
Osage  and  Wabaunsee  Counties. 

8.48  District  #8:  Butler,  Cowley  and  Green- 
wood Counties. 

8.49  District  #9:  Cloud,  Dickinson,  Jewell, 
Lincoln,  Mitchell,  Ottawa,  Republic  and  Saline 
Counties. 

8.410  District  #10:  Harvey,  McPherson,  Mar- 
ion, Reno  and  Rice  Counties. 

8.411  District  #11:  Sedgwick  County. 

8.412  District  #12:  Barber,  Harper,  Kingman, 
Pratt  and  Sumner  Counties. 

8.413  District  #13:  Ellis,  Ellsworth,  Graham, 
Lincoln,  Ness,  Osborne,  Phillips,  Rooks,  Rush, 
Russell,  Smith  and  Trego  Counties. 

8.414  District  #14:  Barton,  Pawnee  and  Staf- 
ford Counties. 

8.415  District  #15:  Clark,  Comanche,  Ed- 
wards, Ford,  Gray,  Hodgeman,  Kiowa,  Meade  and 
Seward  Counties. 

8.416  District  #16:  Cheyenne,  Decatur,  Gove, 
Logan,  Norton,  Rawlins,  Sheridan,  Sherman, 
Thomas  and  Wallace  Counties. 

8.417  District  #17:  Finney,  Grant,  Greeley, 
Hamilton,  Haskell,  Kearney,  Lane,  Morton,  Scott, 
Stanton,  Stevens  and  Wichita  Counties. 

8.418  District  #18:  Anderson,  Douglas,  Frank- 
lin, Linn  and  Miami  Counties. 

8.419  District  #19:  Allen,  Chautauqua,  Elk, 
Montgomery,  Neosho,  Wilson  and  Woodson  Coun- 
ties. 

8.5  Notification  of  Councilor  Election 

The  Executive  Director  will  notify  all  component 
societies  in  a given  Council  district  three  (3)  months 
prior  to  the  annual  session  at  which  its  councilor 
term  ends.  A poll  may  be  held  in  the  district  before 
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the  annual  session  to  select  the  new  councilor  whose 
official  election  is  held  as  provided  above. 

8.6  Councilor  Term  of  Office 

Each  councilor  is  elected  for  three  (3)  years.  He 
may  serve  two  (2)  successive  terms  except  as  limited 
above  (8.312).  On  one  year,  terms  begin  for  coun- 
cilors in  Districts  1,  3,  5,  8,  9 and  17;  the  next  year 
in  Districts  2,  4,  11,  13,  14,  15  and  19;  the  third 
year  in  Districts  6,  7,  10,  12,  16  and  18. 

8.7  Duties  of  the  Councilor 

The  councilor  represents  the  members  of  his  dis- 
trict in  the  government  of  the  Society.  He  is  ex- 
pected to  know  their  needs  and  represent  them  fairly. 
Conversely,  he  represents  the  Society  to  the  mem- 
bers of  his  district,  giving  rise  to  some  of  these 
duties  by  which  he  is  bound  but  not  limited: 

8.71  He  must  afford  societies  within  his  district 
complete  understanding  of  Society  policy  and  ac- 
tivities. 

8.72  He  must  visit  each  component  society  in  his 
district  at  least  once  annually. 

8.73  He  must  function  as  censor  and  peacemaker 
in  his  district. 

8.74  He  must  aid  in  improving  the  organization 
of  the  societies  in  his  district  for  their  own  efficiency 
and  to  augment  the  proper  function  of  this  Society. 

8.75  He  will  call  a district  meeting  at  the  request 
of  the  President. 

8.76  He  is  expected  to  attend  meetings  of  the 
Council.  If  he  cannot  be  present,  he  must  notify  his 
alternate  who  will  sit  in  the  Council  for  him  and 
exercise  the  vote  of  his  district.  His  failure  to  notify 
his  alternate  after  two  (2)  consecutive  absences  will 
represent  resignation  and  the  component  societies 
in  the  district  will  select  his  successor  to  fill  the 
unexpired  term  of  his  appointment. 

8.77  He  is  obliged  to  teach  his  alternate  the  du- 
ties of  councilor,  to  acquaint  the  alternate  with 
Council  policies  and  procedures,  and  to  keep  him 
informed  of  current  Society  transactions. 

8.78  He  serves  as  a voting  member  of  the  House 
of  Delegates  during  his  Council  tenure  (See  5.24). 

9.0  COMMITTEES  AND  COMMISSIONS 

Commissions  and  Committees  are  appointed  by 
the  President  for  a one-year  term.  The  Chairman, 
size  and  membership  of  such  commissions  and  com- 
mittees shall  be  designated  by  the  President.  Com- 
missions and  Committees  may  introduce  resolutions 
for  consideration  by  the  House  of  Delegates. 


9.1  Professional  Practices  Review  Committee 

There  shall  be  a Professional  Practices  Review 
Committee  representing  different  specialties.  One 
member  of  the  committee  shall  be  a physician  rep- 
resenting the  Kansas  State  Board  of  Healing  Arts. 
The  President  shall  appoint  the  committee  subject 
to  approval  by  the  Council.  The  majority  of  the 
Professional  Practices  Review  Committee  shall  con- 
stitute a quorum  and  the  affirmative  vote  of  a ma- 
jority of  those  members  present  shall  constitute  the 
action  of  the  Professional  Practices  Review  Com- 
mittee. 

9.11  The  Committee  shall  invite  as  a temporary, 
ex-officio  member  the  councilor  from  whose  district 
a complaint  or  possible  cause  of  action  shall  have 
been  submitted.  In  the  event  that  the  councilor  is 
the  subject  of  the  complaint  or  cause  of  action,  the 
alternate  councilor  shall  sit  in  his  place. 

9.12  In  the  event  that  any  member  of  the  Com- 
mittee is  the  subject  of  the  complaint  or  cause  of 
action,  he  shall  be  excluded  during  the  Committee’s 
deliberations  and  action  on  such  complaint  and  from 
Committee  membership,  but  shall  otherwise  retain 
the  same  rights  and  privileges  as  any  other  member 
of  this  Society. 

9.13  The  Professional  Practices  Review  Com- 
mittee is  charged  with  the  responsibility  of  review- 
ing and  acting  on  grievances  or  matters  of  ethics 
involving  a member  of  this  Society.  The  committee 
will  conduct  such  inquiries  and  investigations  as  are 
needed  to  render  timely  decisions  on  matters  re- 
ferred to  it.  Decisions  of  the  committee  may  be 
appealed  to  the  Council.  The  decision  of  the  Council 
on  such  appeals  is  final  and  subject  to  no  higher 
appeal  within  this  Society.  The  committee  may  uti- 
lize such  consultants  and  advisory  committees  as  it 
may  require. 

9.14  The  Professional  Practices  Review  Com- 
mittee shall  receive  written  complaints  from  any 
person,  whether  or  not  he  or  she  is  a physician,  a 
member  of  this  Society,  a patient  of  a physician, 
or  any  other  person,  lay  or  professional. 

9.15  After  investigation  of,  impartial  hearing  of, 
and  deliberation  upon  a complaint,  the  Professional 
Practices  Review  Committee  by  majority  vote,  may: 

9.151  Consider  the  case  closed. 

9.152  Recommend  settlement. 

9.153  Express  its  advice  to  a member  of  this 
Society  on  any  matter  pertaining  to  his  or  her  profes- 
sional conduct. 

9.154  Recommend  to  the  Council  of  the  Society: 
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9.1541  That  it  take  action  to  expel,  suspend  or 
reprimand  a member. 

9.1542  Submit  proposed  charges  to  an  appro- 
priate state  or  federal  law  enforcement  agency. 

9.1543  Submit  the  case  and  findings  to  the  Kan- 
sas State  Board  of  Healing  Arts. 

9.16  Upon  reaching  a decision,  the  Professional 
Practices  Review  Committee  chairman  shall  trans- 
mit to  the  Council  and  the  Board  of  Healing  Arts  a 
written  statement  and  explanation  of  the  final  de- 
cision as  soon  as  possible  after  the  committee  has 
completed  the  investigation  of  the  case  and  has  ar- 
rived at  its  decision. 

9.17  The  Professional  Practices  Review  Com- 
mittee shall  keep  a complete  record  of  all  com- 
plaints, answers,  findings  and  final  disposition  of 
its  decisions  and  disposal  of  complaints,  and  shall 
prepare  an  annual  report  to  the  Kansas  Medical  So- 
ciety. 

9.18  The  Professional  Practices  Review  Com- 
mittee shall  not  at  any  time  exceed  or  take  by  as- 
sumption any  authority  other  than  that  granted  by 
this  Constitution  and  By-Laws. 

9.2  Committee  on  State  Meeting  Format 

The  Committee  on  State  Meeting  Format  is  com- 
prised of  the  most  recent  general  chairman  of  the 
annual  session  from  each  city  where  sessions  are 
held.  The  term  of  office  ends  when  a new  general 
chairman  is  appointed  by  the  respective  component 
society.  The  President  Elect  is  chairman  of  this  com- 
mittee which  meets  not  later  than  sixty  (60)  days 
after  each  annual  session  in  the  host  city  for  the 
next  session.  The  meeting  is  held  to  review  with 
the  local  planning  committee  plans  for  the  coming 
session.  The  committee  further  recommends  a gen- 
eral meeting  plan  to  the  host  society  selected  for 
two  (2)  years  later. 

9.3  Policy  Statements 

Public  statements  of  policy  by  commissions  or 
committees  have  only  the  force  of  recommenda- 
tions, becoming  Society  policy  after  approval  of  the 
House  of  Delegates  or  the  Council. 

9.4  Expenditures 

Expenditures  by  commissions  or  committees  must 
have  prior  approval  of  the  House  of  Delegates  or 
the  Council  to  be  binding  on  the  Society.  No  con- 
tract or  monetary  obligation  shall  be  incurred  in  the 
name  of  the  Kansas  Medical  Society  by  any  mem- 
ber, employee  or  agent  until  he  is  authorized  by  the 
House  of  Delegates,  the  Council  or  the  Executive 
Committee.  Authorization  cannot  extend  beyond  the 
next  annual  session. 


10.0  THE  EDITORIAL  BOARD 

10.1  Composition  and  Appointment 

The  Editorial  Board  is  comprised  of  the  society 
members,  appointed  by  the  Council.  When  a va- 
cancy occurs  it  is  to  be  filled  for  the  unexpired  term 
at  the  next  meeting  of  the  Council. 

10.2  Duties  of  the  Chairman 

10.21  To  direct  the  operation  of  the  Board  and 
be  the  Editor  of  Kansas  Medicine. 

10.22  To  make  reports  to  the  House  and  Council 
of  the  activities  of  the  Board. 

10.3  Duties  of  the  Board 

10.31  To  perform  the  functions  necessary  to  the 
publication  of  Kansas  Medicine  and  other  publi- 
cations as  considered  necessary  by  the  House  of 
Delegates  or  the  Council. 

10.32  The  Board  may  appoint  associate  editors 
from  any  Council  district  for  particular  functions  in 
fulfillment  of  its  duties. 

10.33  The  Board  with  its  associate  editors  shall 
meet  at  the  call  of  the  chairman. 

10.4  Financial  Regulations 

10.41  The  Board  is  enjoined  to  maintain  Kansas 
Medicine  within  budgetary  limits  established  by  the 
Council. 

10.42  Expenditures  authorized  by  the  Board  are 
to  be  paid  by  the  Kansas  Medical  Society  upon 
authorization  by  the  Business  Manager  of  Kansas 
Medicine. 

11.0  COMPONENT  SOCIETIES 

11.1  Definition 

Component  societies  are  groups  of  physicians  or- 
ganized in  the  State  of  Kansas,  adopting  principles 
of  organization  in  accordance  with  these  By-Laws 
and  receiving  a charter  from  this  Society. 

11.2  Charter  Requirements 

11.21  Each  county  shall  be  included  among  the 
component  societies  in  this  state,  but  only  one  (1) 
component  society  may  be  chartered  in  a county. 

11.22  New  component  societies  will  not  be  char- 
tered with  fewer  than  ten  (10)  members. 

11.23  Physicians  in  counties  with  too  few  phy- 
sicians for  a successful  organization  may  affiliate 
with  those  of  adjoining  counties  to  form  a multi- 
county component  society. 

11.24  Charters  are  granted  to  component  socie- 
ties upon  action  of  the  Council  as  provided  above 
(8.32). 

11.25  Following  Council  recommendation,  the 
House  of  Delegates  may  revoke  the  charter  of  a 
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component  society  whose  actions  conflict  with  these 
By-Laws. 

11.26  If  the  active  membership  of  a component 
society  falls  below  four  (4)  in  number,  its  charter 
shall  be  revoked  and  the  members  reassigned  by  the 
Council  to  one  of  the  following  alternatives: 

11.261  Attach  the  entire  membership  to  the  near- 
est component  society. 

11.262  Attach  the  entire  membership  to  any  ad- 
jacent medical  society  by  unanimous  request  of  the 
members. 

11.263  Attach  the  members  separately  to  adja- 
eent  medical  societies  for  reasonable  cause. 

11.3  General  Regulations 

Component  societies  may  set  rules  for  member- 
ship qualification,  organization  and  transaction  of 
business  except  as  specifically  limited  in  these  By- 
Laws. 

11.4  Regulations  For  Membership 

11.41  Since  membership  in  this  Society  is  de- 
pendent on  that  of  the  component  society  except  as 
noted  in  Section  11.411,  any  reputable  and  ethical 
physician  with  the  degree  of  Doctor  of  Medicine  or 
Osteopathy,  or  their  equivalent,  from  an  accredited 
medical  or  osteopathic  school,  fully  licensed  to 
practice  medicine  and  surgery  by  the  Kansas  State 
Board  of  Healing  Arts,  and  the  majority  of  his 
professional  work  being  conducted  in  the  state,  shall 
have  the  privilege  of  applying  for  component  so- 
ciety membership.  Also  eligible  for  membership 
shall  be  students  attending  accredited  medical 
schools  in  Kansas. 

11.411  Medical  students  and  resident  physicians 
shall  be  eligible  for  membership  in  the  Kansas  Med- 
ical Society  by  applying  through  the  component 
medical  society  or  by  applying  directly  to  the  Stu- 
dent or  Resident  Physician  Section. 

11.42  A physician  may  not  hold  active  mem- 
bership in  two  component  societies. 

11.43  No  physician  may  be  an  active  member 
of  a component  society  without  becoming  a member 
of  the  Kansas  Medical  Society  and  the  American 
Medical  Association. 

11.44  A physician  living  in  one  county  but  con- 
ducting his  practice  in  another  is  eligible  for  mem- 
bership in  the  county  where  the  majority  of  his  work 
is  performed.  He  may  maintain  active  membership 
for  reason  of  convenience  in  the  county  of  his  res- 
idence only  with  the  permission  of  the  society  within 
whose  jurisdiction  he  practices. 

11.5  Movement  Within  the  State 

A member  of  any  component  society,  upon  es- 


tablishing the  majority  of  his  practice  in  the  area  of 
another  component  society,  may  retain  his  original 
membership  only  with  the  permission  of  the  society 
into  whose  jurisdiction  he  moves. 

11.6  Transfer  of  Membership 

A member  desiring  to  transfer  membership  from 
one  component  society  to  another  applies  to  the  new 
society  in  the  same  manner  as  an  original  applicant. 
His  application  is  accompanied  with  an  appropriate 
recommendation  and  a report  of  his  standing  in  the 
previous  society,  attested  by  the  president.  When 
the  application  has  been  acted  upon,  the  secretary 
will  notify  the  applicant  at  once  of  the  society’s 
decision.  The  secretary  of  the  previous  society  is 
also  notified  since  acceptance  by  the  new  society 
requires  that  he  be  dropped  from  the  roll  of  previous 
membership.  Rejection  by  the  new  society  does  not 
affect  membership  status  in  the  previous  society. 

11.7  The  Annual  Report 

The  secretary  of  each  component  society  will 
maintain  a roster  of  its  membership  and  of  non- 
affiliated  registered  doctors  of  medicine  or  oste- 
opathy within  its  boundaries.  The  roster  must  in- 
clude for  each  member  his  address,  medical  or  os- 
teopathic school  and  date  of  graduation,  date  of 
license  to  practice  in  Kansas,  and  the  dates  of  past 
changes  in  membership  status.  Only  the  names  and 
addresses  of  non-members  need  be  recorded. 

On  or  before  the  first  day  of  February,  the  sec- 
retary shall  forward  a current  roster  to  the  Executive 
Office,  including  notations  of  death  or  change  of 
membership  status  among  members  and,  as  far  as 
possible,  among  non-members. 

11.8  Dues  and  Assessments 

11.81  All  dues  owed  the  Society  should  be  re- 
mitted before  the  first  of  February  of  each  year 
unless  permission  for  a delay  is  secured  from  the 
President.  The  remittance  may  not  be  delayed  be- 
yond the  first  of  April  of  the  same  year.  The  number 
of  delegates  of  all  component  societies  shall  be  de- 
termined on  the  basis  of  information  regarding 
membership  available  to  the  state  society  office  as 
of  December  31  of  the  prior  year;  and  a list  of 
delegates  and  alternates  shall  be  submitted  to  the 
Executive  Director  no  later  than  March  20  of  each 
year  for  the  purpose  of  publishing  the  names  in  the 
program  of  the  annual  meeting  in  May.  Assessments 
are  due  under  the  same  rule  unless  special  provisions 
are  set  by  the  Council. 

11.811  A member  delinquent  in  the  payment  of 
his  dues  on  April  1 of  that  dues-paying  year  shall 
be  suspended. 

11.8111  A member  remaining  in  arrears  as  of 
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June  1 of  that  dues  paying  year  shall  be  removed 
from  the  membership  rolls. 

11.82  Individual  checks  of  funds  for  dues  to  the 
American  Medical  Association  are  transmitted  from 
the  treasurer  of  the  component  society  through  the 
Executive  Office  to  the  proper  destination. 

11.83  A component  society  failing  to  pay  its  dues 
or  assessments  according  to  these  By-Laws  is  sus- 
pended from  membership  in  the  Society  until  the 
requirements  are  met  or  until  written  certification 
of  the  suspension  of  members  in  arrears  is  received 
by  the  Executive  Office. 

11.831  Any  member  dropped  from  the  member- 
ship rolls  for  delinquent  dues  shall  be  readmitted 
only  after  applying  as  a new  member. 

11.84  A component  society  suspended  from 
membership  in  violation  of  this  section  is  not  eli- 
gible collectively  or  individually  to  participate  in 
the  proceedings  of  this  Society  nor  seats  in  the  House 
of  Delegates  until  the  deficiency  has  been  corrected. 

11.85  Punitive  action  will  not  be  instituted  against 
a component  society  certifying  that  members  in  ar- 
rears have  sufficient  cause  from  illness,  leave  of 
absence,  or  otherwise,  which  prevents  the  practice 
of  their  profession.  If  the  component  society  finds 
cause  to  waive  the  local  dues  of  a delinquent  mem- 
ber, a written  account  should  be  sent  to  the  Exec- 
utive Office.  The  Council  will  then  determine 
whether  the  waiver  should  be  properly  extended  to 
the  dues  of  the  Society.  The  secretary  of  the  con- 
cerned component  society  will  be  notified  of  the 
Council  decision  by  its  district  councilor. 

12.0  RULES  OF  ORDER 

Deliberations  of  this  Society  and  its  subsidiary 
Council,  sections,  commissions  and  committees  shall 
be  governed  by  these  By-Laws,  and  when  not  oth- 
erwise specified  by  the  provisions  of  Sturges’  Stand- 
ard Code  of  Parliamentary  Procedure. 

“The  Rules  of  Order  and  By-Laws  of  this  Society 


may  be  suspended  at  any  time  by  a vote  of  two- 
thirds  of  those  delegates  present.” 

13.0  OFFICIAL  STATEMENTS 

Memorials,  resolutions  or  opinions  of  any  char- 
acter which  conflict  with  policies  of  the  House  of 
Delegates  shall  not  be  issued  in  the  name  of  the 
Kansas  Medical  Society.  No  obligation,  oral  or 
written,  shall  be  incurred  in  the  name  of  the  Kansas 
Medical  Society  by  any  member,  employee  or  agent 
unless  the  same  has  been  previously  authorized  by 
vote  of  the  House  of  Delegates,  or  the  Council,  or 
the  Executive  Committee  and  no  such  authority  shall 
be  extended  beyond  the  next  annual  meeting  of  the 
House  of  Delegates. 

14.0  MEDICAL  ETHICS 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  shall  govern  the  conduct  of 
members. 

15.0  AMENDMENTS 

These  By-Laws  may  be  amended  by  a two-thirds 
majority  of  the  House  of  Delegates  present  provided 
such  amendment  has  been  considered  by  a reference 
committee. 

RESOLUTION  OF  ADOPTION 

Be  it  hereby  resolved  that  this  revised  Constitu- 
tion and  By-Laws  shall  be  in  full  force  and  effect 
at  the  close  of  the  meeting  of  its  adoption  and  shall 
supersede  all  prior  Constitutions,  By-Laws  and 
Amendments. 

Likewise,  officers,  councilors,  board  and  com- 
mittee members  holding  offices  for  definite  terms 
under  the  previous  Constitution  and  By-Laws  shall 
serve  until  expiration  of  term  for  which  elected  and 
until  their  successors,  as  provided  by  this  revised 
Constitution  and  By-Laws,  are  duly  elected,  qual- 
ified and  installed. 


-JL— 
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PHYSICIAN  DIRECTORY 


PHYSICIAN  DIRECTORY  RATES 

One  column-inch  Jji 62c I2x 

$50  $45  $41  $38 

NOTE:  A premium  charge  of  20%  will  apply  to  notices  published  only  in  the  annual  Membership 
Directory. 

For  more  information,  call  the  KMS  office  at  1-800-332-0156. 


Topeka  Ollergy  & Qsthma  Clinic 

Specializing  in  the  diagnosis  and  treatment 
of  allergies  and  asthma 

James  H.  Ransom,  M.D.  Karl  K.  Kavel,  M.D. 

Diplomates  of  the  American  Board  of  Allergy  and  Immunology 
Monthly  consultation  clinics  also  held  in  Hays,  Salina,  and  Emporia 
FLEMING  PLACE  OFFICE  PARK  *1123  S.W.  GAGE  BLVD.  • 273-9999  • TOPEKA,  KANSAS  66604 


WHEN  PATIENT  CARE  REQUIRES 
FAST  AND  RELIABLE  RESULTS  AT 
COMPETITIVE  PRICES. 


• OWNED  AND  DIRECTED  BY  BOARD— CERTIFIED  PATHOLOGISTS. 

• FASTER  TURN-AROUND  TIMES  WITH  COMPUTERIZED  PRINTERS. 

• MEDICARE  AND  CAP  CERTIFIED  CONTINUOUSLY  SINCE  1967. 

• PATHOLOGISTS  AND  TECHNOLOGISTS  AVAILABLE  24  HOURS  A DAY. 

• SUPPLIES  AND  EQUIPMENT  FOR  YOUR  OFFICE. 

• EASY  TO  READ  REQUEST  AND  REPORT  FORMS. 

• PROFILES  DESIGNED  TO  FIT  MOST  ANY  CLINICAL  NEED. 

• AN  EVER-EXPANDING  LIST  OF  ESOTERIC  TESTING. 

HAYS  PATHOLOGY  LABORATORIES,  P.A. 

1300  EAST  THIRTEENTH  • HAYS,  KS  • 913-625-5646  • TOLL-FREE  800-332-0053 


fHays 
Pathology 
Laboratories 


YOUR  TOTAL  RESOURCE  LABORATORY 
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A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consumption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12  - year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces 

cancer  alone.  AAAERIC7VN 

VCANCER 

fscx:iE7Y® 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt-  or 
nitrite-cured  foods  like  ham,  and 
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Kansas  Medicine  expresses  appreciation  for  the  assistance  of 
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AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need.  . . when  you 
need  it.  . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expiertise 
required! 


LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

zIMK/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain"**  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  FHospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database -The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category 
credit. 


■■■r 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  Is  sponsored  by  the  American  Medical  Asscx  lation  ar>d  is  a service  o(  SoftSearch.  Inc 
and  American  Medical  Computing,  Lid  , a subsidiary  of  the  AMA 
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Re-introduce  The  Oldest 
Advance  In  Medicines. 


It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ ^ National  Council  on 
^ Patient  Information  and  Education. 


666  Eleventh  St.  N.W.  Suite  810 


Washington,  D.C.  20001 


EMniiiniii 


In  moderate  depression  and  anxiety 

t'.”."'— * *■  - • 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

UmbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  FeighnerVP, 
et al: Psychopharmacology 61 :2\7-225,  Mar22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Airhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary'  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pniritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods:  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taf>er  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportic'dy. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  re\’erse  symptoms  of  amitnptyline 
poisoning.  See  complete  product  information  for  niiinifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  lUblets.  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  llihlets.  blue,  film 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  U’l-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 


^)>74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 


Firs^week  reduction  in  somatic  symptoms’  i 1 c [ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduaion  in  Individual  Somatic  S>  U 
During  First  Week  of  Limbitrol  Therapy*  vT 


Umbitrol 


^^cji  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
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12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


limbitrorDS 


^ch  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CON‘ 
♦Patients  often  presented  with  more  than  one  somatic  s 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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